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Southwestern  Medicine  Renewed 

With  this  issue  Southwestern  Medicine  is  again 
active.  It  is  the  purpose  of  our  publication  to  present 
timely,  well  written  scientific  articles  of  general  in- 
terest to  all  southwestern  physicians.  In  addition, 
news  of  interest  will  be  published  in  each  issue.  We 
solicit  such  news  from  county  medical  organizations, 
medical  auxiliaries,  and  individuals. 

Any  physician  having  a paper  on  any  medical  sub- 
ject is  cordially  invited  to  submit  it  for  publication 
in  Southwestern  Medicine,  provided  it  has  not  been 
published  elsewhere.  Articles  for  publication  should 
be  typewritten,  double-spaced,  with  proper  references 
when  necessary.  All  papers  submitted  for  publication 
will  receive  careful  consideration  by  the  editors. 
Case  reports,  with  pertinent  data,  will  be  acceptable. 

A letter  department  will  be  conducted  and  letters 
on  any  medical  subject  from  any  physician  will  be 
published  in  each  issue.  They  will  be  edited,  of 
course,  and  libelous  material  will  be  deleted.  All 
letters  must  be  signed,  though  the  writer’s  name  may 
be  withheld  at  the  discretion  of  the  editors. 

We  intend  to  be  broad  in  the  material  covered  and 
we  earnestly  seek  the  co  operation  of  every  medical 
organization  and  individual  physician  in  the  South- 
west. We  believe  we  can  publish  a journal  that  will 
be  welcome  to  every  doctor  in  our  territory. 


Lommen 

Because  alcohol  £ 
of  direct  interest  to 
it  is  with  particulai 
Institute  cf  Liquor  ! 

This  organization  is  u .^ei 
Dallas  this  summei  and  a 
tonio  next  year.  It  in 
and  , vt ion  of  the  ah 


- iL/,  V^lo  P | q n 

produces  are 
he  Southwest 
airth  of  Yale 
ivest  is  noted, 
ith  a clinic  in 
ol  in  San  An- 
•t  supervision 
Laboratory  of 


Applied  Physiology,  thus  assuring  highest  type  of 
leadership. 

No  single  problem  is  of  greater  importance,  par- 
ticularly to  people  of  high  school  age,  in  which  group 
early  exposure  to  alcohol  takes  place.  Sound  knowl- 
edge of  the  facts  concerning  early  exposure  would  be 
most  valuable.  It  is  this  aspect  of  the  Yale  Plan — 
education  of  young  persons  about  alcohol — that  is 
most  important. 

Two  El  Paso  men,  Mr.  George  Matkin,  vice-presi- 
dent of  the  State  National  Bank,  and  George  Turner, 
M.D.,  have  accepted  places  on  the  Advisory  Board  of 
this  enterprise.  Its  progress  will  be  noted  with  keen 
interest  and  recorded  in  our  pages  as  seems  fitting. 

To  Operate  Dallas  Clinic 

The  Yale  Institute  of  Alcohol  Studies  in  the  South- 
west, recently  organized  under  the  auspices  of  The 
Yale  University  Laboratory  of  Applied  Physiology, 
Texas  Christian  University,  and  other  Texas  institu- 
tions, will  operate  a clinic  in  Dallas  and  a summer 
school  of  alcohol  studies  in  San  Antonio. 

The  clinic  will  maintain  both  in-patient  and  out- 
patient services  and  will  accept  referrals  from  all 
sources.  Medical,  psychiatric,  and  psychological  treat- 
ments will  be  provided. 

A summer  school  of  alcohol  studies  will  be  oper- 
ated in  San  Antonio  at  Trinity  University.  It  consists 
of  60  lectures  and  is  operated  for  the  benefit  of 
those  engaged  in  activities  in  which  a thorough 
knowledge  of  the  facts  about  alcohol  are  particularly 
useful.  The  course  will  be  conducted  directly  by  the 
Yale  University  Laboratory  of  Applied  Physiology 
staff,  assisted  by  Texas  personnel. 
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PELVIC  ENDOMETRIOSIS 

Clement  C.  Boehler,  M D 

EL  PASO.  TEXAS 


The  term,  pelvic  endometriosis  is  very  descriptive, 
as  it  denotes  endometrial  implants  on  any  surface  in 
the  pelvic  cavity.  This  pathological  entity  is  an  in- 
tensely interesting  problem  to  the  gynecologist.  The 
study  of  the  etiological  factors  is  very  fascinating, 
and  the  diagnosis  and  treatment  is  always  a chal- 
lenge to  the  diagnostic  acumen  and  surgical  judg- 
ment of  any  surgeon  dealing  with  the  disease  in 
women. 

Sampson’s  theory  of  retrograde  menstruation 
through  the  tubes,  with  subsequent  implantation  of 
viable  endometrial  cells  on  the  peritoneal  surface, 
can  explain  practically  every  case  of  pelvic  endo- 
metriosis.4 The  surface  of  the  ovary  is  usually  the 
first  and  is  the  most  frequent  site  for  the  trans- 
planted endometrium.  The  other  areas  most  fre- 
quently involved  in  the  order  named  are:  uterus,  cul 
de  sac,  ligaments  of  the  uterus,  tubes,  bladder  and 
appendix.2 

The  transplanted  cells  encyst  themselves,  and, 
under  the  stimulation  of  the  ovary,  the  islands  of 
endometrium  menstruate.  Since  there  is  no  avenue 
of  escape  for  the  menstrual  blood  from  the  encysted 
endometrial  transplants,  a blood  cyst  develops  just 
as  a sebaceous  cyst  develops  when  a sebaceous  gland 
duct  is  sealed  off.  With  the  subsequent  menstruations 
the  cyst  enlarges  and  may  rupture,  sowing  more 
viable  and  virulent  endometrial  cells  in  the  pelvic 
cavity. 

These  may  appear  as  small  bluish  cysts,  or  the 
color  may  vary  from  dusky  red  to  brownish  black, 
depending  on  the  state  of  preservation  of  the  encyst- 
ed blood:  and,  progressing  further,  to  ovarian  cysts 
known  as  “chocolate  cysts  of  the  ovary,”  because 
the  cyst  is  filled  with  chocolate  colored  syrupy  fluid. 
The  extent  of  the  disease  may  vary  from  a chance 
finding  of  a bluish  vesicle  on  the  ovary  to  complete 
involvement  of  all  pelvic  organs  in  a tangled  mass 
with  bowel  all  firmly  adhered  together. 

Thus  it  might  appear  that  the  endometrial  im- 
plants were  distributed  as  if  sprinkled  with  a salt 
shaker  over  the  posterior  aspect  of  the  broad  liga- 
ments and  uterus  and  in  the  cul  de  sac.  Frequently, 
on  opening  the  abdomen,  the  first  impression  is  of  a 
brown,  mottled  pelvis  is  that  the  pelvis  had  been 
splattered  with  tobacco  juice. 

It  is  this  distribution  of  the  endometrial  implants, 
plus  the  fact  that  they  occur  on  the  superior  and 
lateral  surfaces  of  the  ovaries  which  are  most  acces- 
sible to  the  menstrual  blood  as  it  exudes  from  the 
fimbriated  end  of  the  tubes,  that  offers  conclusive 
evidence  for  the  correctness  of  Sampson’s  theory.  In 
passing  it  should  be  noted  that  it  has  been  the 
American  gynecologists  who  have  made  the  greatest 
contribution  toward  the  understanding  and  treat- 
ment of  endometriosis. 

As  in  other  tumors,  the  final  diagnosis  of  pelvic 
endometriosis  is  based  on  definite  microscopic  cri- 
teria. First,  the  tubular  glands  have  to  be  exactly 
like  the  glands  found  in  the  endometrium.  Second, 
the  glands  like  that  in  the  uterine  endometrium 
must  be  surrounded  by  cellular  stroma. 

The  pathologist  frequently  fails  to  confirm  the 
post-operative  diagnosis  of  endometriosis.  However, 
it  must  be  pointed  out  that  the  pathologist  is  fre- 


quently handicapped  because  he  frequently  receives 
specimens  that  are  badly  torn  in  their  removal  or  are 
so  distorted  as  a result  of  repeated  menstrual  bleed- 
ing and  desquamation  into  the  closed  cavity  that  all 
trace  of  the  original  endometrium  may  appear  lost. 
But  perseverance  and  cutting  of  more  sections  from 
other  areas  will  yield  sections  in  a vast  majority  of 
cases  that  will  demonstrate  both  the  glands  and  sur- 
rounding stroma. 

Recalling  the  above  remarks  about  etiology  and 
pathology  of  pelvic  endometriosis,  one  can  easily 
visualize  these  misplaced  islands  of  endometrium  as 
miniature  uterii  which  are  dependent  upon  the 
ovarian  hormone  for  their  existence,  as  well  as  react- 
ing to  the  ovarian  influence  in  the  same  manner  as 
normally  placed  endometrium  in  the  uterus.  This 
fact  is  dramatically  demonstrated  in  a case  men- 
tioned by  Curtis  in  his  text  book  of  gynecology.  A 
pathologist,  without  knowing  the  history,  was  able  to 
make  the  diagnosis  that  the  patient  was  pregnant 
because  of  decidual  reaction  in  a small  area  of  endo- 
metriosis in  the  appendix  that  had  been  removed 
from  a woman  three  months  pregnant.1 

One  is  also  able  to  visualize  why  these  patients 
almost  always  have  pelvic  discomfort  especially  just 
before  and  during  the  menses.  The  pain  may  vary 
from  slight  to  severe  and  almost  unbearable.  The 
dysmenorrhea  is  usually  of  the  acquired  type,  i.  e., 
beginning  in  the  late  twenties  or  early  thirties,  and 
frequently  referred  to  the  rectum  of  sacro-coccygeal 
region. 

The  history  of  sterility  is  a very  frequent  notation. 
It  is  often  during  a sterility  study  that  attention 
is  first  attracted  to  the  possibility  of  the  existence  of 
pelvic  endometriosis.  It  is  to  be  noted  that  pelvic  en- 
dometriosis occurs  more  frequently  in  white  women 
than  colored  women;  also,  it  is  more  apt  to  occur  in 
the  unmarried  or  married  woman  who  has  delayed 
pregnancy  for  years  by  contraception  than  in  a 
woman  who  is  frequently  or  was  recently  pregnant. 
The  physical  finding  of  uterine  fibroid  is  common. 
And  there  is  invariably  the  finding  of  some  obstruc- 
tion to  the  free  drainage  of  the  normal  menstrual 
flow,  such  as  cervical  stricture  and  especially  retro- 
displacement  of  the  uterus. 

Hence,  if  the  possibility  of  gonococcal  and  post- 
abortive infection  can  be  excluded  in  a woman  who, 
in  the  childbearing  period,  prosents  a history  of  ac- 
quired dysmenorrhea  and  sterility,  plus  the  pelvic 
findings  of  an  adherent  tender  ovary  or  ovarian  cyst 
and/or  a tender  nodule  or  nodulation  posterior  to 
the  cervix  in  the  utero-sacral  ligaments  or  in  the  rec 
tovaginal  septum  and  a retroverted  fixed  uterus,  the 
diagnosis  of  pelvic  endometriosis  can  be  definitely 
established. 

Lesser  degrees  of  endometriosis  are  seldom  diag- 
nosed preoperatively.  But  in  moderately  advanced 
cases  it  is  possible  to  make  an  accurate  clinical  diag- 
nosis by  securing  a good  gynecological  history  and 
doing  a good  pelvic  examination.  To  be  able  to  make 
a clinical  diagnosis  of  endometriosis  or  even  suspect 
that  it  might  exist  is  of  utmost  importance.  Inasmuch 
as  the  situation  can  be  thoroughly  discussed  with  the 
patient  because  of  her  desires  for  reproduction,  her 
age,  the  amount  of  discomfort,  the  extent  of  the 
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lesions  and  the  possibility  of  secondary  operation 
following  conservative  survery,  will  all  be  governing 
factors  as  to  when  and  what  type  of  treatment  will 
be  instituted. 

As  pointed  out  previously,  there  are  all  degrees 
ot  pelvic  endometriosis.  For  a case  with  minimal 
pathology  of  a single  small  ovarian  cyst  with  ac- 
quired dysmenorrhea,  hormone  therapy  with  testos- 
terone is  frequently  successful  in  controlling  the 
endometriosis.  At  least,  it  may  carry  the  patient  to 
an  age  period  when  more  radical  treatment  would 
be  less  objectionable,  and,  meanwhile,  have  given  the 
patient  the  opportunity  to  become  pregnant. 

Removal  of  both  ovaries  and  all  or  part  of  the 
endometrial  implants  would,  of  course,  cure  the  dis- 
ease. But  we  are  usually  dealing  with  a woman  in 
her  early  thirties  who  is  desirous  of  being  pregnant. 
Hence,  conservative  surgery  would  be  the  idealistic 
choice.  Clinical  experience  has  proven  that  conserva- 
tive surgery  is  the  most  satisfactory. 

The  majority  of  gynecologists  abhor  the  common, 
prevalent  practice  of  resecting  small  simple  cysts 
from  the  ovaries.  In  the  treatment  of  endometriosis 
it  is  often  necessary  to  remove  up  to  three-fourths 
of  the  ovarian  tissue.  And  such  a step  may  still  be 
classified  as  a conservative  surgical  procedure. 

Secondary  therapy  is  necessary  in  about  45  per 
cent  of  cases,  following  conservative  surgery.5  Con- 
servative surgery  means  preservation  of  childbearing 
capacity  as  well  as  some  ovarian  function.  However, 
it  means  so  much  to  most  women  to  know  that  they 
will  menstruate  and  not  be  thrown  into  the  torments 
of  premature  menopause  and  that  their  chances  of 
becoming  pregnant  will  be  increased  up  to  49  per 
cent,  that  the  majority  of  women  will  run  the  risk 
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of  a secondary  operation  after  all  the  pros  and  cons 
of  the  case  have  been  explained  to  them. 

X-ray  therapy  is  frequently  substituted  for  the 
secondary  operation,  the  dosage  varying  from  that 
necessary  to  produce  temporary  amenorrhea  to  com- 
plete castration.  The  latter  is  especially  valuable  and 
is  preferable  to  surgery  in  bladder,  rectal  and  bowel 
implants,  even  if  partial  obstruction  has  occurred.5 

It  is  evident  that  the  treatment  for  pelvic  endo- 
metriosis should  be  conservative  when  at  all  possible. 
However,  every  case  has  to  be  individualized  with  all 
factors  being  considered.  In  general,  it  may  be  said 
that  when  in  doubt  it  is  better  to  err  being  too  con- 
servative in  your  treatment  than  to  err  being  too 
radical. 
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EXOPHTHALMOS 

Edmund  B.  Spaeth,  M D 

PHILADELPHIA,  PA, 


Exophthalmos  is  a condition  which  involves  prac- 
tically the  entire  bodily  structure  when  considering 
underlying  etiology.  The  displacement  of  the  eyeball 
or  eyeballs  is  symptomatic  and  frequently  calls  at- 
tention to  the  etiology  in  a rather  dramatic  manner. 
When  exophthalmos  is  present  one  cannot  disregard 
that  finding,  and  the  cause  must  be  determined  con- 
clusively in  every  instance.  The  ophthalmologist  may 
be  the  first  individual  to  see  the  case.  In  spite  of  that, 
excluding  those  situations  which  are  ocular,  and 
ophthalmic  surgical  problems,  he  needs  the  assist- 
ance of  his  fellow  colleagues  in  medicine  for  the  sat- 
isfactory treatment  of  the  condition. 

Unilateral  and  bilateral  exophthalmos  are  a com- 
mon symptom  of  orbital  pathology.  Unilateral  exoph- 
thalmos is  not  of  necessity  similar,  etiologically,  to 
tne  bilateral  condition.  There  is  no  doubt  that  many 
conditions  of  unilateral  exophthalmos  may  be  simply 
incomplete  in  terms  of  bilateral  involvement.  Of  this, 
exophthalmic  goiter  is  perhaps  the  outstanding  ex- 
ample. It  is  just  as  true,  however,  that  many  different 
conditions  have  as  a primary  characteristic  the  uni- 
lateral displacement  of  the  eyeball.  Involvement  of 
the  opposite  side  in  such  cases  would  be  secondary 
and  not  consequent.  Orbital  neuiofibromatosis  is  a 
satisfactory  illustration  of  this  variety.  It  seems, 
therefore,  that  unilateral  exophthalmos  may  be  con- 
sidered as  a definite  clinical  entity. 

A classification  of  unilateral  exophthalmos  follows: 
Anatomical. 

1.  High  degrees  of  unilateral  myopia.  Staphylo- 
mata. 

2.  Defects  in  the  vault  of  the  orbit.  Meningocele 
and  meningoencephalocele. 

3.  Exophthalmos  with  ocular  hypertension,  i.  e. 
glaucomatic  staphylomata. 

4.  Exophthalmos  with  arterial  hypertension,  i.  e. 
orbital  visual  pathology. 

5.  Pseudo-exophthalmos  from  retraction  of  the 
lids.  Pseudo-Graefe  syndrome. 

G.  Intermittent  exophthalmos. 

7.  Pituitary  gland  pathology. 

8.  Exophthalmos  from  cercival  sympathetic  irri- 
tation. 

Traumatic. 

1.  Fracture  of  the  orbit,  orbital  emphysema  (from 
fracture  into  nasal  accessory  sinuses),  retro- 
bulbar haemorrhage. 

2.  Laceration  and  rupture  of  the  extra  ocular 
muscles. 

3 Traumatic  evuhion  of  the  globe. 

4.  Birth  trauma,  intra-cranial  internal  caiotiJ 
aneurysm. 

5.  Foreign  body  in  the  orbit. 

6.  Pulsating  exophthalmos,  arterio  .-venous  aneu- 
rysm. 

7.  Retrobulbar  haemorrhage,  as  Lorn  whooping 
cough. 

Inflammatory.  These  may  be  either  acute,  subacute, 
or  chronic.  Their  order,  herewith,  is  roughly  the  se- 
quence of  their  chroniicty. 

1.  Retrobulbar  cellulitis. 

2.  Retrobulbar  phlegmon. 

3.  Retrobulbar  abscess. 

4.  Thrombophlebitis  of  the  orbital  veins. 


5.  Cavernous  sinus  thrombosis. 

6.  Erysipelas. 

7.  Tenonitis  (at  times  suppurative). 

8.  Periostitis.  Luetic  and  tuberculous,  but  not  to 
include  gummata.  Pseudo-tumor.  Lacrimal  sac 
pathology.  Tuberculoma. 

9.  Orbital  mucocele,  cholesteoma. 

10.  Orbital  exostosis. 

11.  Paget's  disease,  with  hyperostosis. 

12.  Actinomycosis.  Trichinosis.  Mycotic  pseudo- 
tumor. 

13.  Xanthomatosis.  Schuller-Christian  syndrome. 

14.  Ocular  Myositis. 

Diseases  of  the  Blood  and  the  Lymph  and  the  Hae- 
matopoietic System. 

1.  Rickets,  Sucrvy.  Hemophilia. 

2.  Lymphosarcoma.  (Piney:  lymphoblastic.) 

3.  Acute  and  chronic  lymphatic  leukemia.  Lymph- 
c endothelioma.  Milulicz’s  disease  (Wolff;  ma- 
lignant lymphoma). 

4.  Hodgkin’s  disease.  (A  sclerosing  type  of 
lymphoma  ) 

5.  Myeloblastoma;  chloroma.  (A  bone  marrow 
picture.) 

6.  Myelogenous  leukemia.  (Premyelocytes  and 
myelocytes.) 

7.  Arterial  aneurysm  of  the  ophthalmic  artery. 
Space  Taking  Lesions.  The  order  here  is  roughly  the 
degree  of  malignancy. 

1.  Dermoid  cyst.  Sebaceous  cyst.  Gumma. 

2.  Fibroma. 

3.  Neurofibroma. 

4.  Lipoma. 

5.  Osteoma.  Osteofibroma.  Bone  cyst. 

6.  Myxoma. 

7.  Chondroma  and  chondromyxoma. 

8.  Cylindroma  of  lacrimal  gland. 

9.  Psammoma. 

10.  Adamantinoma. 

11.  Lymphangioma  and  hemangioma. 

12.  Plasmoma. 

13.  Meningioma  or  endothelioma.  (Sphenoidal 
ridge — see  16). 

14.  Rhabdomyoma. 

15.  Glial  tissue  tumors  as  neuroma,  neuroblastoma, 
retinoblastoma,  spongioblastoma  polare. 

16.  Sphenoidal  ridge  tumors. 

17.  Carcinoma. 

18.  Sarcoma.  Mixed  cell  tumors,  Intra  ocular  sar- 
coma. 

19  Malignancy  from  the  nasal  accessory  sinuses. 
These  to  include  carcinoma,  sarcoma,  psam- 
moma, chondroma,  and  myxoma. 

23.  Metastatic  malignancy  as  osteogenetic  sarcoma, 
adenocarcinoma,  hypernephroma,  etc. 

21.  Unilateral  exophthalmos  from  brain  tumor— 
without  orbital  extension;  mechanical  causes, 
as  edema;  and  with  extension  into  the  orbit. 
Two  per  cent  of  all  unilateral  exophthalmos  is 
due  to  brain  tumor. 

BILATERAL  EXOPHTHALMOS 

The  classification  of  bilateral  exophthalmos  is 
much  more  simple. 

Anatomical. 

1.  Defects  in  the  vault  of  the  orbit,  very  rare. 

2.  Bilateral  exophthalmos  from  toxic  goiter. 
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3.  Bilateral  exophthalmos  from  pituitary  gland 
pathology. 

Traumatic. 

1.  Gunshot  wounds  and  perforating  wounds  in- 
volving both  orbits. 

2.  Birth  traumata,  the  bilateral  extension  from 
arterior-venous  aneurysms  and  perhaps  retro- 
bulbar haemorrhages. 

Inflammatory. 

1.  Bilateral  retrobulbar  infections  and  suppura- 
tions. 

2.  Thrombophlebitis  of  the  orbital  veins. 

3.  Cavernous  sinus  thrombosis. 

4.  Erysipelas. 

5.  Xanthomatosis,  as  the  Schuller-Christian  syn- 
drome. 

Diseases  of  the  Blood  and  the  Lymph  and  the  Haema- 
topoietic Systems. 

1.  Rickets. 

2.  Scurvy. 

3.  Hemophilia. 

The  symptomatology  of  the  lymph  and  the  haema- 
topoietic systems  is  essentially  unilateral;  and  in  the 
space  taking  lesions,  unilaterality  is  the  outstanding 
characteristic. 

Of  the  unilateral  conditions  those  which  are  ana- 
tomic are  almost  wholly  conditions  other  than  oph- 
thalmic. The  traumatic  conditions  are,  as  would  be 
expected,  either  ocular  or  neurosurgical. 

Those  inflamatory  in  origin  are  everything  but 
purely  ophthalmic;  in  addition  to  that  factor  is  the 
seriousness  of  these  states.  The  unilateral  exophthal- 
mos of  diseases  of  the  blood  and  the  lymph  is  of 
course  symptomatic,  nevertheless  the  original  diag- 
nosis is  frequently  first  made  by  the  ophthalmologist 
or  upon  his  insistence  the  examinations  are  done 
which  uncover  the  true  condition. 

Space  taking  lesions  in  the  orbit  merit  more  com- 
ment than  the  mere  listing  of  possibiliites.  The  first 
of  those  detailed  steps  are  benign,  purely  local,  and 
fairly  readily  handled  by  the  ophthalmologist.  The 
facio-maxillary  surgeon  and  the  neurosurgeon  are 
needed  for  such  conditions  as  adamantinoma,  for 
chondroma,  and  for  the  defects  connected  with  some 
of  the  others  detailed.  The  neurosurgeon  must  handle 
meningiomata,  glial  tumors  and  sphenoidal  ridge 
tumors.  The  remainder  of  the  space  taking  lesions  in 
the  orbit  are  serious  prognostic  and  diagnostic  prob- 
lems: As  a matter  of  fact  an  ordinary  chest  film  is 
the  first  thing  one  thinks  of  in  almost  every  case  of 
unilateral  exophthalmos.  That  statement  calls  atten- 
tion to  the  frequency  of  metastases — wherein  the 
metasteses  is  so  frequently  the  first  sign  of  a hitherto 
unknown  primary  lesion. 
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Of  all  the  various  forms  of  exophthalmos  related 
to  general  medicine  and  surgery  the  most  interesting 
and  exacting  is  the  exophthalmos  of  pituitary  and 
thyroid  gland  pathology.  Indulgence  is  asked  here  to 
permit  an  ophthalmologist  to  talk  about  these  in  a 
little  more  detail.  It  is  rather  likely  a rehash  of  in- 
formation already  generally  disseminated,  but  it  is 
relevant. 

Pituitary  gland  pathology  is  manifested  by  unilat- 
eral as  well  as  bilateral  exophthalmos.  There  may  be 
no  roentgen-ray  differences  in  the  optic  foramen  nor 
are  ocular  motor  disturbances  necessarily  present. 
The  condition  seems  to  be  due  to  a retrobulbar 
venous  stasis.  Naffziger  states  that  this  is  most  promi- 
nent with  the  eosinophilic  form  of  adenoma  of  the 
pituitary  gland.  Unilateral  exophthalmos  from  toxic 
thyroid  pathology  is  unusually  interesting.  The 
author  has  no  explanation  to  offer  for  the  i nilateral 
development  of  this  in  some  instances,  while  in 
others  it  is  essentially  bilateral.  The  following  obser- 
vation has  been  made,  however.  Malignant  exoph- 
thalmos is  rather  likely  unilateral,  or  if  not  unilat- 
eral it  affects  the  eyes  unequally.  From  a surgical 
standpoint,  malignant  exophthalmos,  especially  that 
variety  which  develops  following  thyroid  gland  sur- 
gery, is  a serious  condition  and  most  difficult  to 
combat.  The  exophthalmos  which  occurs  with  thyroid 
pathology  when  the  basal  metabolic-rate  is  within 
the  normal  limits,  was  spoken  of  as  paradoxical  ex- 
ophthalmos by  Zimmerman,  and  he  rightly  consid- 
ered this  as  the  more  severe  of  the  two  forms,  that 
is  contrasting  the  exophthalmos  with  a high  basal 
metabolic-rate  with  that  of  a low  basal  metabolic- 
rate.  Plummer  and  Wilder  feel  that  exophthalmos 
with  a low  metabolic-rate  is  an  uncontrolled  function 


OUR  NEW 

Men's  Store 

With  a Convenient 
San  Antonio  Street 
Entrance 

IS  THE 
EXCLUSIVE 
HOME  IN 
EL  PASO 

FOR 

KUPPENHEIMER 

And 

HICKEY-FREEMAN 


Popular  Dry  Goods  Co. 


EL  PASO  TEXAS 


JULY,  1948 


Southwestern  Medicine 


7 


of  the  anterior  lobe  of  the  pituitary.  Other  possibili- 
ties are  based  upon  the  two-product  hypothesis  of 
Plummer,  that  some  abnormal  product  continues  to 
act  after  the  output  of  the  normal  product,  thyroxin, 
has  been  curtailed. 

It  is  rather  certain  that  cases  of  malignant  post 
thyroidectomy  exophthalmos  are  due  to  a polyglandu- 
lar upset  consequent  to  the  thyroid  extirpation  and 
that  these  cases  should  not  have  had  this  operation 
performed.  The  first  of  the  two  conditions  is  a toxic 
thyroid  situation,  the  second  is  a pituitary  impelled 
condition  caused  by  the  loss  of  thyroid  restraining 
secretions.  The  bichemistry  of  the  two  conditions 
needs  to  be  mentioned  here  only  very  briefly.  Dun- 
ningston’s  explanation,  following  the  suggestions  of 
Mann,  are  as  follows: 

1.  Cases  of  excessive  secretion  of  thyroxin  with 
normal  amount  of  anterior  pituitary  hormone.  These 
cases  are  those  manifesting  only  the  ocular  signs  of 
overaction  of  unstriped  muscle.  The  ocular  manifes- 
tations usually  disappear  with  control  of  the  hyper- 
thyroidism, and  more  or  less  normalcy  is  regained. 
In  these  cases  pathologic  examination  of  the  orbital 
tissues  is  usually  negative. 

2.  Cases  of  primary  deficiency  of  thyroxin  with 
compensaitng  excess  of  thyrotropic  hormone  secre- 
tion. These  cases  manifest  edema  of  the  lids  and 
conjunctiva,  impaired  ocular  motility  and  an  irre- 
ducible proptosis.  There  is  an  absence  of  lid  retrac- 
tion, and  the  thick  coarse  appearance  of  the  skin  is 
more  suggestive  of  myxedema  than  of  hyperthy- 
roidism. 

3.  Cases  of  primary  excess  of  thyroxin  followed  by 
thyroid  failure  or  removal,  with  subsequent  excess  of 
thyrotropic  hormone.  The  initial  symptoms  are  char- 
acteristic of  a thyrotoxicosis  while  the  later  signs  are 
indicative  of  overactivity  of  the  thyrotropic  hormone. 
Every  physician  has  seen  cases  in  which,  following 
a thyroidectomy,  there  developed  a distressing  in- 
crease in  exophthalmos.  The  interval  after  operation 
may  vary  from  a few  weeks  to  several  years.  In  these 
cases  the  lids  become  edematous  as  do  the  conjunc- 
tiva and  orbital  tissues,  and  an  increasing  irreducible 
proptosis  ensues.  Associated  with  this  increase  in 
bulk  of  the  orbital  tissues  is  oftentimes  an  annoying 
epiphora  , probably  the  result  of  a dacryadenitis.  The 
earliest  signs  of  overactiivty  of  the  thyrotropic  hor- 
mone are  a slight  edema  of  the  lids  and  conjunctiva 
with  an  increase  in  lacrimation,  and  particularly  sig- 
nificant is  the  subjective  complaint  of  diplopia.  The 
presence  of  a disturbance  of  ocular  motility  is  an  early 
manifestation  of  orbital  eedma  affecting  the  ocular 
muscles  and  this  finding  is  most  suggestive  of  exces- 
sive action  of  the  so-called  thyrotropic  hormone.  The 
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overactivity  of  this  anterior  pituitary  hormone  is  fre- 
quently held  in  check  by  the  excess  of  thyroxin. 
When  the  thyroxin  supply  is  removed  or  reduced 
materially  by  operation  or  medical  means,  the  thyro- 
tropic hormone  runs  amuck,  and  the  distressing  con- 
dition known  as  malignant  exophthalmos  or  exoph- 
thalmic ophthalmoplegia  occurs.  Let  the  surgeon, 
therefore,  beware  of  operating  upon  any  patient 
showing  these  signs,  and  if  they  should  arise  follow- 
ing operation,  it  is  neecssary  to  raise  the  metabolic- 
rate  to  stop  the  progress  of  the  disease.  At  the  same 
time  measures  must  be  taken  to  safeguard  vision. 

4.  Cases  of  simultaneous  excess  of  thyroxin  and 
thyrotropic  hormone.  In  addition,  one  also  sees  cases 
manifesting  a simultaneous  oversecretion  of  both 
the  thyrotoxic  and  thyrotropic  hormone.  In  these 
cases  there  are  the  classical  signs  of  thyrotoxicosis, 
which  are,  along  with  edema  of  the  lids  and  conjunc- 
tiva, impaired  ocular  motility  and  irreducible  prop- 
tosis, in  other  words  all  the  manifestations  of  over- 
activity of  the  so-called  thyrotropic  hormone  as  well. 
The  management  of  this  group  is  a very  difficult 
problem,  the  exact  answer  for  which  is  unknown.  In 
some  cases  medical  treatment  for  the  hyperthy- 
roidism is  successful,  while  in  others  the  thyrotoxi- 
cosis is  so  severe  that  thyroidectomy  is  indicated. 
In  any  event,  measures  must  be  taken  to  prevent  loss 
of  vision  from  the  increasing  protrusion  of  the  eye- 
balls. 

No  attempt  is  being  made  to  discuss  the  treatment 
of  the  varying  conditions  which  cause  a unilateral  or 
bilateral  exophthalmos.  Some  of  the  conditions  are 
pure  medical  problems.  These  will  include  such  cases 
as  thyrotoxic  exophthalmos,  luetic  or  bilateral  condi- 
tions, rickets,  diseases  of  the  blood  and  lymph  sys- 
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terns.  Other  cases  are  essentially  surgical,  as  pulsat- 
ing exophthalmos,  arterio-venous  aneurysm,  the  ex- 
ophthalmos of  space  taking  orbital  lesions,  and  the 
exophthalmos  of  intra-orbital  foreign  bodies.  Other 
conditions  need  a combination  of  surgery  and  medi- 
cal treatment.  Such  conditions  are  orbital  mucocele, 
thrombophelbitis  of  the  orbital  veins  and  cavernous 
sinus  thrombosis. 

It  would  be  rather  difficult  to  consider  exoph- 
thalmos as  a condition  limited  wholly  to  the  realm 
of  the  ophthalmologist.  Even  high  myopia  with  its 
exophthalmos  cannot  be  so  secluded.  It  would  te 
quite  impossible  for  the  ophthalmologist  to  treat 
these  various  conditions  without  the  assistance  of 
the  internist,  the  general  surgeon  and  the  neuro- 
surgeon. As  a matter  of  fact,  in  many  instances  the 
ophthalmologist,  of  necessity,  plays  a very  minor 
role. 

CONCLUSIONS 

An  etiological  classification  of  exophthalmos  has 
been  presented  with  somewhat  more  detailed  com- 
ments about  the  exophthalmos  of  thyroid  gland  path- 
ology to  emphasize  one  point;  that  is,  to  call  atten- 
tion to  the  many  many  different  conditions  which 
have  as  an  outstanding  sign  a pathological  protrusion 
of  the  eyeballs  and  the  multiple  demands  for  the 
best  treatment  of  them. 

Read  at  the  November.  1947.  Meeting  of  the 
Southwestern  Medical  Association 

October  Dates  Set  for 
Southwestern  Meeting 

The  Fall  meeting  of  the  Southwestern  Medical 
Association  has  been  set  for  October  28,  29  and  30,  in 
El  Paso,  Dr.  Leslie  M.  Smith,  president  of  the  group, 
has  made  known.  Association  headquarters  will  be 
located  in  Hotel  Cortez. 

Details  of  the  program  are  yet  to  be  worked  out, 
Dr.  Smith  said,  but  preliminary  preparations  have 
been  made.  The  meeting  will  be  divided  into  profes- 
sional and  social  activities  with  outstanding  lecturers 
already  assured  in  the  former  category.  Entertain- 
ment will  include  golf  and  a college  football  game 
on  the  Saturday  after  adjournment. 

Indications  point  to  a particularly  interesting  pro- 
gram for  the  October  meeting.  Dr.  Smith  said,  and 
all  members  are  urged  to  participate. 

Dr.  Willard  Schuessler  is  general  program  chair- 
man. Reservations  should  be  made  through  El  Paso 
hotels. 
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PARANASAL  SINUSITIS 

M P Spearman,  M.  D , F A C S 

EL  PASO.  TEXAS 


PART  I 

To  the  trained  otolaryngologist  the  extent  of  mis- 
information concerning  the  sinuses  in  disease  and 
health  is  sometimes  astonishing.  Such  misinforma- 
tion is  not  completely  confined  to  the  laity.  Too  often 
one’s  colleagues  in  other  fields  of  medicine  are  heard 
to  say,  with  utter  sincerity,  that  “one  sinus  operation 
leads  to  another,”  or  “I’ve  never  seen  a sinus  cured.” 
It  is  perhaps  the  fault  of  the  otolaryngologist  that 
he  has  not  unedrtaking  a more  comprehensive  course 
of  education  of  both  his  colleagues  and  the  laity  re- 
garding this  phase  of  the  practice  of  medicine. 

Some,  surgical  nihilists,  have  attempted  to  treat 
all  cases  of  sinal  disease  with  drugs  and  with  physio- 
therapy. Others  see  a surgical  problem  in  most  dis- 
eased sinuses.  It  is  the  duty  of  the  otolaryngologist 
today  to  so  equip  himself  with  basic  knowledge  and 
judgment  that  he  may  thereby  be  enabled  to  chart 
a middle  course  between  the  two  above  suggested. 
And,  in  so  doing,  he  will  serve  the  cause  of  his  some- 
times maligned  specialty;  but  more  important,  he 
will  better  preserve  the  health  of  his  patients. 

Disease  of  the  tissues  of  the  sinuses  is  not  greatly 
different  from  disease  of  soft  tissue  anywhere  else  in 
the  body.  There  is  inflammation,  the  production  of 
swelling,  of  pus;  there  may  be  fibrosis  and  conse- 
quent thickening;  there  may  be  new  growths;  there 
may  be  impairment,  and  destruction  of  function; 
there  may  be  putrefaction  and  necrosis.  Much  the 
same  type  of  organisms  gain  inroad  into  sinus  tissue 
as  elsewhere.  Differing  in  location  from  other  tissues, 
sinal  membranes  may  give  different  symptoms  when 
diseased.  One  would  not  expect  abdominal  cramps 
from  an  acute  maxillary  sinusitis,  yet  headache  would 
certainly  be  not  unexpected;  too,  the  swallowing  of 
copious  quantities  of  sinal  discharge  might  lead  to 
such  symptoms  ar  anorexia,  nausea  and  vomiling. 

ANATOMICAL  AND  FUNCTIONAL 

The  paranasal  sinuses  may  be  divided  into  two 
groups,  viz.,  anterior  and  the  posterior.  Comprising 
the  anterior  group  are  the  maxillaries,  frontals,  and 
anterior  ethmoid  cells.  The  posterior  group  is  made 
up  by  the  posterior  ethmoid  cells  and  the  sphenoid 
sinuses.  Sinuses  take  their  names  from  the  bones  in 
which  they  are  located.  The  anterior  group  drains 
into  the  middle  meatus,  while  the  posterior  group 
drains  posteriorly  into  the  superior  meatus.  Sinuses 
vary  a great  deal  anatomically,  as  to  size,  capacity, 
configuration,  etc.  The  ethmoid  cells  may  be  few  or 
many  in  number.  Sometimes  one  or  both  frontal 
sinuses  may  be  apparently  congenitally  absent.  This 
point  is  worth  remembering  in  transillumination. 
The  author  has  operated  on  maxillary  sinuses  exhib- 
iting a bony  partition  so  placed  that  the  sinus  was 
divided  into  two  definite  cavities.  The  position  of  the 
natural  openings  of  the  sinuses  may  also  vary  widely. 
In  attempting  to  probe  or  irrigate  via  the  ostia,  this 
anatomical  deviation  must  be  borne  in  mind. 

Simply  stated,  sinuses  are  cavities  in  the  skull, 
communicating  with  the  air  chamber  of  the  nose 
through  very  small  openings.  The  cavities  serve  to 
lighten  the  skull  in  total  weight,  and  because  they 
are  lined  with  a tissue  rich  in  blood  supply  (nor- 
mally) aid  in  warming  and  conditioning  the  inspired 


air.  The  tissue  lining  the  sinuses  is  rather  thin,  con- 
tains goblet  cells  which  secrete  a mucoid  fluid,  nu- 
merous capillaries,  a basement  membrane,  and  is 
ciilated.  Normally  the  cilia  beat  rhythmically  toward 
the  ostium,  carrying  foreign  particles  such  as  dust, 
bacteria,  or  pollen  on  a blanket  of  mucus  out  of  the 
sinus  via  its  ostium  into  the  nasal  cavity.  From  here 
the  foreign  material  may  be  carried  on  a mucous 
sheet  posteriorly  to  the  nasopharynx. 

The  nasal  sinuses  and  the  chest  are  connected  via 
a network  of  lymphy  channels  and  glands.  The  antra 
and  frontal  sinuses  drain  into  the  upper  and  middle 
deep  cervical  glands,  sub-maxillary  glands,  tonsils 
and  bronchial  glands.  The  antra  and  tonsils  drain 
into  the  glands  of  the  hilum,  and  from  there,  into 
the  bronchial  tree. 

A healthy  sinus  is  one  that  is  moist  with  mucous 
and  has  its  cilia  beating  toward  an  open  ostium.  Im- 
pairment of  these  functions  leads  to  disease.  Like- 
wise .treatment  of  a diseased  sinus  should  be  direct- 
ed toward  re-establishment  of  full  function,  the  ob- 
jective in  therapy  of  any  diseased  tissue  elsewhere 
in  the  body.  Therefore,  it  is  imperative  that  one 
possess  an  understanding  of  the  effect  of  certain 
procedures  upon  the  sinal  membrane. 

PATHOLOGY  AND  BACTERIOLOGY 

Acute  infections  lead  to  impairment  of  the  ciliary 
movement.  Subacute  and  chronic  infections  show  de- 
struction of  the  cilia  and  goblet  cells,  depending  on 
the  length  and  severity  of  the  infection.  The  base- 
ment membrane  may  become  edematous  and  thick- 
ened, with  an  increase  of  connective  tissue.  There 
may  be  colonies  of  bacteria  imbedded  in  this  mem- 
brane. Surrounding  these  colonies  there  will  be 
found  cell  debris  and  leukocytes,  products  of  chronic 
inflammation.  Free  pus  may  bathe  the  sinal  mem- 
brane. As  the  process  becomes  more  chronic  there 
may  be  polyp  formation,  cysts,  or  mucoceles. 

Depending  upon  the  extent  and  ehronicity  of  the 
pathology  present  in  the  sinal  membrane,  there  may 
take  place  some  tissue  regeneration,  provided  that 
the  infection  is  brought  under  control,  and  the  prod- 
ucts of  inflammation  are  removed. 

Allergy  plays  a part  in  the  process,  but  to  what 
extent  has  not  been  completely  shown.  At  birth  the 
sinuses  are  practically  sterile,  but  shortly  afterward 
many  types  of  bacteria  can  be  isolated  from  the  mem- 
branes. No  adults  have  sterility  of  their  sinuses,  and 
most  individuals  have  persistent,  ever-present  patho- 
logic changes  demonstrable  in  their  sinal  mem- 
branes. Yet  not  all  eventually  acquire  clinical  sinusi- 
tis. It  is  when  a definite  point  of  tissue  involvement 
is  reached  that  the  sinus  becomes  diseased  clinically. 
That  point  of  pathological  involvement  varies  with 
the  individual,  his  immunity,  structural  peculiarities, 
the  virulence  of  invading  organisms — all  such  in- 
tangibles that  predictions  in  individual  cases  are 
quite  impossible.  Nearly  all  known  bacteria  have 
been  found  in  human  sinuses.  Most  frequent  are  vari- 
ous strains  of  staphylococci,  pneumococci,  colon  and 
influenza  bacilli.  Fusiform  bacilli  and  various  spirilli 
have  been  isolated.  In  chronic  infections  the  strep- 
tococci tend  to  become  the  dominant  strain  present. 
Blood  supply  to  the  chronic  inflammation  area  of  the 
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sinal  mucosa  tends  to  diminish,  being  decreased  by 
the  edma,  fibrous  tissue,  etc.  Hence  the  nests  of 
bacteria  imbedded  in  the  membrane  may  never  be 
reached  by  blood-borne  chemicals  such  as  the  sulfon- 
amides. Local  applications  or  irrigations  likewise 
fail  to  sterilize  the  imbedded  colonies  of  bacteria, 
It  follows  then,  that  the  chronic  membrane  is  best 
treated  by  surgical  removal.  That  is  a highly  prac- 
tical fact  to  use  in  rendering  a verdict  as  to  indi- 
cated treatment  in  any  given  case  of  sinusitis. 

EFFECT  OF  PHYSICAL  AND 
CHEMICAL  AGENTS 

Many  workers,  including  Fenton,  Larsell  and 
Proetz,  have  shown  that  the  sinus  mucosa  reacts  most 
positively  to  various  extraneous  agents.  In  this,  these 
membranes  closely  resemble  the  nasal  mucosa. 

Chilling  of  the  membranes  may  cause  a primary 
shrinkage,  to  be  followed  by  secondary  engorgement 
and  swelling.  A large  amount  of  mucous  may  next  be 
secreted  as  a protective  measure.  The  tissues  are 
highly  sensitive  to  heat  and  cold,  and  respond  ac- 
tively to  such  stimuli.  Temporary  damage  is  easily 
inflicted,  and  the  tissues  are  rendered  susceptible  to 
further  bacterial  invasion.  Such  a sequence  may  mark 
the  beginning  of  an  acute  coryza  with  sinus  compli- 
cations. The  sinuses  are  concurrently  inflamed  with 
the  nasal  tissues  at  the  time  of  a common  cold.  As 
the  cold  is  brought  under  control,  the  sinal  mem- 
branes tend  to  regain  their  former  status  along  with 
the  nasal  membranes.  Sometimes,  due  in  some  cases 
to  poor  drainage  or  wrong  medication,  sinal  mem- 
branes become  chronically  inflamed.  This  condition 
obtains  in  the  so-called  “chronic  cold” — a misleading 
term.  The  “chronic  cold”  is  not  a cold  at  all,  it  is, 
in  reality,  a subacute  or  chronic  sinusitis. 

Since  the  sinus  mucosa  is  a highly  specialized, 
rather  delicate  tissue,  it  would  seem  prudent  to  exer- 
cise a great  deal  of  care  in  the  choice  of  local  medica- 
tion. Various  drugs  produce  profound  effects  on  the 
sinus  mucosa.  Adrenalin,  cocaine,  menthol,  phenol, 
mercury  derivatives,  and  silver  salts  are  some  of  the 
agents  that  may  paralyze  or  kill  the  cilia.  To  impair 
the  function  of  the  cilia  is  to  destroy  one  of  the  first 
lines  of  defense  of  the  body.  Oils  of  various  sorts 
interfere  with  the  action  of  the  cilia  and  the  blanket 
of  mucous.  Hypertonic  or  hypotonic  solutions  of  any 
sort  exert  a deleterious  effect  upon  the  sinus  mucosa. 
The  use  of  non-vegetable  oils  as  nose  drops  in  the 
very  young  or  the  aged  is  fraught  with  danger,  in 
that  numerous  cases  of  a lipid  pneumonia  have  been 
traced  to  this  practice.  Extreme  heat  or  cold  or  dry- 
ness of  the  inspired  air  affect  the  nasal  and  sinal 
membranes  adversely.  In  intranasal  and  sinal  medica- 
tion, a good  rule  to  follow  is  that  of  avoiding  the  ure 
cf  any  strong  or  stinging  type  of  drug.  The  majority 
of  inflamed  sinuses  will  become  clinically  well  if  too 
much  and  too  vigorous  treatment  is  not  used.  The 
watchword  in  the  management  of  acute,  uncompli- 
cated sinusitis  is  “gentleness,”  coupled  with  a vast 
respect  for  the  integrity  of  the  tissue  involved.  The 
sinal  tissues  are  rather  marvelously  equipped  to 


withstand  and  throw  off  infection,  and  will  usually 
do  so  if  not  subjected  to  too  much  well-meant  inter- 
ference. Warm,  isotonic  solution  of  sodium  chloride 
is  often  comforting  and  helpful  to  an  inflamed  nasal 
membrane.  Other  solutions,  such  as  V2  % ephedrine 
or  V\  % to  V2  % neosynephrin,  in  a vehicle  of  physio- 
logically normal  salt  solution,  are  useful  and  stimu- 
lating to  nasal  nad  sinal  membranes.  The  above  men- 
tioned medicaments  do  not  exert  a bactericidal  effect. 
They  cleanse  mechanically  and  act  as  mild  vasocon- 
strictors. This  action  tends  to  promote  patency  of 
the  sinus  ostia,  necessary  for  drainage  and  aeration 
of  the  infected  sinus.  Of  late,  certain  investigators 
report  the  use  of  weak  solutions  of  the  sulfonamides 
as  nasal  irrigations,  claiming  satisfactory  results  ni 
the  treatment  of  nasal  and  sinal  inflammation. 

(To  Be  Concluded) 
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Amebiasis 

A few  cases  of  amebic  infestation  have  been  seen 
from  time  to  time  in  the  Southwest  for  many  years 
However,  the  fact  that  this  disease  is  more  or  less 
endemic  in  this  community  is  not  fully  realized  by 
those  who  should  be  the  first  to  suspect  it. 

More  and  more  amebiasjs  is  being  discovered  by 
routine  stool  examinations  for  patients  who  some- 
times have  vague  gastro-intestinal  complaints.  The 
classical  story  of  alternating  constipation  and  diar- 
rhea or  stools  containing  blood,  pus  and  mucus  is  not 
the  usual  history  but  this  can  be  elicited  upon  careful 
questioning  many  times. 

In  this  summer  period  when  so  many  people  take 
short  vacations  to  resorts,  knowing  little  or  nothing 
about  the  water,  or  the  fresh  vegetable  and  milk 
supply  they  will  use,  amebiasis  often  is  acquired  and 
its  possible  source  forgotten. 

By  no  means  does  all  the  amebiasis  in  this  area 
come  from  Mexico,  although  the  blame  is  most  often 
blindly  placed  there.  We  can  with  profit  look  to  our 
own  sources  of  infestation.  A most  important  point 
in  controlling  this  disease  before  its  nasty  complica- 
tions set  in  is  for  all  physicians  to  consider  its 
presence  and  in  the  absence  of  other  definite  reasons 
for  abdominal  complaints  be  suspicious  of  amebiasis. 

Dr.  D.  M.  Wiggins 

El  Paso  and  the  Southwest  is  losing  one  of  its  most 
outstanding  citizens  in  the  acceptance  by  Dr.  D.  M. 
Wiggins,  president  of  the  College  of  Mines,  of  the 
presidency  of  Texas  Tech  at  Lubbock. 

Through  farsightedness  of  the  El  Paso  School 
Board,  in  1932  Dr.  Wiggins  became  president  of 
Mines  instead  of  an  official  of  the  Public  Schools  of 
El  Paso.  Members  of  the  board  wisely  thought  that 
Dr.  Wiggins  would  perform  more  service  to  both  the 


community  and  himself  by  assuming  the  leadership 
of  Mines,  which  was  then  an  infant  gasping  for  air, 
than  by  associating  himself  with  the  elementary 
school  school  system,  which  itself  needed  good  men. 
Their  judgment  is  amply  vindicated. 

Sincerest  and  best  good  wishes  from  the  medical 
profession  go  with  Dr.  Wiggins  to  Lubbock. 

Cancer  Detection 

Much  is  being  said  about  cancer  detection  centers, 
tumor  clinics  and  cancer  research.  Much  money  is 
being  spent  to  determine  the  cause  of  cancer  and  its 
cure.  But  success  in  this  effort  will  not  be  read  in 
tomorrow  morning’s  newspaper. 

By  far  the  most  important  cancer  detection  center 
is  every  physician’s  office.  Early  diagnosis  of  this 
disease,  and  with  early  discovery  its  real  chance  of 
cure,  must  be  made  by  physicians  who  see  the  patient 
first.  They  must  suspect  cancer  from  careful  histories 
and  thorough  physical  examinations,  together  with 
appropriate  x-ray  and  laboratory  studies.  It  is  im- 
perative that  physical  examinations  include  pelvic 
examinations  with  a speculum  in  women,  and  digital 
examination  of  the  prostate  in  men.  Breast  examina- 
tions must  be  routine.  All  suspicious  lesions  must  be 
biopsied  and  the  tissue  examined  by  competent  pa- 
thologists. No  doctor  can  be  certain  of  his  gross  diag- 
nosis in  every  case  and  will  surely  be  fooled  to  his 
pain  if  he  persists  in  this  habit.  This  is  a trite  state 
ment  but  it  cannot  be  overemphasized. 

Cancer  detection  centers  and  tumor  clinics  are 
helpful,  to  be  sure,  but  early  diagnosis,  which  at  this 
time  is  the  sole  means  through  which  a patient  can 
be  given  a reasonable  chance  of  cure  (not  five-year 
survival  which  is  a poor  yardstick  to  measure  thera 
peutic  effectiveness)  is  going  to  be  made,  not  in 
“centers,”  but  by  average  doctors  in  their  daily  work 

Socialized  Medicine 

Attention  of  southwestern  physicians  is  invited  to 
news  of  socialized  medicine,  which  is  now  in  full 
effect  in  England.  It  is  to  our  advantage  to  consider 
carefully  the  facts  as  they  develop  in  this  large-scale 
operation.  There  are  those  who  would  impose  such  a 
situation  in  the  United  States.  We  do  not  believe  the 
best  interests  of  either  the  individual  patient  or  the 
public  health  will  be  served  well  if  government  con- 
trol of  medical  practice  is  attempted  in  any  way. 
Therefore  let  every  physician  question  the  attitude 
and  record  of  the  men  who  plead  to  represent  us 
before  our  local,  state,  and  national  government. 

I 

THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C D CUNNINGHAM,  Mgr 

Lobby  First  Natl.  Bank  Bldg. 
Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


AUGUST,  1948 


Southwestern  Medicine 


15 


TUMORS  OF  THE  ADRENAL  GLAND 

H.  M.  Gibson,  M.  D. 

EL  PASO,  TEXAS 


Although  the  adrenal  gland  is  anatomically  simple, 
it  is  extremely  complex  physiologically.  Not  only  is 
it  composed  of  two  separate  glands,  completely  differ- 
ent from  each  other,  the  cortex  and  the  medulla;  but 
different  parts  of  the  cortex  have  different  functions. 
Thus,  any  disorder  of  the  adrenal  gland  leads  to  pro- 
found disturbances  in  the  individual’s  physiology. 
Tumors  of  the  adrenal  produce  especially  bizarre  pat- 
terns, the  exact  symptoms  depending  on  the  type  of 
tumor,  age,  and  sex  of  the  individual. 

Until  recent  years,  the  classification  of  adrenal 
tumors  has  been  haphazard.  Doctors  Cahill  and  Melli- 
cow  of  the  Squier  Urological  Clinic,  Presbyterian 
Hospital,  New  York,  have  given  the  following  classi- 
fication. 

ADRENAL  GLAND 

Cortex:  (1)  Non  functioning  tumors.  (2)  Function- 
ing tumors:  (a)  hormonal,  masculinizing  (adreno- 
genital syndrome)  and  femininizing;  (b)  mixed, 
meta-bolic  and  hormonal;  (c)  metabolic  (Cushing’s 
Syndromes). 

Medulla:  (1)  Pheochromocytoma.  (2)  Non  func- 
tioning nerve  cell  tumors.  Sympathicoblastomas 
Ganglioneuromas.  (Pepper  Syndrome). 

SYMPTOMS 

The  non-functioning  tumors  of  the  cortex  and  me- 
dulla give  rise  to  mass  symptoms,  and  being  well  pro- 
tected, these  tumors  are  not  usually  detected  until 
quite  large  unless  metastatic  lesions  give  them  away. 

The  functioning  tumor  of  the  medulla  is  known  as 
a pheochromocytoma  and  liberates  epinephrine  in 
large  quantities,  giving  rise  to  the  paroxysms  of 
hypertension  frequently  characteristic  of  this  type  of 
tumor.  However,  it  must  be  remembered  that  many 
of  these  cases  do  not  show  marked  variations  in  blood 
pressure.  These  tumors  may  occur  at  any  age.  It  is 
possible  that  many  cases  of  malignant  hypertension 
were  in  reality  pheochromocytomas. 

In  the  majority  of  cases,  Cushing’s  syndrome  is  not 
caused  by  pituitary  pathology  as  was  originally 
thought.  The  usual  lesion  lies  in  the  adrenal  and  is 
either  one  of  hyperplasia  or  tumor.  Even  in  the 
glands  not  grossly  enlarged,  microscopic  sections 
show  tremendous  proliferation  of  foam  cells  almost 
completely  replacing  the  normal  tissue.  The  picture 
that  a typical  Cushing’s  syndrome  presents  is  not 
easily  forgotten.  The  ruddy  complexion,  round  face 
and  “buffalo  hump”  produce  a striking  picture.  All 
of  these  patients  look  as  if  they  wore  members  of  the 
same  family.  Additional  examination  reveals  the 
obese  abdomen  with  striae,  and  the  small  legs  below. 

These  patients  usually  complain  of  fatigue,  and  are 
frequently  emotional,  many  becoming  psychotic. 
Laboratory  studies  usually  reveal  disorders  in  the 
sugar  metabolism  suggesting  diabetes  mellitus. 

The  hormonal  tumors  produce  symptoms  accord- 
ing to  the  age  and  sex  of  the  individual,  and  accord- 
ing to  whether  the  tumor  is  femininizing  or  mascu- 
linizing. A femininizing  tumor  in  a young  gi>T  would 
produce  precocious  puberty.  One  in  an  adult  woman 
would  produce  few,  if  any,  symptoms.  The  same  holds 
true  for  masculinizing  tumors  occurring  in  males. 

If  a masculinizing  growth  occurs  in  a female  of 


any  age,  marked  masculine  characteristics  appear.  In 
the  new-born,  it  may  produce  a pseudo-hermaphro- 
dite. A girl  a few  years  old  becomes  a boy  as  far  as 
outward  appearances  are  concerned.  In  the  adult 
woman,  the  menses  stop,  the  voice  deepens,  and  the 
body  becomes  more  muscular,  but  the  most  frequent 
complaint  is  hirsutism. 

Feminizing  tumors  occurring  in  adult  males  are 
extremely  rare,  but  when  they  do  occur,  the  man’s 
voice  becomes  high,  his  breast  enlarged  and  his  fat 
distribution  feminine. 

DIAGNOSIS 

The  symptoms  frequently  give  a strong  lead  as  to 
the  proper  diagnosis.  X-rays  and  laboratory  tests  are 
usually  needed  to  accurately  localize  the  tumor. 
Perirenal  airinsufflation  is  of  great  help  in  deter- 
mining which  side  is  involved.  Intravenous  pyelog- 
raphy is  helpful. 

The  masculinizing  tumors  almost  always  cause  an 
increase  in  the  urinary  excretion  of  ketosteroids.  De- 
termination of  these  values  will  sometimes  show 
excretion  20  times  the  normal  rate. 

The  only  one  of  the  tumors  with  a specific  test  for 
diagnosis  is  the  pheochromocytoma.  Several  tests 
have  been  proposed  which  seek  to  produce  an  attack 
of  hypertension.  Histamine  and  mecholyl  are  the  sub- 
stances used  to  stimulate  the  production  of  adrena- 
lin, but  these  tests  in  my  opinion  are  not  conclusive. 
The  benzodioxaine  test,  however,  is  specific.  A calcu- 
lated amount  is  injected  intravenously  and  as  this 
drug  neutralizes  adrenalin — a marked  fall  in  blood 
pressure  results  if  the  hypertension  is  due  to  an 
excess  of  epinephrine. 

TREATMENT 

Usual  treatment  is  surgical  removal  of  the  gland. 
Masculinizing  tumors  stand  surgery  well.  Because  of 
the  marked  metabolic  disturbances  in  Cushing’s  syn- 
drome, the  post-operative  mortality  is  high.  The 
pheochromocytomas  are  ticklish  tumors  to  remove, 
because  if  they  are  stimulated  too  much,  the  patient 
will  die  on  the  table:  but  once  the  tumor  is  removed, 
they  do  well. 

Roberts-Banner  Building 
El  Paso.  Texas 

Name  New  Associate 

Drs.  L.  H.  Breek  and  W.  C.  Basom  announce  the 
association  with  them  of  Dr.  M.  H.  Leonard  in  the 
practice  of  orthopedics  in  El  Paso. 

Dr.  Leonard  is  a graduate  of  Illinois  University 
and  received  his  orthopedic  training  at  Northwestern 
University.  He  is  married. 


Any  medical  articles  for  publication,  letters 
of  comment,  or  news  items  will  be  welcomed 
by  the  editors.  Address  all  communications  con- 
cerning editorial  matter  to:  D.  von  Briesen, 
M D.,  First  Natl.  Bank  Bldg.,  El  Paso,  Texas. 
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Tumor  Clinic  To  Meet 

The  Tumor  ClirtiC  of  El  Paso,  under  direction  of 
the  El  Paso  Courtty  Medical  Society,  will  continue  to 
meet  during  the  summer  months,  Dr.  Maynard  Hart 
• announced  recently. 

The  clin-ic  will  meet  at  the  City-County  Hospital 
every  Tuesday  at  1 p.m.  All  southwestern  physicians 
are  cordially  invited  to  attend  the  meetings,  bring  pa- 
tients they  wish  studied,  or  in  any  other  way  partici- 
pate. Advantage  of  examination  by  specialists  in  all 
fields  together  with  consultation  and  advice  concern- 
ing treatment  is  offered. 

The  Tumor  Clinic  is  associated  with  the  American 
Cancer  Society  in  the  effort  to  promote  earlier  diag- 
nosis and  treatment  of  malignancies. 

City-County  Ups  1949  Budget  Request 

A City-County  Hospital  budget  request  of  $302,950 
for  1949  has  been  filed  with  El  Paso  City  Council  and 
the  Commissioners  Court  by  Dr.  J.  Leighton  Green, 
chairman  of  the  hospital  board  of  managers. 

The  budget,  calling  for  $32,000  over  the  1948 
figure,  was  termed  by  Dr.  Green,  “minimum  for  ade- 
quate operation  of  the  hospital.”  The  estimate  pro- 
vides for  expenditure  of  $284,700  for  in-patient  treat- 
ment, on  a basis  of  130  patients  per  day,  and  $18,250 
for  the  care  of  50  out-patients  daily. 

The  hospital  board  is  also  seeking  Council  approval 
on  capital  expenditures  of  approximately  $20,000  (o 
undertake  the  initial  steps  in  a long  range  improve- 
ment program. 
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PARANASAL  SINUSITIS 

M P.  Spearman,  M.  D , F AC  S 

EL  PASO.  TEXAS 


PART  II 
DIAGNOSIS 

All  is  not  gold  that  glitters;  likewise,  all  is  not 
sinusitis  that  appears  so.  Paradoxically  more  sinusitis 
is  diagnosed  than  exists.  The  impression  is  rather 
wide-spread  that  to  diagnose  sinusitis  is  an  easy  task. 
Yet,  to  properly  evaluate  and  assess  the  relative  im- 
portance of  sinus-like  symptoms  may  tax  heavily  the 
best  knowledge  and  diagnostic  acumen  that  one  pos- 
sesses. Upon  correct  diagnosis  will  depend  the  treat- 
ment and  outcome  of  each  case.  There  are  certain 
very  definite  steps  in  the  diagnosis  of  sinus  disease, 
and  to  do  the  job  at  hand  correctly,  these  steps  must 
be  followed.  An  outline  is  given: 

1.  History. 

Important  to  know  is  the  history  of  the  present 
illness,  its  development  and  course.  What  has  been 
done,  if  anything,  in  the  way  of  treatment?  Have 
otner  similar  attacks  occurred,  and  what  was  done? 
How  about  the  general  history  of  the  case?  What 
illnesses,  what  operations?  Is  there  anything  of  sig- 
nificance in  the  family  history,  such  as  allergy,  syphi- 
lis, tuberculosis,  insanity,  cancer?  Is  there  a post- 
nasal drip  or  morning  cough? 

2.  Physical  Examination  and  Laboratory  Aids. 

This  should  be  complete.  It  is  essential  to  know  the 
presence  ot  generalized  diseases.  What  is  the  nutri- 
tional state  of  tne  patient?  What  residual  effect  has 
been  left  by  various  diseases?  In  other  words,  what 
general  equipment  does  the  patient  possess  to  aid 
nim  in  overcoming  diseases?  And  what  order  is  it  in? 
What  reserve  does  it  possess?  The  examination  of 
the  head  and  neck  should  include  the  pharynx  as  well 
as  the  teeth,  tonsils,  cervical  glands.  Note  is  to  be 
taken  of  tne  nasal  structures,  including  the  septum, 
the  turbinates,  the  meati.  Inspection  of  the  nose  is 
done  with  a speculum,  the  nasoantroscope,  the  post- 
nasal mirror.  This  should  be  done  before  and  after 
the  use  of  a mild  shrinking  solution  in  the  nose.  Is 
there  deviation  of  the  septum?  Where,  and  how 
marked?  Is  proper  ventilation  impaired?  Is  there 
hypertrophy  of  the  turbinates?  Acute  or  chronic? 
Anterior  or  posterior?  Is  there  adenoid  tissue  in  the 
naso-pharynx?  Is  there  pus?  Where  does  it  come 
from?  What  is  the  color  of  the  nasal  mucosa?  What 
about  the  type  of  secretion  and  the  amount?  How  do 
the  tissues  respond  to  shrinkage?  Are  there  new 
growths  present,  or  foreign  bodies,  or  parasites,  or 
malformations  of  any  sort?  Is  there  swelling  of  the 
eyelids?  Or  exophthalmos?  Or  limitation  of  motion 
of  the  eyes?  Can  pain  be  elicited  on  pressure  over 
the  frontals,  the  ethmoids  or  maxilla. ies?  Sometimes 
a diagnostic  lavage  should  be  done.  The  washings 
should  be  inspected  for  type  and  amount  of  di> 
charge.  A cytologic  study  of  the  washings  may  gi  e 
valuable  information.  Trans-illumin  tion  is  of  some 
value,  although  too  much  reliance  can  not  be  placed 
in  the  resulting  observa+ions.  Allergic  studies  may  be 
indicated,  and  when  done  must  be  thorough.  Micro- 
scopic studies  of  smears  made  of  nasal  secretion  ?re 
quite  helpful.  Roentgenograms  are  a highly  necessary 
part  of  the  diagnostic  procedure.  Various  positions 
are  used  by  various  observers.  The  main  point  of  t’  is 


part  of  the  examination  is  to  get  good  clear  views  of 
the  iar  spaces.  Sometimes  x-rays  should  be  made  with 
the  sinus  filled  with  iodized  oil.  This  procedure  helps 
in  the  visualization  of  neoplasms,  which  show  filling 
defects  in  the  sinus  contours.  Also,  by  the  use  of 
iodized  oil  a fairly  accurate  measure  of  the  thickness 
of  the  sinus  mucosa  may  be  obtained.  This  is  impor- 
tant in  estimating  the  chronicity  of  the  inflammatory 
process. 

3.  Assessment  of  Psychological  Factors. 

For  some  reason,  there  are  more  neurotics  about 
bowels  and  sinuses  than  of  any  other  organs  in  the 
body.  Every  otolaryngologist  has  had  patients  who 
had  normal  sinuses,  yet  were  bewitched  with  the 
obsession  tnat  they  were  suffering  from  sinus  disease. 
So  much  hocus-pocus  has  been  built  up  in  the  public 
mind  regarding  sinuses  that  many  people  easily  de- 
velop neuroses,  varying  from  mild  to  vicious,  about 
their  having  sinus  disease.  It  is  extremely  important 
to  assess  tne  psychological  stability  of  the  patient 
who  presents  himself  with  supposed  sinusitis.  This  is 
another  way  of  saying  that  each  patient  is  a problem 
unto  himself — that  one  will  respond  to  treatment 
that  gets  nowhere  with  another.  In  this  field,  as  in  all 
medicine,  one’s  first  thought  must  always  be  of  the 
patient  as  a complete  individual,  not  just  a human 
body  supporting  an  interesting  group  of  sick  sinuses. 
During  the  questioning  and  examination  of  the  pa- 
tient, much  can  be  learned  of  that  person's  hopes  and 
fears,  emotional  stability,  objectivity  regarding  him- 
self, the  probabilities  of  his  co  operation,  how  disease 
and  other  troubles  affect  him.  These  things,  too, 
enter  in  one’s  final  judgment  as  to  just  what  ails  the 
patient,  and  what  treatment  should  be  chosen  to  get 
him  well. 

OUTLINE  OF  TREATMENT 
Correct  treatment  is  dependent  on  the  correct 
diagnosis  of  the  type  of  sinusitis  present.  Necessarily, 
treatment  must  be  fitted  to  the  individual  case.  The 
aim  of  all  methods  is,  in  the  final  analysis,  to  aerate, 
drain  and  restore  the  tissues  to  normal.  Without 
going  into  too  much  detail,  some  of  the  procedures 
available  in  the  treatment  of  sinusitis  are: 

1.  Medical. 

A.  Shrinking  solutions  used  as  sprays,  drops,  irrigations,  dis- 
placement packs. 

B.  Lavage  with  iodized  oils,  normal  saline  solution,  shrinking 
solutions,  antiseptic  solutions. 

C.  Use  of  autogenous  and  stock  vaccines,  based  upon  the  type 
of  organism  present. 

D.  Foreign  protein  therapy. 

E.  Use  of  anodynes  as  indicated. 

F.  Allergic  study  and  treatment,  using  various  tests  and  methods 
of  desensitization. 

G.  The  use  of  the  anti-biotics  such  as  penicillin,  streptomycin, 
etc.,  not  as  inhalants,  but  by  direct  installation  into  the 
sinuses  or  parenterally,  in  large  doses.  Very  often  the  effect 
of  these  agents  is  enhanced  by  the  concomitant  administra- 
tion of  the  sulfonamides. 

2.  Surgical. 

A.  Basic 

(at  Submucous  resection,  (b)  removal  of  nasal  polyps,  (c) 
correction  of  all  malformations  in  the  air  chambers  of  the 
nose,  (d)  removal  of  infected  adenoid  or  tonsil  tissue,  (e) 
dental  care  of  infected  teeth,  (f)  correction  of  irreversibly 
diseased  or  hypertrophied  turbinates. 

B.  Direct 

(ai  Nasoantral  openings,  with  cristectomy.  (b)  complete  oper- 
ations such  as  the  Caldwell-Luc  procedure  for  the  antra,  the 
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Killian  type  for  frontal  surgery,  the  transantrumethmoid 

procedure  in  panisinusitis.  exenteration  of  the  ethmoid  cells 

via  the  intranasal  route.  These  operations  aim  to  denude  the 

infected  sinuses  of  all  membrane  present. 

3.  Physical. 

<a)  X-rays  and  radium  coupled  with  surgery,  in  neoplasms 
(b)  Shortwave  diathermy. 

In  acute  sinusitis,  where  irreversible  changes  have 
not  occurred  in  the  diseased  tissues,  medical  treat- 
ment should  be  chosen.  The  inflamed  membranes 
must  not  be  subjected  to  too  much  manipulation  and 
interference.  In  subacute  sinusitis,  one  should  gener- 
ally use  medical  measures  first.  If  success  is  not 
thereby  attained,  the  basic  surgical  procedures  are 
indicated.  In  chronic  sinusitis,  or  that  which  is  com- 
plicated by  neoplasms,  the  more  complete  surgical 
measures  are  indicated.  In  the  chronic  type  of  sinus 
disease  the  membranes  have  undergone  irreversible, 
fibrotic  changes.  No  amount  of  vaccines,  drops, 
sprays,  allergy  therapy,  vitamins,  irrigations,  x-ray, 
diathermy,  and  the  like,  can  effect  a cure  of  a sinus 
so  diseased.  The  fibrotic  membrane,  often  pyogenic 
because  of  imbedded  bacterial  neses,  must  be  com- 
pletely removed  and  adequate  drainage  and  aeration 
provided.  This  can  only  be  accomplished  by  the  use 
of  complete  surgical  procedures.  The  word  “com- 
plete” is  used  rather  than  “radical.”  There  is  nothing 
radical  about  the  removal  of  a diseased  appendix; 
neither  is  the  adjective  apt  when  referring  to  the 
removal  of  diseased  sinus  tissues.  In  general,  deep 
x-ray  therapy  of  the  chronically  diseased  sinus  mem- 
branes is  not  attended  with  good  results.  Such  tissue 
is  best  treated  by  surgical  removal. 

As  elsewhere  in  the  body,  if  the  proper  regime  of 
treatment  is  adopted  in  caring  for  the  different  types 
of  pathology  present  in  the  sinuses,  good  results  may 
be  anticipated.  Likewise,  failure  to  cure,  and  dis- 
credit upon  the  specialty  of  otolaryngology  may  be 
brought  about  by  choosing  the  wrong  type  of  treat- 
ment in  the  given  case.  This  point  is  to  be  stressed, 
for  therein  lie*  the  reason  for  many  of  the  failures 
in  the  treatment  of  sinus  disease. 

Not  much  has  been  said  about  the  effects  of  cli- 
mate on  sinusitis,  and  deliberately  so.  Disease  of  the 
sinuses  seems  to  be  as  prevalent  as  appendicitis  in 
most  climatic  zones.  It  is  to  be  expected,  however, 
that  in  areas  of  the  temperate  zones  which  experience 
wide  fluctuations  of  temperature  and  humidity,  more 
colds  and  upper  respiratory  infections  are  apt  io 
occur.  This,  in  turn,  may  lead  to  many  cases  of  sinus- 
itis. Dry,  warm  areas  of  the  United  States,  as  in  the 
semiarid  Southwest,  do  not  experience  such  sudden 
and  violent  temperature  changes  as  are  common  in 
the  Great  Lakes  area  or  on  the  Eastern  seaboard. 
Since  climate  is  known  to  have  a definite  effect  on 
man's  resistance  to  disease  and  feeling  of  well-being, 
it  is  probable  that  generalized  benefit  is  gained  when 
a patient  with  sinusitis  experiences  improvement  on 
a sojourn  to  the  dry  Southwest. 

COMPLICATIONS 

Sinusitis  should  be  diagnosed  and  treated  with  full 
awareness  that  certain  of  its  complications  can  be  of 
fatal  outcome.  An  infected  sinus  can  act  as  a focus 
of  infection  in  the  production  of  such  diseases  as 
acute  rheumatic  fever,  acute  and  chronic  arthritis, 
bursitis,  tenosynovitis,  myositis,  chorea,  cholecystitis, 
colitis,  acute  nad  chronic  endocarditis,  choroiditis, 
iritis,  and  scleritis,  acute  and  subacute  glomerular 
nephritis,  pyelitis,  cystitis,  neuritis,  myelitis,  poste- 
rior, ganglionitis,  osteomyelitis. 
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Some  of  the  more  dangerous  complications  of 
sinusitis  are  orbital  abscess,  retrobulbar  neuritis, 
cavernous  sinus  thrombosis,  brain  abscess,  meningi- 
tis, osteomyelitis  of  the  skull  and  bronchiectasis. 
Early  recognition  of  the  onset  of  any  of  these  com- 
plications is  imperative.  In  general,  an  early  warning 
of  trouble  ahead  is  given  when  a patient  who  has 
been  doing  fairly  satisfactorily  becomes  more  or  less 
suddenly  lethargic  and  more  ill.  Some  more  specific 
early  danger  signals  are: 

1.  Orbital  abscess. 

Edema  of  the  orbit  with  pain.  Rise  in  temperature. 
Lids  dusky  red,  soft.  No  change  in  vision.  If  the  in- 
fection increases  and  an  abscess  forms,  the  lids  be- 
come more  swollen,  hard  and  red.  There  is  more 
pain,  higher  fever,  painful  limitation  of  motion  of 
the  eyeball.  The  eyeball  may  be  displaced  downward 
or  outward.  Vision  is  impaired.  There  may  be  phlebi- 
tis of  the  ophthalmic  veins  with  septic  temperature 
and  chills. 

2.  Retrobulbar  neuritis. 

There  is  a gradual  or  sudden  loss  of  visual  acuity. 
The  patient  may  notice  a blurring  or  loss  of  vision  in 
the  eye  on  the  affected  side  upon  arising  in  the 
morning.  After  a few  days  motion  of  objects  may  be 
again  perceived  in  the  peripheral  field,  but  central 
vision  remains  impaired.  The  involvement  of  the 
optic  nerve  may  then  completely  disappear,  or  it  may 
progress  to  complete  blindness. 

3.  Cavernous  sinus  thrombosis. 

This  complication  may  follow  orbital  abscess.  The 
infection  passes  from  the  orbit  to  the  cavernous  sinus 
via  the  ophthalmic  veins.  Organisms  most  frequently 
found  in  this  condition  are  staphylococcus  aureus 
and  hemolytic  streptococci.  Early  in  the  course  there 
is  pain  in  one  orbit  and  a violent  headache.  The 
symptoms  usually  go  to  the  other  orbit  within  a 
short  time.  There  is  increasing  edema  of  the  eyelids, 
cheek  and  root  of  the  nose.  There  is  exophthalmus 
and  chemosis,  bilateral.  Ptosis,  strabismus  and  pupil- 
lary changes  ensue.  Chills  and  a septic  fever  of  up  to 
105°  occur.  There  may  be  vomiting  and  extreme 
lethargy,  both  mental  and  physical. 

4.  Brain  abscess. 

Usually  located  in  the  frontal  lobe.  The  first  stage 
may  be  short,  marked  by  a chill  and  fever,  severe 
headache,  prostration,  mental  lethargy,  nausea  and 
vomiting.  This  condition  may  not  be  recognized  for 
what  it  is,  and  may  be  mistakenly  diagnosed  as  a 
mild  influenza.  Following  this  stage  there  is  a quies- 
cent period,  with  no  febrile  reaction.  Next,  the  pulse 
slows,  there  is  constant  headache,  various  involve- 
ments of  the  extra-ocular  muscles  occur,  there  may 
be  pupillary  changes  with  visual  impairment.  Con- 
vulsions or  paralyses  of  various  parts  of  the  tody 
appear,  there  are  definite  mental  changes.  Later 
when  the  abscess  ruptures,  there  is  coma,  high  fever, 
tachycardia,  stiffening  of  the  neck  muscles,  various 
twitchings  of  muscles,  hyperesthesia,  flaccid  paraly- 
sis and  delirium. 

5.  Meningitis. 

There  is  an  early  rise  in  temperature  to  over  104°, 
and  it  remains  on  a high  level.  There  is  a severe,  con- 
stant headache,  anorexia,  prostration,  vomiting,  rest- 
lessenss  and  generalized  hyperesthesia.  Rigidity  of 
neck  and  spine  appears;  with  increased  activity  of 
the  deep  reflexes.  Later  may  occur  projectile  vomit- 
ing, bradycardia,  respiratory  aberrations,  cranial 


nerve  paralysis,  increased  blood  pressure,  flaccid  pa- 
ralysis of  the  extremities  and  a gradually  increasing 
coma. 

6.  Osteomyelitis  of  the  skull. 

There  may  be  an  area  of  dull  pain  over  the  frontal 
sinus,  low  temperature,  mild  chills,  some  malaise.  A 
tender  swelling  appears  over  the  sinus  or  above  it 
If  an  acute  diffuse  osteomyelitis  is  developing,  it  may 
begin  with  a sharp  headache,  high  fever,  chills,  tachy- 
cardia and  several  areas  of  tender  swelling  on  the 
skull.  Severe  toxemia  may  develop  along  with  signs 
of  a meningitis.  Abscesses  form  in  the  scalp.  It 
should  be  stressed  that  there  may  be  no  early  signs 
demonstrable  in  the  roentgenogram. 

7.  Bronchiectasis. 

Chronic  maxillary  sinusitis  in  particular,  may  be 
an  eitological  factor  in  producing  this  complication. 
The  infected  material  from  the  draining  sinus  may 
be  directly  inhaled  into  the  bronchi,  or  infection  may 
proceed  there  via  the  venous  and  lymphatic  channels. 
The  earliest  symptom  is  chronic  cough,  sometimes 
made  more  pronounced  by  changing  position  on 
lying  down  or  arising.  The  cough  may  disappear  for 
a time,  to  reappear  following  the  next  attack  of 
upper  respiratory  infection.  Early  there  is  no  fever, 
no  other  particular  sign  of  illness.  In  fact,  a fair 
degree  of  health  is  usual.  Until  the  disease  has  pro- 
gressed past  the  very  early  stage,  theer  is  not  much 
sputum,  and  this  is  not  characteristic.  Later  the 
sputum  is  frothy  and  may  separate  into  layers  on 
standing.  When  this  occurs,  and  one  layer  is  com- 
posed of  green,  foul  liquid,  the  disease  is  rather  well 
developed.  Hemoptysis  is  frequent,  and  may  be  one 
of  the  early  signs. 

It  is  understood  that  few  cases  of  sinusitis  develop 
any  of  the  above-mentioned  complications,  yet  if  the 
possibiilty  of  their  occurrence  be  borne  in  mind 
much  serious  illness  may  be  spared,  and  many  lives 
saved.  One  who  treats  sinusitis  must,  therefore,  not 
lose  his  awareness  of  the  early  danger  signals. 

COMMENT 

Sinusitis  is  a wide-spread  disease,  of  greatly  vary- 
ing severity.  Because  it  may  be  a crippling  or  even 
fatal  affliction,  its  study  and  treatment  must  be  based 
on  sound,  basic  knowledge  and  comprehension.  This 
knowledge  should  embrace  a thorough  understand- 
ing of  the  anatomy,  pathology  and  physiology  of  the 
tissues  concerned.  Significant  additions  to  research 
concerning  the  behavior  of  the  sinus  tissues  in  health 
and  in  disease  have  been  made  in  recent  years.  Diag- 
nosis and  treatment  of  sinusitis,  if  done  in  the  light 
of  this  latter-day  information,  holds  out  to  those  af- 
flicted quite  as  much  hope  for  a cure  as  can  be  con- 
nected with  diseases  of  tissues  anywhere  else  in  the 
body.  It  is  hoped  that  the  observations  and  comments 
contained  herein  will  prove  to  be  of  value  in  promot- 
ing better  understanding  of  the  possibilities  in  treat- 
ment of  sinus  disease  today. 
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Lahey,  Mayo  Specialists 
To  Address  Fall  Meeting 

Dr.  Carlton  R.  Souders,  internist  on  the  Lahey 
Clinic  staff.  Boston,  is  one  of  the  principal  speakers 
who  will  be  heard  at  the  Southwestern  Medical  Asso- 
ciation meeting  in  El  Paso,  October  28,  29  and  30, 
Dr.  Willard  Schuessler,  general  program  chairman, 
has  announced.  Dr.  Souders  will  speak  on  two  sub- 
jects: “Carcinoma  of  the  Lung”  and  “Bronchietasis.” 
He  has  had  varied  experience  in  diagnosis  of  chest 
diseases  and  is  in  that  department  in  the  Lahey 
Clinic. 

Treatment  of  the  painful  hip  is  one  of  the  subjects 
that  will  be  discussed  by  Dr.  Ralph  K.  Ghormley, 
head  of  the  orthopedics  section  of  Mayo  Clinic,  dur- 
ing the  same  meeting.  Dr.  Ghormley  will  also  speak 
concerning  late  results  of  fractures  about  joints  in 
the  lower  extremities. 

Names  of  other  outstanding  men  to  appear  on  the 
program  will  be  announced  at  a later  date. 

All  meetings  will  be  held  in  Hotel  Cortez,  conven- 
tion headquarters.  Interesting  social  events  for  both 
men  and  women  visitors  are  being  arranged. 

All  physicians  are  cordially  invited  to  attend  this 
meeting.  Early  hotel  reservations  are  suggested. 

El  Paso  Physician  Cited 

Dr.  Charles  McChristie  Hendricks  of  El  Paso  was 
awarded  the  American  College  of  Chest  Physicians 
gold  medal  at  the  1947  meeting  in  Chicago  in  June. 
The  medal  is  awarded  each  year  for  outstanding  work 
in  chest  disease.  In  presenting  Dr.  Hendricks  the 
medal,  Dr.  Edward  W.  Hayes  of  Monrovia,  Calif., 
chairman  of  the  award  committee,  said  in  part: 

“Dr.  Hendricks  has,  perhaps  more  than  anyone 
else,  through  his  efforts  brought  the  specialty  of 
chest  diseases  to  its  present  high  standing  in  the 
medical  profession.  His  work  on  chronic  suppurative 
diseases  of  the  chest  and  his  studies  of  all  known 
antibiotics  have  revealed  new  and  important  facts 
which  promise  to  create  an  entirely  new  concept  of 
this  phase  of  chest  diseases.” 

Dr.  Hendricks  was  born  in  Ohio.  He  came  to  El 
Paso  in  1908.  He  aided  in  organizing  the  first  tuber- 
culosis clinic  in  El  Paso  and  was  one  of  the  first  men 
in  the  United  States  to  use  pneumothorax  and  was 
among  the  very  first  to  use  it  bilaterally. 

He  served  in  the  United  States  Army  in  World 
War  I,  in  Europe.  Dr.  Hendricks  hold  Charter  Mem- 
bership No.  1 in  the  American  College  of  Chest  Phy- 
sicians and  is  a past  president  of  the  College. 

EENT  Consultant  Needed 

An  EENT  consultant  is  wanted  for  the  Federal 
Correctional  Institution  at  La  Tuna,  Texas,  Dr.  Henry 
J.  Schoettner,  chief  medical  officer,  has  made  known. 
Any  doctor  interested  in  the  position  is  asked  to  tele- 
phone Dr.  Schoettner  at  Anthony  59. 
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RADIOLOGICAL  FINDINGS 


In  Pain  of  the  Chest  Due  to  Pathological  Conditions  Other 
Than  Pulmonary  and  Cardio-Vascular  Diseases 


J.  Richard  Fuchlow,  M D . D A B R. 

EL  PASO.  TEXAS 


Excluding  pulmonary  and  cardio-vascular  diseases, 
causes  of  chest  pain  will  include  diseases  of  the  tho- 
racic cage  in  which  pain  is  local  and/or  referred 
along  nerves,  and  diseases  outside  the  chest  in  which 
referred  pain  is  reflex. 

Except  in  a negative  way  radiological  examination 
is  of  little  or  no  value  in  the  neuralgias,  peripheral 
neuritis,  the  pleurisies,  neurofibromatosis,  epidemic 
pleurodynia  and  herpes  zoster. 

In  considering  the  nony  structure  of  the  thoracic 
cage  common  causes  of  chest  pain  are  the  arthritides, 
anomalies  such  as  kyphoscoliosis,  cervical  rib,  etc., 
bone  disorders  including  neoplasms,  infections,  and 
metabolic  disturbances. 

Degenerative  arthritis  itself  rarely  causes  chest 
pain.  However,  when  marginal  spurring  of  the  verte- 
bral bodies  produces  impingement  on  nerves,  as  often 
demonstrated  in  the  cervical  region,  it  may  ca.se 
root  pains.  Infectious  or  rheumatoid  group  involves 
the  costo-veterbral  joints  and  interarticular  facets. 
Examination  of  these  joints  is  frequently  disappoint- 
ing in  the  early  stages  of  the  disease.  If  the  disease 
is  suspected  clinically,  changes  elsewhere  in  the  spine 
may  give  supportive  evidence.  An  example  commonly 
encountered  is  changes  in  the  sacro-iliac  joints,  in  a 
patient  with  both  chest  pain  and  low  back  pain,  or  a 
history  of  old  low  back  pain  where  the  condition  may 
be  arrested. 

Most  rheumatologists  maintain  that  symptoms  may 
be  present  for  two  or  three  years  before  x-ray  mani- 
festations are  demonstrable.  Early  changes,  as  de- 
scribed by  deLorimier  and  others,  are  regional  de- 
ossification. thinning  of  cortexes  and  slight  expan- 
sion of  joint  spaces.  Late  stages  show  progression  cf 
the  early  changes  with  narrowing  of  joint  spaces  and 
subcortical  cystic  degenration.  Needless  to  say.  iden- 
tifying these  changes  is  not  always  easy  in  the  joints 
of  the  thoracic  cage. 

Diseases  of  the  spine  other  than  arthritides  include 
tuberculosis,  syphilis,  brucellosis  .and  fungoid  dis- 
ease. This  group  exhibits  somewhat  similar  roent- 
genological features  and  requires  differentiation, 
using  clinical  and  laboratory  methods.  Metabolic  dis- 
orders. such  as  eosinophilic  granulomatosis,  hyper- 
parathyroidism. osteitis  deformans,  etc.,  also  fall  in 
this  category.  Neoplasms,  primary  and  secondary,  of 
spine  or  ribs,  and  spinal  cord  tumors  may  be  added 
to  this  group  in  which  the  pain  is  due  to  direct  in- 
volvement or  referred  as  root  pain.  Spinal  cord 
tumors  may  be  suspected  in  roentgenograms  of  the 
dorsal  spine  showing  changes  in  the  pedicles,  such 
as  erosion  or  flattening  and  increase  in  the  inter- 
pedicular  spaces.  Disc  derangements  occur  in  the 
dorsal  spine  and  require  myelographic  studies  for 
confirmation. 

This  brings  us  to  a group  of  cases  in  which  re- 
ferred pain  is  reflex  in  origin.  A common  example  of 
this  is  pain  referred  to  the  right  shoulder  from  gall 
bladder  disease.  Esophageal  defects,  diaphragmatic 
and  sub-diaphragmatic  pathology,  gastric  disorders, 
pathology  of  spleen,  pancreas  and  even  kidneys  can 


produce  the  same  chain  of  symptoms  in  addition  to 
the  characteristic  features  of  each  disease. 

The  mechanism  involved  is  not  entirely  clear. 
Jones,  as  quoted  by  White  and  Geshictor,  suggests 
that  the  mechanism  of  referred  pain  is  due  to  a 
spread  of  impulses  to  adjoining  areas  in  the  sensory 
cortex  of  the  brain.  These  authors  go  on  to  state  that 
visceral  pain  may  give  rise  to  reflex  muscle  spasm 
which  serves  to  splint  the  affected  parts  and  protect 
them  from  undue  pressure.  This  muscle  spasm  may 
be  the  source  of  painful  stimuli,  which  in  turn  serve 
to  prolong  the  spasm  and  thus  prolong  the  pain. 

Beginning  with  conditions  involving  the  diaphragm 
itself  the  most  common,  perhaps,  would  be  the 
paraoesophageal  hiatus  hernias.  Neoplasm,  diverticu- 
lum of  the  oesophagus,  and  cardio-spasm  are  others. 

Harrison  and  discussants  of  his  paper.  “The  Puz- 
zling Aspects  of  Chest  Pain"  add  diverticulum  of  the 
stomach,  hypoglycemia  and  allergy  to  the  list. 

Diaphragmatic  pleurisy  or  the  primary  diaphragmi- 
tis  of  the  Hedblom's  syndrome  causes  an  arrest  of 
diaphragmatic  excursion  on  the  affected  side,  with  or 
without  effusion.  Differentiation  with  sub-diaphrag- 
matic pathology  is  usually  not  difficult  since  the  lat- 
ter ,as  a rule,  produces  elevation  of  the  diaphragm 
with  arrest.  Basal  exudates  may  obtain  in  both  condi- 
tions. Another  point  to  look  for  in  sub-diaphragmatic 
abscess  is  the  so-called  “plateau  sign,”  that  is.  com- 
plete obliteration  of  the  posterior  sulcus  as  seen  in 
the  lateral  roentgenogram  of  the  chest. 

Tumors  of  the  diaphragm  may  be  suspected  in  the 
basic  films,  but  frequently  require  pneumo-perito- 
neum studies  for  complete  identification. 

Hepato-diaphragmatic  interposition  of  the  colon  as 
cause  of  right  chest  distress  has  been  described  by 
Starr  and  by  Pendergrass  and  Kirk.  The  clue  is  seen 
in  the  flat  roentgenogram  of  the  chest  as  a collection 
of  gas  with  visible  haustral  markings  under  the  right 
diaphragm. 

The  so-called  diaphragmatic  flexure  as  described 
by  Kantor  refers  to  a high  splenic  flexure  seen  imme- 
diately under  the  left  diaphragm.  The  incidence  of  a 
high  splenic  flexure  is  great  and  as  such  is  of  no 
clinical  significance.  However,  when  associated  with 
chest  pain,  epigastric  distress  and  constipation,  it 
may  warrant  further  consideration,  since  the  impris- 
oned gas  can  exert  pressure  on  adjacent  organs  and 
the  diaphragm.  Barium  clyster  studies  are  done  fol- 
lowed by  air  contrast  enema.  Although  barium  enema 
itself  may  reveal  a high  splenic  flexure,  we  have 
found  that  we  can  obtain  additional  help  by  repro- 
ducing the  pain  by  air  studies.  Following  the  injec- 
tion of  air  the  patients  are  asked  to  get  up  and  walk 
about.  They  will  almost  invariably  volunteer  a de- 
scription of  the  pain  that  simulates  their  primary 
complaint.  This  does  not  hold  true  with  patients  with 
normal  colons.  They  may  complain  of  fullness  alter 
air  injection,  but  this  is  usually  transitory  and  in  our 
experience  none  has  complained  of  pain.  Many  of 
these  cases  were  followed  after  therapy  was  insti- 
tuted. directed  to  the  bow'el  malfunction,  and  marked 
improvement  was  noted  in  enough  cases  to  warrant 
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continued  search  for  them.  Kantor  stresses  three 
points  in  the  management  of  such  cases:  reassurance, 
relaxation  and  re-education. 

Psychogenic  chest  pain  is  usually  confined  to  the 
anterior  aspect  of  the  third,  fourth  or  fifth  rib  on  the 
left  side.  Pain  on  pressure  over  the  rib  involved  is 
always  present,  and  the  same  pain  can  usually  be 
produced  by  pressure  over  the  corresponding  verte- 
bral segment.  It  occurs  more  often  in  females,  in  our 
experience  the  ratio  being  about  five  to  one.  Age  inci- 
dence is  in  the  second  to  fourth  decade.  It  is  fre- 
quently associated  with  mild  digestive  disturbances, 
heartburn  and  palpitation.  Social  status  is  not  a 
factor,  but  occupation  may  be  a contributary  one. 
Here  the  pain  may  be  intensified  by  the  fatigue  asso- 
ciated with  occupations  requiring  the  same  position 
too  long,  as  with  typists,  seamstresses,  etc.  Occasion- 
ally, a dry  hacking  cough  is  present.  Most  of  these 
people  have  had  repeated  and  adequate  examina- 
tions, including  electrocardiographic  and  complete 
radiographic  surveys.  Many,  as  migh  be  suspected, 
are  cardio-phobiacs.  We  have  recently  collected  30 
some  odd  of  these  cases  referred  to  us  for  routine 
chest  examinations,  some  for  spine  studies.  The  his- 
tories follow  along  a same  general  pattern.  While  it 
is  not  within  the  scope  of  this  paper  to  discuss  the 
disposition  of  these  cases,  Kantor’s  suggestion  of 
applying  the  three  “R’s”  more  freely  is  thought- 
worthy. 
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CONCLUSION 

Radiological  examination  of  the  chest  for  pain 
must  be  approached  with  care  and  diligence  and  a 
thorough  history.  It  cannot  stop  with  a single  roent- 
genogram, but  must  be  pursued  as  suggested  in  this 
paper. 
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An  El  Paso  Blood  Bank 

A national  blood  program  is  sponsored  by  the 
American  Red  Cross.  Importance  of  quickly  available 
supplies  of  whole  blood  is  obvious  to  physicians. 
Some  in  this  community  earnestly  desire  a blood 
bank  to  be  established  here.  This  would  require  some 
money,  and  preferably  management  outside  the  local 
medical  society.  Some  local  organization  can  avail 
itself  of  this  extremely  important  opportunity  to 
give  a life-saving  service  to  the  community. 

We  don't  know  of  an  instance  in  which  delay  in 
securing  blood  for  transfusion  has  cost  a life  in  El 
Paso.  But  as  medical  services  in  the  southwest  be- 
come more  widespread,  as  they  are  now  doing, 
readily  procurable  blood  is  a MUST. 

One  suggestion  for  operation  of  a blood  bank  is 
that  it  be  located  at  the  City-County  Hospital,  with  a 
delivery  service  to  other  hospitals  maintained  24 
hours  per  day.  This  sounds  good  but  there  is  a maze 
of  detail  to  be  worked  out  before  smooth  sailing  is  in 
prospect.  Above  all,  someone  must  be  responsible. 
Without  responsibility  a blood  bank  could  be  more 
a hazard  than  an  aid. 

Military  Service 

The  military  service  again  finds  itself  in  need  of 
competent  doctors.  It  is  asking  for  volunteers  and  has 
made  its  benefits  as  attractive  as  possible  to  entice 
physicians. 

Benefits  are  much  better  than  they  were  at  any 
time  during  the  last  war,  though  still  inadequate  by 
many  standards. 

Many  men  who  were  students  during  World  War  II 
were  allowed  to  complete  their  medical  education 
with  immunity  from  military  service.  These  men  owe 
the  Army  and  Navy  some  of  their  time  in  exchange 
for  the  privilege  of  attaining  academic  training  that 
would  otherwise  have  been  interrupted.  Supervision 


and  training  facilities  in  service  hospitals  is  better 
than  ever  before. 

Few  doctors  who  had  military  service  and  are  now 
in  private  practice  will  volunteer  again.  They  are 
older  than  they  were  when  they  left  their  homes  to 
serve  their  country  and  will  lose  all  opportunity  to 
establish  homes  and  families  if  they  leave  again.  To 
leave  a practice  that  is  just  getting  established  and 
stay  away  two  years  or  more  at  this  time  means  that 
the  chance  of  ever  starting  over  again  is  permanently 
lost. 

Doctors  whom  the  Army  and  Navy  need  should 
come  from  those  who  have  not  given  military  service, 
especially  from  among  those  who  secured  profes- 
sional education  at  government  expense  and  with 
immunity  from  service  they  would  have  been  re- 
quired to  give  had  they  been  in  any  other  field. 

Food  Handlers 

El  Paso  food  handlers  are  no  longer  permitted  to 
go  to  private  physicians  for  examinations,  Dr.  L.  T. 
Cox,  City-County  Health  Unit  director,  announces. 

To  most  doctors  this  will  be  good  riddance  because 
such  examinations  constitute  a nuisance.  Another 
fact  is  that  in  a large  number  of  instances  the  exami- 
nations are  entirely  too  superficial.  They  should  be 
thorough,  especially  concerning  gastrointestinal  tract 
disease  carriers.  Expense  of  such  examinations  is 
sometimes  considerable.  The  responsibility  is  rightly 
being  taken  by  health  authorities. 

Dallas  Specialist  To  Speak 

Bronchogenic  carcinoma  will  be  discussed  by  Dr. 
Robert  Shaw,  professor  of  thoracic  surgery,  South- 
western Medical  College,  Dallas,  at  a meeting  of  the 
El  Paso  County  Medical  Society,  September  21. 

Dr.  Shaw  is  coming  to  El  Paso  through  the  Medical 
Society  Tumor  Clinic.  He  will  speak  at  the  tumor 
clinic  at  City-County  Hospital  at  noon  the  same  day. 
Chest  cases  will  be  examined  and  discussed  by  Dr. 
Shaw.  All  physicians  are  invited  to  attend. 

Program  for  Southwestern  Meeting 
To  Be  Printed  in  October  Issue 

Elsewhere  in  this  issue  is  information  concerning 
some  of  the  guest  speakers  who  will  address  meetings 
of  the  Southwestern  Medical  Association  in  El  Paso, 
October  28,  29  and  30.  The  complete  program  will  be 
published  in  the  issue  off  the  press  October  1. 
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THE  CARDIAC  PATIENT  AS  A SURGICAL  RISK 

Ralph  Homan,  M.  D , F A.  C.  P. 

EL  PASO.  TEXAS 


Frequently  the  cardiologist  is  asked  by  the  surgeon 
to  express  his  opinion  as  to  surgical  risk  in  a cardiac 
case.  This  is  not  a simple  problem  because  it  requires 
an  answer  to  three  questions. 

In  the  first  place,  the  cardiologist  must  help  to  de- 
termine whether  the  problem  is  surgical  or  cardiac. 
Secondly,  when  the  problem  is  obviously  surgical,  he 
has  to  decide  whether  surgical  treatment  is  war- 
ranted. In  other  words,  will  the  benefit  derived  from 
the  operation  outweigh  the  damage  which  might  be 
done  by  surgery  in  the  cardiac  condition?  Thirdly, 
the  cardiologist  must  have,  of  course,  some  idea  as  to 
the  operative  mortality  in  different  cardiac  disorders. 

DIFFERENTIAL  DIAGNOSIS 

With  regard  to  the  first  problem,  often  a definite 
cardiac  condition  or  crisis  is  mistaken  for  an  acute 
abdomen.  In  children,  in  cases  of  rheumatic  fever, 
pericarditis  might  be  accompanied  by  abdominal 
pain  and  tenderness,  fever,  leukecytosis,  and  even 
nausea  and  vomiting,  which  can  easily  be  mistaken 
for  acute  appendicitis.  Acute  cardiac  onsets  such  as 
fibrillation,  occlusion,  or  acute  dilatation,  may  be  at- 
tended by  acute  pain  and  tenderness  in  the  right 
upper  quadrant,  with  nausea  and  vomiting,  rigidity, 
slight  fever,  leukecytosis,  and  even  icterus.  The  whole 
picture  may  closely  resemble  an  acute  gall  bladder 
attack.  Another  circulatory  condition  which  produces 
symptoms  resembling  acute  surgical  abdomen  is  em- 
bolism in  abdominal  viscera,  such  as  the  spleen  or 
kidneys.  This  is  more  apt  to  occur  in  cardiac  patients, 
especially  mitral  stenosis,  auricular  fibrillation,  or 
sub-acute  bacterial  endocarditis.  Treatment  certainly 
is  not  surgical.  It  is  expectant. 

Other  acute  circulatory  emergencies  bring  up  the 
question  of  surgical  intervention  in  which  the  physi- 
cian’s judgment  may  aid  in  determining  the  proper 
treatment.  At  present,  for  example,  there  is  little  en- 
thusiasm for  surgical  removal  of  emboli  to  the  limbs. 
Treatment  with  pavex  and  other  peripheral  dilators 
is  more  in  vogue.  The  cardiologist  in  giving  his 
opinion  may  determine  the  whole  future  treatment 
and  well-being  of  such  a patient. 

JUDGMENT  OF  RISK 

The  second  point  brought  up  was  to  determine 
whether  the  life  expectancy  of  the  particular  patient 
suffering  from  heart  disease  warrants  undertaking 
the  surgical  procedure  contemplated.  Is  it  likely  that 
the  patient  will  live  long  enough  to  enjoy  the  results 
of  the  operation  and  to  make  the  temporary  discom- 
fort and  risk  worthwhile?  This  involves,  of  course, 
an  estimation  of  the  prognosis  and  the  type  of  car- 
diac disease  which  is  present,  often  not  an  easy 
matter  at  all.  If  it  is  considered  that  the  patient  can- 
not live  more  than  a year  or  two,  whether  the  opera- 
tion is  performed  or  not,  it  would  be  much  better  to 
try  to  treat  the  patient  expectantly  and  let  him  live 
fairly  comfortably  during  that  year  or  so  than  to 
subject  him  to  the  hazards  of  major  surgery. 

The  third  point  brought  out  was  the  abiilty  of  the 
cardiologist  to  determine  the  gravity  of  the  surgical 
risk  in  different  types  of  cardiac  pathology.  We  know 
that  patients  with  organic  heart  disease,  who  are  well 


compensated,  in  general  stand  major  operations  satis- 
factorily. The  risk  increases  if  there  is  congestive 
heart  failure,  and  although  at  times  it  is  necessary 
and  advisable  to  operate  in  the  presence  of  conges- 
tion, whenever  it  is  possible  to  delay  until  a better 
state  of  compensation  can  be  established,  the  opera- 
tion should  be  postponed.  As  stated  before,  several 
factors  must  be  considered  before  a definite  decision 
can  be  made  as  to  the  likelihood  of  the  risk  of  sur- 
gery overcoming  any  benefit  which  might  be  derived 
therefrom.  In  order  of  importance  some  of  these 
factors  are:  the  type  of  cardiac  involvement,  the 
presence  or  absence  of  congestive  heart  failure,  and 
the  probable  extent  and  duration  of  the  operation. 

VALVULAR  DISEASE 

It  is  better  to  take  up  different  types  of  heart  dis- 
ease and  discuss  briefly  their  surgical  risk,  rather 
than  try  to  cover  all  as  a whole.  First,  valvular  heart 
disease.  Brams  states  that  little  or  no  additional  risk 
is  entailed  if  valvular  heart  disease  is  not  associated 
with  history  or  evidence  of  congestive  failure;  if  the 
heart  is  not  greatly  enlarged;  if  there  is  no  heart 
block;  or  if  the  ventricular  rate  is  not  rapid.  Certain 
exceptions  have  to  be  made  because  certain  valvular 
lesions,  especially  aortic  stenosis  or  incompetency  in 
cardio-aortic  syphilis,  sometimes  end  in  sudden  death. 
In  general,  it  may  be  stated  that  no  difficulties  need 
be  expected  in  patients  with  valvular  heart  disease, 
or  almost  any  form  of  heart  disease,  if  the  patient  is 
able  to  keep  up  his  ordinary  activities  without  signi- 
ficant distress.  In  other  words,  if  there  is  not  a recent 
history  or  presence  of  congestive  heart  failure.  How- 
ever, it  must  be  kept  in  mind  that  in  all  cases  of  val- 
vular heart  disease  any  manipulation,  either  dental 
or  other  surgery,  leaves  the  patient  liable  to  dis- 
lodgement  of  an  infected  focus  on  the  valve  and  con- 
sequent sub-acute  bacterial  endocarditis.  Since  the 
advent  of  penicillin  the  likelihood  of  this  is  greatly 
decreased.  Some  dentists  routinely  give  Duracillin 
before  the  removal  of  any  teeth,  especially  if  there 
is  any  sign  of  infection  about  the  teeth  and  gums.  I 
consider  this  a very  good  procedure. 

CONGESTIVE  FAILURE 

The  presence  of  congestive  failure,  or  history 
thereof,  constitutes  a very  grave  risk  and  no  opera- 
tion should  be  performed  unless  the  need  is  neces- 
sary to  save  life.  It  is  not  at  all  hard  to  recognize 
congestive  heart  failure  from  a careful  history  and 
careful  physical  examination.  These  are  much  better 
than  instrumental  or  laboratory  aids  but  they,  too, 
come  in  for  their  share  in  the  diagnosis.  Dyspnea  on 
exertion,  wheezing  at  night,  nocturnal  dyspnea,  spit- 
ting up  of  blood,  or  coughing  during  the  night,  are 
suggestive  of  some  pulmonary  congestion  in  patients 
with  heart  disease,  even  if  no  rales  are  heard.  En- 
largement of  the  liver  and  peripheral  edema,  of 
course,  are  more  advanced  stages  and  are  obvious.  In 
preparing  these  patients  for  surgery  and  in  treating 
them  post-operaitvely,  one  must  be  very  careful 
about  giving  transfusions  or  parenteral  fluids  of  any 
sort.  In  the  patient  with  congestive  heart  failure,  or 
history  thereof,  no  operative  procedure  should  be 
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undertaken  unless  absolutely  necessary  and  then  the 
patient  must  be  carefully  prepared  for  such  opera- 
tion by  digitalization  and  other  measures  to  decrease 
the  congestion  and  an  attempt  should  be  made  to  pre- 
clude or  prevent  its  recurrence. 

SYPHILIS 

One  of  the  most  serious  conditions  as  a surgical 
risk  is  the  patient  with  aortic  disease  from  syphilis. 
Generally  speaking,  uncomplicated  syphilitic  aortitis 
will  withstand  operation  very  well.  The  risk,  how- 
ever, becomes  much  greater  in  the  presence  of  con- 
gestive heart  failure,  aneurysm,  or  significant  in- 
volvement of  the  aortic  valve;  or  narrowing  of  the 
coornary  aorta.  Congestive  failure  in  aortic  syphilis 
is  a very  serious  matter  since  it  is  very  resistant  to 
treatment,  and  the  average  duration  of  life  is  gen- 
erally limited.  Only  life-saving  operations  are  per- 
missible in  such  patients.  Elective  operations  may  be 
planned  only  if  the  congestive  failure  responds  well 
to  treatment  and  if  the  contemplated  surgery  is  very 
necessary  from  the  standpoint  of  the  patient’s  health. 

CORONARY  DISEASE 

Coronary  heart  disease  comes  next  and  it  may  mani- 
fest itself  as  congestive  heart  failure,  angina  pectoris, 
or  myocardial  infarction.  The  risk  of  operation  is  con- 
siderable in  the  group  as  a whole  since  such  patients 
are  in  the  older  age  group,  with  diminished  recupera- 
tive powers  and  with  frequent  co-existing  degenera- 
tive changes  in  other  organs  of  the  body.  Quoting 
from  Brams  again:  these  considerations,  and  the  fact 
that  patients  with  coronary  heart  disease  have  a lim- 
ited life  expectancy  in  general,  warrant  conservatism 
in  recommending  any  surgery.  It  may  be  stated  that 
surgery  may  be  contemplated  only  in  necessity  to 
save  life,  or  surgery  which  is  imperative  for  reasons 
of  health.  Coronary  heart  disease,  in  addition  to  con- 
gestive heart  failure,  constitutes  a very  serious  risk. 
The  risk  is  even  greater  when  congestive  heart  fail- 
ure is  due  to  coronary  disease,  for  the  reasons  enu- 
merated above. 

Coronary  heart  disease  with  angina  pectoris  also 
constitutes  a very  grave  risk  unless  the  anginal  at- 
tacks are  mild  and  infrequent.  It  is  advisable  to  ad- 
minister nitroglycerin  prior  to  anesthesia  in  these 
cases  and  to  repeat  it  often  during  and  immediately 
after  the  operation.  Another  thing  which  must  be 
taken  into  consideration  is  the  likelihood  of  these 
patients  to  develop  myocardial  infarction  following 
operation,  especially  when  the  blood  pressure  drops 
quite  low.  Such  patients,  when  under  an  anesthetic 
will  not  react  to  the  pain  which  ordinarily  attends 
such  conditions  and  the  attendant  shock  might  easily 
be  construed  as  post-operative  shock.  When  abrupt 
dyspnea  and  cyanosis  appear  suspicion  should  be 
very  strong  that  myocardial  infarction  has  occurred. 
In  the  presence  of  myocardial  infarction,  surgery 
should  not  be  attempted  unless  it  is  imperative  to 
save  life.  Brams  again  states  that  it  is  better  to  defer 
surgery,  if  possible,  for  at  least  three  months  after 
an  attack,  in  order  to  allow  adequate  time  for  proper 
healing  of  the  infarcted  area. 

HYPERTENSION 

Uncomplicated  hypertension  is  not  a strong  contra- 
indication to  major  surgery.  Of  course,  if  there  are 
cardiac  or  renal  complications,  or  involvement  of  a 
kidney  with  nephrosclerosis,  only  imperative  surgery 
should  be  attempted.  In  these  cases,  the  life  span  is 


relatively  short  and  the  danger  incident  to  such  sur- 
gery will  usually  outweigh  any  good  or  comfort 
which  could  be  derived  from  the  operation.  The  ex- 
tent of  kidney  involvement  can  easily  be  determined 
by  the  blood  urea  and  if  this  reaches  more  than  30  or 
35  mg.  per  100  c.c.  of  blood  and  considerable  albumin 
is  present  in  the  urine,  operative  procedures  are 
contra-indicated.  Cerebral  complications  when  they 
are  transient  or  of  brief  duration  should  not  interfere 
with  emergency  operations.  However,  it  is  better  to 
wait  until  the  condition  has  cleared  up  entirely  be- 
fore an  operation  is  attempted. 

(To  be  concluded) 
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SMEAR  STAINS  FOR  EARLY  DETECTION  OF  CANCER 

Drs.  C.  H.  Mason,  M.  S.  Hart  and  R.  F.  Boverie 

EL  PASO.  TEXAS 


For  the  past  several  months  there  has  been  an  in- 
creasing number  of  papers  in  the  literature,  and 
articles  in  lay  journals,  pertaining  to  value  of  the 
early  diagnosis  of  cancer  by  means  of  the  Panani- 
colaou  smear  technique.  Some  investigators  have 
accepted  this  method  of  early  diagnosis  of  cancer 
enthusiastically,  while  others  are  skeptical,  and  still 
others  are  unwilling  to  recognize  the  procedure  and 
have  criticized  it  severely. 

To  clarify  some  of  the  misunderstanding  and  dis- 
agreement concerning  the  Pananicolaou  method  of 
cytological  diagnosis  of  cancer,  we  feel  certain  fac- 
tors should  be  presented  so  that  doctors  may  more 
fully  appreciate  the  advantages  and  disadvantages  of 
the  smear  technique  as  employed  in  the  early  diag- 
nosis of  cancer. 

Diagnosis  of  cancer  by  examniation  of  cellular  exu- 
date or  paracentetic  fluid  is  not  new.  Pananicolaou 
recognized  cancer  cells  in  vaginal  smears  as  early  as 
19281  and  examinations  of  excretions,  exudates  and 
body  fluids  has  been  a common  procedure,  in  many 
laboratories  for  a number  of  years.23 1 5 6 7 S'C§y  defini- 
tion, a cancer  is  an  abnormal  growth  of  new  cells 
serving  no  useful  function  and  varying  from  normal 
cells  in  size,  shape  and  staining  qualities.  In  addition, 
cancer  cells  are  invasive  and  tend  to  metastasize.  The 
pathologist  recognizes  these  cancer  cells  by  their 
bizarre  and  abnormal  growth  pattern,  lack  of  uni- 
formity, altered  staining  qualities,  and  by  their  infil- 
trative or  invasive  properties.  For  many  years  pathol- 
ogists have  agreed  that  “invasion”  was  the  best  cri- 
teria for  definite  diagnosis  of  cancer.  Cance~,  how- 
ever, is  not  a sudden  accident  and  before  there  is 
actual  invasion  cancer  cells  undergo  definite  and  dis- 
tinct morphological  changes  that  have  the  “ear- 
marks” of  malignant  cells,10  hence,  the  terms  “pre- 
cancer,” “pre-invasive  cancer,”  or  “cancer-in-situ.” 
The  surface  biopsy  or  smear  technique  in  the  early 
diagnosis  of  cancer  is  based  upon  abnormal  cell  mor- 
phology, the  nuclear-cytoplasmic  ratio  and  the  altered 
staining  qualities  of  the  cell.  Growth  pattern  and 
invasion,  of  course,  are  not  evident  when  one  is  deal- 
ing with  single  cells. 

Contrary  to  a common  misbelief,  the  Pananicolaou 
i stain  is  not  specific  for  cancer  cells.  It  is  simply  a 
trichrome  stain  that  preserves  the  translucency  of 
the  smear,  affording  good  nuclear  detail.  Most  inves- 
tigators agree  that  the  Pananicolaou  smear  technique 
is  of  definite  value  as  an  aid  in  the  detection  of  early 
cancer11.  They  also  are  quick  to  point  out  that  the 
procedure  has  many  limitations  and  most  patholo- 
gists, being  natural-born  skeptics,  have  maintained 
a conservative  attitude.12  Smear  technique  has  been 
thoroughly  tried  in  many  large  clinics  but  reports  of 
results  are  still  conflicting.  Gates  and  Warren13  in 
their  review  of  a very  large  series  of  vaginal  smears 
for  diagnosis  of  carcinoma  of  the  uterus,  conclude 
that  the  method  may  have  its  greatest  value  in  fur- 
thering interest  in  histologic  study  of  very  eaily 
stages  of  malignancy  and  premalignant  conditions. 
Certainly,  diagnosis  of  pre-invasive  cancer  is  now 
being  made  in  biopsy  material  much  more  often  than 
in  the  past.  There  is  also  good  evidence  to  support 
the  fact  that  carcinoma-in-situ  or  pre-invasive  cancer 


may  exist  for  many  years  before  there  is  actual 
break-through  and  invasion  or  metastasis.11  Most  au- 
thors agree  that  use  of  Pananicolaou  stain,  or  some 
modification  of  the  process,  is  the  best  method  we 
have  of  increasing  our  chance  of  diagnosing  cancer 
in  a stage  that  is  curable.15 

In  spite  of  its  definite  value  the  fact  remains  that 
the  limitations  of  this  diagnostic  procedure  are 
many,  and  also,  if  not  properly  utilized  and  evalu- 
ated. may  be  entirely  misleading  and  harmful.16 

We  have  employed  Pananicolaou  stain  for  ten 
months,  adhering  strictly  to  the  technique  outlined 
by  the  author,17  and  feel  that  it  offers  definite  aid  in 
the  early  detection  of  cancer.  Our  series  of  cases 
(186)  is  too  small  to  be  of  statistical  value,  but  cer- 
tain individual  cases  serve  to  emphasize  the  merits 
and  limitations  of  the  procedure,  and  representative 
photomicrographs  are  presented. 

CONCLUSIONS 

The  Papanicolaou  method  for  early  detection  of 
cancer  has  definite  value  and,  if  utilized  correctly, 
offers  the  best  means  of  recognizing  neoplasia  at  a 
stage  wherein  the  new  growth  may  be  detected  be- 
fore the  appearance  of  physical  symptoms.  Certain 
limitations  of  the  method  are  evident,  and  biopsy  of 
tissue  should  be  made  to  confirm  the  diagnosis  when- 
ever possible.  The  smear  technique  has  proven  ex- 
tremely valuable  in  detection  of  cancer  cells  in  those 
cases  wherein  biopsy  is  difficult,  or  not  feasible,  e.  g , 
pleural  metastasis,  bronchogenic  tumors,  bladder  or 
prostatic  cancer,  or  gastric  tumors.2" 

There  is  some  question  as  to  whether  smear  tech- 
nique should  be  utilized  as  a routine  office  or  clinic 
procedure  for  the  early  detection  of  uterine  cancer.1 
Most  investigators  agree  that  the  smear  technique  is 
the  best  method  we  have  at  this  time  for  early  detec- 
tion of  malignancy  but  point  out  that  accuracy  of  the 
method  is  dependent  upon  rigid  technique.  Meigs1 
reports  that  in  2749  cases  the  percentage  of  accuracy 
of  the  vaginal  smear  method  for  diignocis  of  uterine 
cancer  was  97  8 per  cent.  We  doubt  that  the  per- 
centage of  accuracy  could  be  maintained  unless  very 
rigid  control  was  upheld,  and  consequently  missed 
diagnoses  would  yield  a false  sense  of  security  to 
both  doctor  and  patient.  Other  investigators  have 


Fig.  I — Normal  superficial  squamous  cells  with  pyknotic  nuclei 
(x  430) 
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1 emphasized  the  fact  that  in  a cytological  diagnosis  of 
i tumor,  wherein  the  criteria  for  malignancy  is  nuclear- 
cytoplasmic  ratio  and  altered  staining  qualities,  there 
are  bound  to  be  mistakes.19  Wiles  and  Hellwig  have 
pointed  out  that  irradiated  tissue  fibroblasts  and 
epithelial  cells  often  acquire  all  the  morphological 
features  of  malignant  cells  and  yet  remain  benign. 
Others  have  stressed  this  fact  and  in  our  cases  in 
which  we  have  utilized  surface  biopsy  for  detection 
of  recurrent  cancer  in  post-irradiated  cases  we  have 
found  that  the  method  is  of  no  value  until  after  one 
year  or  more  following  the  radiation  therapy.  Atypi- 
cal malignant-like  cells  may  be  seen  also  in  cases  of 
active  cervicitis  or  endometrial  polyps.  We  believe, 
however,  that  the  Pananicolaou  smear  should  never 
be  used  in  any  case  wherein  there  are  physical  find- 
ings or  symptoms  the  least  suggestive  of  cancer  in 
; which  a tissue  biopsy  is  possible. 

In  spite  of  certain  disadvantages  and  limitations 
we  believe  that  the  Pananicolaou  smear  offers  a prac- 
tical method  for  detection  of  early  cancer,  and  is  of 
definite  value  in  substantiating  a diagnosis  wherever 
cells  for  study  may  be  obtained  but  tissue  diagnosis 
is  not  feasible. 

In  view  of  the  large  number  of  cancer  cases  that 
reach  the  surgeon  in  inoperable  stages,  we  believe 
that  any  procedure  that  offers  hope  for  earlier  diag- 
nosis should  be  given  a long  and  fair  trial  before  it 
is  declared  without  value.  Further  investigation  with 
careful  follow-up  studies  will  increase  our  knowledge 
of  this  interesting  phase  of  the  cancer  problem.  It 
would  probably  be  best  neither  to  condemn  nor  con- 
done until  we  have  more  conclusive  evidence. 
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Fig.  II — Normal  non-keratinized  squamous  cells  of  the  basal 
type.  Many  red  cells,  (x  430) 


Fig.  VI — Papanicolaou  smear  of  vaginal  scrapings  in  case  of 
Carcinoma  of  cervix  16  months  after  X-ray  and  radium  therapy. 
Diagnosis:  Recurrent  Carcinoma.  Note  bizarre,  elongated,  hyper- 
chromic  nuclei  with  altered  nuclear-cytoplasmic  ratio,  (x  430) 


Fig.  VII — Cervical  biopsy  showing  atypical  epithelial  hyperplasia 
with  hyperchromic  and  irregular  basal  cells.  Cells  show  keratini- 
zation  and  some  polarity,  (x  240) 


Fig.  Ill — Malignant  squamous  cells.  Large  hyperchromic  nuclei. 
Scanty  cytoplasm.  Mytoses.  Biopsy:  Epidermoid  Carcinoma  Gr. 
III.  (x  430) 


Fig.  VIII — Cervical  biopsy  showing  irregularity  of  the  basal  layer 
but  no  definite  evidence  of  malignancy,  (x  240) 


Fig.  IV — Cluster  of  malignant  cells  from  peritoneal  fluid.  Note 
active  mytoses,  large  hyperchromic  nuclei,  (x  430) 


Fig.  V — Papanicolaou  smear  from  bronchial  washings  showing 
malignant  cells  growing  in  syncytium.  Diagnosis:  Bronchiogenic 
Carcinoma,  (x  430) 


Fig.  IX — Cervical  biopsy:  daignosis,  Carcinoma-in-situ.  Hyper- 
chromic cells  with  spindle-shaped  nuclei,  no  keratinization.  This 
is  the  lesion  that  shows  no  physical  signs  of  neoplasia  but  may 
be  detected  by  the  smear  stain,  (x  240) 
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Fall  Meeting  To  Include 
Auxiliary  Social  Program 

A complete  program  of  social  activity  is  being 
planned  for  wives  of  physicians  attending  the  South- 
western Medical  Association  Meeting,  October  28-30, 
in  El  Paso,  according  to  Mrs.  Delphin  von  Briesen, 
chairman  of  the  entertainment  committee  of  the 
Women’s  Auxiliary. 

The  program  includes  a luncheon  at  the  Turner 
Memorial  Home,  an  afternoon  of  sightseeing  in  both 
El  Paso  and  Juarez,  and  a style  show  sponsored  by 
the  White  House.  Place  and  time  of  the  style  show 
will  be  announced  later.  The  auxiliary  will  also  par- 
ticipate in  the  informal  dinner  for  both  physicians 
and  wives,  Thursday  evening,  October  28,  as  well  as 
the  cocktail  party  and  formal  banquet  to  be  spon- 
sored by  the  El  Paso  County  Medical  Society  on  Fri- 
day evening  at  Hotel  Cortez. 

The  concluding  event  on  the  social  program  will 
be  the  Hardin-Simmons — Texas  College  of  Mines  foot- 
ball game,  Saturday  evening,  October  30. 

The  Women’s  Auxiliary  is  headed  by  Mrs.  Harry 
Varner. 

Cancer  Conference 

The  annual  southwest  regional  cancer  conference 
will  be  held  on  October  12,  at  Hotel  Blackstone,  Ft. 
Worth.  The  meeting  is  sponsored  by  the  Tarrant 
County  Medical  Society  and  the  American  Cancer 
Society. 

On  the  program  are:  Dr.  J.  Barrett  Brown,  surgeon, 
of  St.  Louis;  Dr.  Robert  A.  Moore,  professor  of  path- 
ology, Washington  University,  St.  Louis;  Dr.  Chailcs 
Huggins,  urologist,  Chicago  University;  Dr.  A.  R. 
Curreri,  surgeon,  Wisconsin  University;  Dr.  Morris 
K.  Barrett,  biologist.  National  Cancer  Institute, 
Bethesda,  Md. 

Physicians  desiring  to  attend  are  advised  to  write 
the  Hotel  Committee,  209  Medical  Arts  Building,  Ft. 
Worth  2,  Texas.  There  is  no  registration  fee. 


Tuberculosis  Group  To  Meet 

The  Texas  Tuberculosis  Association  will  hold  its 
thirty-eighth  annual  meeting  in  San  Angelo,  Septem- 
ber 24  and  25.  Headquarters  are  in  the  St.  Angelas 
Hotel.  A barbecue  on  September  23,  with  Dr.  J.  B. 
McKnight  as  host,  precedes  the  opening  oT  the 
meeting. 
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Outstanding  Speakers  To 
Address  October  Meeting 

Dr.  Robert  M.  Zollinger,  professor  and  chairman  of 
the  department  of  surgery,  Ohio  State  University,  is 
one  of  the  outstanding  speakers  who  will  address 
members  of  the  Southwestern  Medical  Association 
meeting  in  El  Paso,  October  28,  29,  30. 

Among  other  widely  known  speakers  are:  Dr.  E.  D. 
Plass,  professor  of  obstetrics  and  gynecology,  Iowa 
State  University;  Dr.  R.  J.  Whiteacre,  director  of 
anesthesia,  Huron  Reed  Hospital,  Cleveland,  Ohio; 
Dr.  Peter  C.  Kronfeld.  associate  professor  of  ophthal- 
mology, Northwestern  University;  Dr.  Ralph  A.  Reis, 
associate  professor  of  obstetrics  and  gynecology, 
Northwestern  University;  Dr.  C.  E.  Van  Alyea.  asso- 
ciate professor  of  medicine  and  otolaryngology,  Uni- 
versity of  Illinois;  Dr.  Ralph  K.  Ghormley,  orthopedic 
surgeon,  Mayo  Clinic;  and  Dr.  Carlton  B.  Souders, 
internal  medicine,  Lahey  Clinic. 

A feature  of  the  meeting  will  be  “Information 
Please”  luncheons,  with  the  visiting  speakers  answer- 
ing questions  from  those  attending. 

Registration  fee  is  again  $6.00.  All  southwestern 
physicians  are  cordially  welcome. 

Certified  Milk 

El  Paso  was  commended  for  its  certified  milk 
dairy,  a part  of  Price’s  Creameries,  at  the  recent  con- 
vention of  the  Medical  Milk  Association  in  Waukesha, 
Wis. 

El  Paso  has  the  only  certified  milk  dairy  between 
Los  Angeles  and  San  Antonio  and  is  one  of  the  small- 
est cities  in  the  nation  to  support  a dairy  of  its  kind, 
according  to  C.  W.  Bonvnge,  M.  D.,  of  the  American 
Association  of  Medical  Milk  Commissions. 

Certified  milk  is  produced  under  rigid  standards 
set  up  by  the  American  Medical  Association.  It  must 
be  completely  fresh  at  time  of  delivery  and  must  con- 
tain fewer  than  500  bacteria  per  cubic  milliliter  as 
opposed  to  a limit  of  30,000  bacteria  per  milliliter 
for  Grade  A. 

Members  of  the  El  Paso  Certified  Milk  Commission 
are  Dr.  L.  T.  Cox,  Dr.  I.  M.  Epstein,  and  Dr.  J.  Travis 
Bennett.  Dr.  Will  P.  Rogers  is  inspecting  physician; 
and  Dr.  D.  L.  Cady  is  veterinarian. 

New  Examinations  for  Food  Handlers 

Dr.  L.  T.  Cox,  director  of  El  Paso  City-County 
Health  Unit,  has  announced  that  food  handlers  no 
longer  are  permitted  to  go  to  private  physicians  for 
examinations.  They  are  to  visit  the  City  Health  de- 
partment instead. 
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ARTHUR  P BLACK,  M.  D 

PEDIATRICS 

525  MONTANA  STREET  EL  PASO,  TEXAS 


CLEMENT  C.  BOEHLER,  M D 

Diplomate  American  Board  Obstetrics  and  Gynecology 
Practice  Limited  to  Obstetrics  and  Gynecology 

1018  MILLS  BUILDING  EL  PASO,  TEXAS 


DRS  BRECK,  BASOM  AND  LEONARD 
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ORTHOPAEDIC  SURGERY 
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BASIL  K BYRNE,  M D 
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BRANCH  CRAIGE,  M D 

(CERTIFIED  BY  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 
INTERNAL  MEDICINE 
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(Certified  by  American  Board  of  Urology) 
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J.  RICHARD  FUCHLOW,  M D , D.  A B R. 

RADIOLOGY 

616  MILLS  BLDG.  3-3423  EL  PASO,  TEXAS 

TRUETT  L.  MADDOX,  D D S. 

ORAL  SURGERY 

1031  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 


DRS  MASON,  HART  AND  BOVERIE 

RADIOLOGY  - ROENTGENOLOGY  - PATHOLOGY 
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VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

503  BANNER  BLDG.  2-9012  EL  PASO,  TEXAS 


ROSS  W.  RISSLER,  M D 

INTERNAL  MEDICINE  - CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D..  F ACS 

GENERAL  SURGERY 

2001  GRANT  AVE.  3-1601  EL  PASO,  TEXAS 
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M.  P SPEARMAN,  M.  D , F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NOSE  - THROAT 

FIRST  NATIONAL  BLDG.  2-601  1 EL  PASO,  TEXAS 


L.  E.  Wilcox,  M.  D.  Russell  L.  Deter,  M.  D. 

DRS  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
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Entertainment 

Much  entertainment  is  in  store  for  visitors  to  the 
Southwestern  Medical  Association  meeting  in  El  Paso 
next  month. 

A cocktail  party  will  be  given  by  members  of  the 
El  Paso  County  Medical  Society  on  October  29.  This 
will  precede  the  annual  dinner. 

An  early  evening  party  for  both  ladies  and  doctors 
will  be  given  on  October  28.  Its  location  will  be 
announced. 

On  the  final  day  of  the  meeting,  Saturday,  October 
30,  a golf  tournament  for  members  will  be  held  at 
the  El  Paso  Country  Club. 

On  Saturday  evening  a football  game  between 
Hardin-Simmons  University  and  Texas  College  of 
Mines  will  be  played  in  Mines  Stadium.  Arrange- 
ments have  been  made  for  visitors  to  secure  a block 
of  excellent  seats  for  this  game,  which  is  homecoming 
for  Mines. 

Ladies  entertainment  is  listed  elsewhere. 

Ladies'  Program 

A style  show,  luncheon  in  Juarez,  and  a tea  are 
among  the  activities  scheduled  for  entertainment  of 
visiting  ladies  during  the  Southwestern  Medical  Asso- 
ciation meeting,  Mrs.  Delphin  von  Briesen,  social 
chairman,  announced. 

A tea  will  be  given  at  the  home  of  Dr.  and  Mrs. 
Grady  Causey  on  the  afternoon  of  Thursday,  October 
28. 

The  White  House  will  present  a style  show  on  Octo- 
ber 29.  This  will  be  a luncheon  meeting.  The  place 
and  exact  time  will  be  announced  later. 

Luncheon  at  the  Tivoli  cafe  in  Juarez  will  be  held 
on  the  final  day  of  the  meeting,  October  29. 

Luncheon  Chairmen 

Dr.  Leslie  M.  Smith,  president  of  Southwestern 
Medical  Association,  has  announced  names  of  physi- 


cians who  will  preside  at  the  clinical  discussion 
luncheons  to  be  held  during  the  association’s  Octo- 
ber meeting. 

They  are: 

Thursday,  October  28:  Dr.  Joseph  Bank,  Phoenix, 
Medical;  Dr.  Felix  P.  Miller,  El  Paso,  Surgical. 

Friday,  October  29:  Dr.  A.  C.  Shuler,  Carlsbad,  New 
Mexico,  Medical;  Dr.  R.  E.  Watts,  Silver  City,  New 
Mexico,  Surgical. 

Program 

Many  of  the  subjects  which  will  be  handled  by  the 
various  guest  speakers  at  the  Southwestern  Medical 
Association  meeting  in  El  Paso,  October  28,  29,  and 
30,  have  been  announced  by  Dr.  Willard  Schuessler, 
chairman  of  arrangements,  and  Dr.  J.  Richard  Fuch- 
Iow,  program  chairman. 

They  are  presented  in  brief  here.  Programs  con- 
taining details  as  to  time  and  place  of  each  meeting 
will  be  available  at  the  meeting. 

The  program  in  brief: 

Dr.  E.  D.  Plass,  professor  of  obstetrics  and  gyne- 
cology, State  University  of  Iowa  Hospitals,  Iowa 
City,  Iowa: 

1.  Use  of  Chemotherapeutic  and  Antibiotic 

Agents  in  Obstetric  Practice. 

2.  Use  of  Blood  in  Obstetrical  Complications. 

Dr.  Ralph  Ries,  Chicago,  Illinois: 

1.  Office  Gynecology. 

2.  Present  Status  of  Gynecology  and 

Endocrinology. 

Dr.  Carlton  Souders,  internist,  Lahey  Clinic,  Bos- 
ton, Mass.: 

1.  Bronchiectasis. 

2.  Bronchogenic  Carcinoma. 

Dr.  Robert  M.  Zollinger,  professor  and  chairman  of 
the  department  of  surgery,  Ohio  State  University. 
Columbus,  Ohio: 

1.  Indications  for  Surgery  in  Biliary  Disease. 

2.  Current  Trends  in  the  Surgical  Treatment 

of  Lesions  of  the  Stomach  and 

Duodenum. 

Dr.  Ralph  K.  Ghormley,  orthopedic  section,  Mayo* 
Clinic,  Rochester,  Minn.: 

1.  Prevention  and  Treatment  of  Painful  Hips 

in  Adults. 

2.  Late  Effects  of  Fractures  About  the  Joints 

of  the  Lower  Extremity. 

Dr.  R.  J.  Whiteacre,  anesthetist,  Huron  Road  Hos- 
pital, Cleveland,  Ohio: 

1.  Endotracheal  Anesthesia. 

2.  Problems  During  Anesthesia. 

Dr.  0.  E.  Van  Alyea,  otolaryngologist,  Chicago, 
Illinois: 

1.  Otolaryngology  in  General  Practice. 

For  EENT  Group: 

1.  Treatment  of  Acute  Nasal  and  Sinus 

Infections. 

2.  Middle  Meatal  Approach  to  the  Maxillary- 

Sinus. 

3.  Management  of  Chronic  Sinusitis. 

4.  Sphenoiditis. 

Dr.  Peter  C.  Kronfeld,  opthalmologist,  University 
of  Illinois,  Chicago,  Illinois: 

1.  First  Aid  in  Eye  Injuries. 

For  EENT  Group: 

1.  The  Differential  Diagnosis  of  Acute 

Glaucomas. 

2.  My  Pet  Surgical  Instruments. 

3.  Selected  Cases  of  Retinal  Detachment. 

4.  Techniques  of  Iris  Inclusion  Operations. 
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DR.  JOSEPH  M.  GREER  TO  HEAD  SOUTHWESTERN  ASSOCIATION 

Well  Known  Phoenix  Surgeon  to  Succeed  Dr.  Leslie  M Smith  of  El  Paso 
In  Installation  Ceremonies  Scheduled  for  October  Meeting 


One  of  the  highlights  of  the  annual  meeting  of 
the  Southwestern  Medical  Association,  to  be  held 
in  El  Paso,  October  28,  29,  and  30,  will  be  the  in- 
stallation of  Dr.  Joseph  Madison  Greer,  well  known 
southwestern  and  Phoenix,  Arizona,  surgeon  as 
president  of  the  group  for  the  ensuing  year.  Dr. 
Greer  will  succeed  Dr.  Leslie  M.  Smith,  El  Paso 
dermatologist. 

Dr.  Greer  has  been  a resident  of  the  southwest 
for  nearly  35  years.  He  came  to  this  country  in 
1915,  as  surgeon  for  a large  hydro-electric  installa- 
tion, and  except  for  military  service  in  two  world 
wars,  has  been  a continuous  resident  of  Arizona 
since  that  time. 

Like  many  other  southwesterners,  Dr.  Greer  hails 
originally  from  another  part  of  the 
country,  in  this  case,  St.  Louis,  Mo.  He 
graduated  in  medicine  from  Washing- 
ton University  in  that  city  and,  in  ad- 
dition, holds  BS,  PhG,  and  PhC  de- 
grees. After  an  internship  and  residency 
he  became  surgeon  for  the  Electric 
Bond  and  Share  Company  of  New  York 
City. 

Dr.  Greer’s  military  service  includes 
both  world  wars.  During  World  War  I 
he  was  sent  to  the  Army  Medical  School 
in  Washington,  D.  C.,  and,  after  gradu- 
ation, saw  army  service  until  1920, 
with  the  rank  of  major.  In  that  year 
he  left  the  army  and  returned  to  Ari- 
zona. In  World  War  II  Dr.  Greer  held 
the  rank  of  Captain  in  the  Navy.  He 
served  in  the  South  Pacific  theater  and 
was  also  chief  of  surgery  at  the  Mare 
Island  Naval  Hospital.  For  his  work 
in  the  latter  position  he  received  a ci- 
tation from  the  Secretary  of  the  Navy 
for  meritorious  service.  In  1946  he 
returned  to  his  private  practice. 

Among  the  institutions  at  which  Dr. 

Greer  has  taken  post-graduate  work  are 
the  Mayo  Clinic,  the  University  of  Cali- 
fornia, the  New  York  Post  Graduate 
School,  and  Columbia  University.  He 
is  also  secretary  of  the  Board  of  Regents 
of  Arizona  University  at  Tucson. 

Hospital  staffs  of  which  Dr.  Greer  is  a 
member  include  St.  Joseph’s  Good  Sa- 
maritan, St.  Monica’s  and  S.  S.  District 
Hospital,  all  of  Phoenix.  He  is  also  a 
member  of  the  consulting  staffs  of  Saga 
Memorial  Hospital,  Ganada,  Arizona; 

Los  Angeles  Orthopedic  Hospital,  Los 
Angeles,  California;  and  the  U.  S.  Vet- 
erans’ Hospital  at  Whipple,  Arizona. 

Dr.  Greer  is  also  a member  of  the 
Maricopa  County  Medical  Society,  Ari- 
zona State  Medical  Association.  He  is  a 
Fellow  of  the  American  Medical  Asso- 
ciation, the  American  College  of  Sur- 
geons, and  the  International  College  of 
Surgeons.  He  is  a diplomat  of  the  Amer- 
ican Board  of  Surgery.  He  is  a Rotarian. 


Dr.  Greer  limits  his  practice  to  general  surgery, 
with  special  attention  to  orthopedic  surgery. 

The  president  elect  of  the  Southwestern  Medical 
Association  is  one  of  the  original  members  of  the  old 
Southwest  Medical  and  Surgical  Association.  He  has 
been  an  active  and  unceasing  supporter  of  the  organi- 
zation since  its  inception.  As  a surgeon  Dr.  Greer  is 
well  known  throughout  the  Southwest.  He  is  particu- 
larly reputed  for  his  interest  and  work  in  orthopedic 
surgery.  That  the  Southwestern  Medical  Association 
has  seen  fit  to  honor  Dr.  Greer  by  installing  him  as 
president  is  entirely  in  keeping  with  his  high  reputa- 
tion as  a surgeon  as  well  as  his  untiring  efforts  in 
behalf  of  the  medical  profession  as  a whole. 
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TREATMENT  OF  THE  POSTPHLEBITIC  SYNDROME  BY  INTERRUPTION 
OF  THE  LUMBAR  SYMPATHETIC  NERVES 

PRELIMINARY  REPORT 

R C Derbyshire,  M.  D.,  F A C S 

ARTESIA.  NEW  MEXICO 


The  postphlebitic  syndrome  may  be  defined  as  a 
symptom  complex  characterized  by  pain,  swelling, 
and  congestion  of  the  lower  extremity  which  results 
from  one  or  more  attacks  of  acute  thrombophlebitis. 
It  varies  in  severity  from  mild  dependent  edema  of 
the  foot  and  ankle  to  severe  pain,  brawny  swelling 
and  recurrent  ulceration  with  marked  disability. 

Undoubtedly  the  greatest  recent  advance  in  the 
treatment  of  acute  thrombophlebitis  was  the  intro- 
duction of  novocaine  block  of  the  lumbar  sympathetic 
ganglia  by  Leriche1  in  1934.  This  procedure  has  been 
popularized  and  standardized  in  this  country  largely 
through  the  efforts  of  Ochsner.  But  in  spite  of  the 
fact  that  this  has  given  marked  improvement  in  the 
results  of  treatment  of  acute  thrombophlebitis,  we 
are  still  all  too  frqeuently  confronted  by  distressing 
and  even  crippling  sequelae  of  this  disease. 

For  many  years  surgeons  were  all  too  inclined  to 
adopt  a defeatist  attitude  in  regard  to  the  treatment 
of  the  postphlebitic  syndrome  and  practically  no 
progress  was  made.  This  is  borne  out  by  the  fact  that 
as  recently  as  1937  McNealy,"  in  discussing  the  sub- 
ject, recommended  treatment  of  the  swelling  merely 
by  the  application  of  elastic  bandages  and  Unna’s 
paste  boots.  Although  these  methods  are  still  most 
valuable,  it  is  obvious  that  further  treatment  is  neces- 
sary in  many  cases  and  that  a more  aggressive  atti- 
tude should  be  adopted. 


In  the  past  few  years  new  interest  has  been  aroused 
in  the  problem  of  the  postphlebitic  leg  and  surgeons 
have  devised  several  new  methods  of  dealing  with  it. 
But  the  multiplicity  of  methods  of  treatment  is  proof 
of  the  fact  that  the  problem  has  not  yet  been  solved. 
In  general,  modern  concepts  of  treatment  have  two 
objects  in  view:  either  to  increase  the  blood  supply 
to  the  extremity  or  to  relieve  vasospasm  which,  inci- 
dentally, accomplishes  the  same  purpose. 

According  to  Homans'  the  late  stage  toward  which 
all  thrombotic  processes  progress  is  an  obstructive 
inflammatory  thrombosis.  In  analyzing  the  late  results 
of  thrombophlebitis  he  places  his  cases  in  the  follow- 
ing five  groups: 

1.  Those  with  slight  edema  after  standing  which  dis- 
appears after  rest. 

2.  Those  with  pigmentation,  induration  and  fre- 
quently ulceration. 

3.  Those  with  a definite  pain  complex  and  vaso- 
motor changes  in  the  skin. 

4.  Those  with  marked  congestion. 

5.  Those  with  recurrent  thrombosis  in  the  deep  or 
superficial  veins. 

Although  there  is  frequently  overlapping  of  these 
types,  it  is  a good  working  classification.  It  is  obvious 
that  the  first  type  need  cause  little  concern.  But 
almost  all  of  the  patients  in  the  last  four  classes 
eventually  suffer  disability  of  varying  degree.  This 


TABLE 

I — SUMMARY  OF  CASES  TREATED 

Case 

No. 

Sex 

Age 

Duration  of 
Symptoms 

Dates  of 
Hospital- 
ization 

Treatment 

Result 

1. 

F 

51 

30  years 

10- 29-46 
to 

11- 26-46 

Sympathetic  block  followed  by  sym- 
pathectomy. 

Excellent. 

2. 

M 

79 

10  years 

10-3-47 

to 

10-12-47 

Sympathetic  blocks  (2).  Saphenous 
ligation.  Wet  dressings. 

Fair. 

3. 

F 

37 

5 years 

10-9-47 

to 

10-13-47 

Sympathetic  blocks  (2).  Tyrothricin 
packs,  elastoplast  bandage. 

Good. 

4. 

F 

39 

12  years 

4-13-47 

to 

4-16-47 

Sympathetic  blocks  (2). 

Excellent  relief  from  pain.  Developed 
mild  recurrent  phlebitis  2 months  later 
which  did  not  renuire  hospitalization. 

5. 

F 

70 

15  years 

2-9-48 

to 

2-16-48 

Sympathetic  block.  Saphenous  vein 
ligation.  Wet  dressings. 

Poor. 

6. 

F 

27 

10  years 

4-5-48 

to 

4-8-48 

Sympathetic  block. 

Excellent. 

7. 

F 

39 

12  years 

12-28-47 

to 

1-16-48 

Sympathetic  block  followed  by  sym- 
pathectomy. Tyrothricin  packs  and 
Unna’s  paste  boots. 

Excellent 

8. 

M 

74 

20  years 

12-30-47 

to 

1-21-48 

Sympathetic  blocks  (2).  Wet  dress- 
ings. Unna’s  paste  boots. 

Poor. 

9. 

F 

55 

15  years 

11-4-47 

to 

11-11-47 

Sympathetic  blocks  (2). 

Excellent. 

10. 

M 

54 

15  years 

5-10-48 

to 

5-17-48 

Sympathetic  blocks  (21  Saphenous 
ligation.  Tyrothricin.  Unna's  paste 
boots. 

Good. 

11. 

F 

32 

2 years 

3-17-47 

to 

3-17-47 

Sympathetic  block. 

Good. 

12. 

F 

68 

20  years 

7-30-48 

to 

8-1-48 

Sympathetic  block. 

Excellent. 
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disability  is  usually  due  mainly  to  pain,  whether 
from  recurrent  attacks  of  thrombophlebitis,  from  ul- 
ceration, or  from  congestion  and  venous  insufficiency. 
In  addition  there  are  those  patients,  as  pointed  out 
by  Homans,  who  develop  a definite  and  persistent 
paint  complex  early  in  the  course  of  acute  throm- 
bophlebitis. Frequently  the  pain  is  out  of  proportion 
to  the  clinical  findings. 

The  pain  in  the  postphlebitic  extremity  is  usually 
due  to  two  factors.  First,  the  congestion  due  to  lymph 
stasis  and  interference  with  the  venous  return  from 
the  extremity.  Secondly,  to  a focus  of  irritation  in  the 
thrombosed  vein  which  causes  persistent  vasospasm 
which  adds  to  the  swelling  and  congestion  because 
of  increased  filtration  pressure.  The  last  factor  has 
been  repeatedly  pointed  out  by  Ochsner.1 

In  1939  Sokolov  and  Myers  reported  excellent 
results  from  the  use  of  acetyl-beta-methyl  choline 
chloride  iontophoresis  in  the  treatment  of  the  post- 
phlebitic syndrome.  The  rationale  of  this  treatment 
is  that  it  increases  the  blood  supply  because  the  chem- 
ical causes  marked  vasodilatation.  But  the  method 
has  not  become  popular  and  there  are  no  reports  of 
cases  which  have  been  followed  over  a long  period 
of  time. 

Paine  and  Levitt'1  report  almost  equally  good  re- 
sults from  the  use  of  intermittent  venous  occlusion. 
However,  this  method  is  inconvenient  and  time  con- 
suming. Furthermore  no  reports  of  late  results  are 
available. 

Buxton  and  his  associates1 8 report  good  results  in 
a certain  number  of  cases  following  ligation  of  the 
femoral  vein.  But  in  seven  out  of  twenty-one  of  their 
patients  persistent  or  increased  swelling  of  the  leg 
followed  ligation.  Homans  recommends  femoral  liga- 
tion only  in  certain  selected  cases.  (Type  4 of  his 
classification.) 

The  last  important  innovation  in  the  treatment  of 
the  postphlebitic  syndrome  is  by  interruption  of  the 
lumbar  sympathetic  nerves.  Little  has  been  found  in 
the  literature  in  regard  to  this  and  there  is  a marked  - 
difference  of  opinion  in  respect  to  its  effectiveness. 
The  rationale  of  this  method  of  treatment  is  the  as- 
sumption that  the  symptoms  are  due  to  a focus  of 
irritation  in  the  thrombosed  vein  causing  vasospasm 
with  its  well  known  sequelae  of  pain,  swelling  and, 
indirectly,  lymph  stasis.  That  vasospasm  may  he 
operative  over  a long  period  of  time  is  substantiated 
by  the  fact  that  pain  is  so  frequently  relieved  in  cases 
of  long  standing  by  interruption  of  the  lumbar  sym- 
pathetics  by  any  one  of  several  methods.  Ochsner,* 
in  discussing  the  treatment  of  acute  thrombophlebitis 
by  interruption  of  the  sympathetic  nerves,  makes  the 
following  statement:  “Equally  important,  though  less 
dramatic,  are  the  results  obtained  in  long-standing 
cases  of  postphlebitic  edema.  Whereas  it  may  not 
seem  likely  that  vasospasm  is  a factor  in  these  cases, 
we  have  been  able  to  demonstrate  repeatedly  that 
such  is  the  case.  One  must  assume,  therefore,  that 
the  thrombophlebitic  segment  acts  as  an  irritative 
lesion  and  initiates  vasoconstrictor  impulses  that  are 
carried  over  the  sympathetic  nervous  system.’’ 

Evans"’  reports  good  results  in  four  patients  fol- 
lowing the  injection  of  metycaine  into  the  lumbar 
sympathetic  nerves.  Homans  recommends  sympathetic 
block  in  certain  selected  cases;  namely,  those  in  type 
3 of  his  classification  in  which  there  is  a definite  pain 
complex.  He  states  that  these  patients  are  almost  in- 
variably relieved  by  the  procedure  and  advocates 
lumbar  sympathectomy  in  some  cases. 
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Other  authors,  on  the  other  hand,  notably  Allen 
and  Barker1'  state  definitely  that  interruption  of  the 
lumbar  sympathetic  nerves  is  of  no  benefit  whatever 
in  the  treatment  of  the  postphlebitic  syndrome. 

The  following  cases  are  presented  because  it  is 
thought  that  insufficient  emphasis  has  been  placed  on 
interruption  of  the  lumbar  sympathetic  nerves  in  the 
treatment  of  the  postphlebitic  syndrome  and  because 
no  formal  report  of  this  method  has  been  found  in 
the  literature. 

METHODS  AND  MATERIAL 

The  present  report  is  based  upon  twelve  cases  of 
postphlebitic  syndrome  treated  by  interruption  of 
the  lumbar  sympathetic  nerves  between  October  1946 
and  April  1948.  Their  records  are  summarized  in 
Table  I.  This  does  not  represent  all  of  the  cases  seen 
during  this  period,  as  many  patients  who  were  exam- 
ined were  not  considered  to  have  sufficient  difficulty 
to  warrant  treatment  by  this  method  and  were  treated 
by  so-called  conservative  methods;  by  rest,  elevation 
and  application  of  elastic  stockings.  Two  others  with 
severe  symptoms  refused  hospitalization.  All  of  the 
patients  were  followed  personally  for  from  one  to 
twenty-two  months.  The  patients  were  entirely  un- 
selected except  for  the  fact  that  only  those  whose 
symptoms  were  partially  or  totally  incapacitating 
were  accepted. 

It  will  be  seen  from  Table  I that  the  series  consisted 
of  nine  females  and  three  males  ranging  in  age  from 
27  to  79  years.  The  duration  of  the  symptoms  was 
from  two  to  thirty  years.  Eight  of  the  patients  at- 
tributed their  difficulties  to  an  acute  attack  of  throm- 
bophlebitis following  an  operation  or  parturition.  The 
remainder  had  had  no  trauma  and  fell  into  the  class 


TABLE 

II — CAUSE  OF  DISABILITY  AND 

RESULTS 

Case  No. 

Cause  of  Disability 

Results 

1. 

Recurrent  thrombophle- 
bitis and  ulceration. 

Excellent 

2. 

Recurrent  ulceration. 

Good 

3. 

Recurrent  ulceration. 

Good 

4. 

Recurrent  thrombophlebitis. 

Good 

5. 

Eczema  and  ulceration 

Poor 

6. 

Recurrent  thrombophlebitis. 

Excellent 

7. 

Recurrent  thrombophle- 
bitis, ulceration. 

Excellent 

8. 

Eczema,  ulceration. 

Poor 

9. 

Recurrent  thrombophlebitis. 

Excellent 

10. 

Recurrent  ulceration 

Good 

11. 

Recurrent  thrombophlebitis. 

Excellent 

12. 

Recurrent  thrombophlebitis. 

Excellent 

of  so-called  “medical  thrombophlebitis.”  The  period 
of  hospitalization  varied  from  three  to  twenty-eight 
days. 

The  routine  of  treatment  was  as  follows.  The 
patients  were  all  hospitalized  for  varying  periods 
depending  upon  the  severity  of  their  symptoms  and 
their  response  to  treatment.  They  were  admitted  to 
the  hospital  in  the  afternoon  and  the  following  morn- 
ing lumbar  sympathetic  block  was  carried  out,  5 cc 
of  one  per  cent  novocaine  being  injected  into  the 
region  of  the  first,  second,  third  and  fourth  lumbar 
sympathetic  ganglia.  Following  this  the  patients  were 
observed  carefully  for  objective  and  subjective  signs 
of  improvement  and  if  pain  had  been  a prominent 
symptom  they  were  required  to  walk  under  observa- 
tion. Unfortunately  it  was  impossible  to  obtain  skin 
temperature  readings  as  the  proper  apparatus  was 
not  available.  But  the  extremities  were  observed  care- 
fully for  increase  in  temperature  on  palpation  in 
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comparison  with  the  opposite  members  and  the  pres- 
ence or  absence  of  sweating.  In  every  instance  the 
leg  on  the  side  which  was  injected  became  warmer 
than  its  fellow  and  there  was  absence  of  sweating, 
confirming  the  fact  that  the  sympathetic  nerves  had 
been  properly  blocked.  Re-enforcing  blocks  were  car- 
ried out  at  intervals  of  from  twenty-four  to  forty-eight 
hours  and  if  no  improvement  was  noted  after  two 
blocks  the  procedure  was  abandoned.  In  two  patients 
(cases  1 and  7)  lumbar  sympathectomy  was  subse- 
quently carried  out.  These  patients  were  selected  for 
this  procedure  because  of  the  severity  and  long  dura- 
tion of  their  disability  and  because  of  their  gratifying 
response  to  lumbar  sympathetic  blocks.  A third  pa- 
tient (case  9)  had  requested  sympathectomy  but  ex- 
perienced such  dramatic  and  lasting  relief  following 
block  that  it  was  decided  to  hold  this  procedure  in 
reserve. 

In  a few  of  the  cases  interruption  of  the  sympa- 
thetic nerves  was  the  only  procedure  carried  out.  But 
in  the  majority  supplementary  measures  had  to  be 
employed  to  deal  with  complications.  In  three  cases 
saphenous  vein  ligations  were  done  for  large  vari- 
cosities. Ulcers  were  treated  by  wet  dressings  of 
tyrothricin  followed  by  the  application  of  Unna’s 
paste  boots  or  elastoplast  bandages.  The  severe  cases 
of  dermatitis  were  treated  by  wet  dressings  of  Burro’s 
solution. 

In  Table  II  an  attempt  has  been  made  to  classify  the 
cases  according  to  their  presenting  symptoms,  that  is, 
according  to  the  most  conspicuous  cause  of  disability. 
The  classification  of  Homans  has  been  followed 
loosely  as  only  very  few  pure  types  were  encountered. 
The  results  were  classed  as  excellent  if  the  patient 
experienced  complete  relief  from  his  symptoms  and 
was  able  to  return  to  his  former  occupation  with 
minimal  residual  handicap.  The  results  were  consid- 
ered good  if  the  patient  had  relief  from  pain  even  if 
only  temporary.  The  results  were  classed  as  fair  if 
there  was  any  improvement  at  all,  and  poor  if  there 
was  no  change.  Thus  it  is  seen  that  in  fifty  per  cent 
of  the  patients  the  results  were  excellent;  in  twenty- 
five  per  cent  they  were  good;  in  the  remaining 
twenty-five  per  cent  the  results  were  either  fair  or 
poor. 

It  will  also  be  noted  that  the  best  results  were  ob- 
tained in  those  patients  whose  main  cause  of  dis- 
ability was  recurrent  thrombophlebitis.  It  is  also 
interesting  to  observe  that  interruption  of  the  lum- 
bar sympathetics  was  of  great  benefit  to  chronic 
ulcers.  Besides  affording  prompt  relief  from  pain,  it 
was  thought  to  accelerate  healing.  The  poorest  results 
were  obtained  in  those  patients  suffering  from  exten- 
sive stasis  dermatitis. 

The  following  abstracts  of  case  histories  will  serve 
to  illustrate  some  of  the  points  mentioned: 

Case  1.  Mrs.  C.  H.,  a 51-year-old  housewife,  was 
admitted  to  the  hospital  October  26,  1946,  with  the 
following  history.  For  the  past  thirty  years  she  had 
had  painful  swelling  of  the  left  lower  extremity.  She 
had  had  recurrent  attacks  of  acute  thrombophlebitis 
following  each  of  her  five  pregnancies.  Two  years 
before  admission  she  had  another  attack  of  throm- 
bophlebitis following  a hemorrhoidectomy.  Shortly 
after  this  varicose  veins  were  injected  elsewhere  fol- 
lowing which  her  leg  became  much  worse  and  she 
developed  recurrent  ulcers.  For  two  years  before  ad- 
mission she  had  had  severe  pain  in  the  calf  on  walk- 
ing and  was  unable  to  walk  more  than  a block  with- 
out resting.  For  six  weeks  she  had  been  confined  to 
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bed  because  of  severe  pain  and  swelling  in  the  leg 
and  thigh.  Physical  examination  revealed  the  follow- 
ing positive  findings.  There  was  moderate  swelling 
and  marked  induration  of  the  entire  left  lower  ex- 
tremity. The  patient  stated  that  the  swelling  had  been 
much  more  pronounced  before  she  began  to  rest  in 
bed.  There  was  marked  tenderness,  redness  and  in- 
duration over  the  course  of  the  greater  saphenous 
vein  in  the  leg  and  in  the  upper  portion  of  the  thigh. 
No  pulsations  were  palpable  in  the  dorsalis  pedis  or 
posterior  tibial  arteries  on  the  left.  Pulsations  were 
normal  in  the  popliteal  and  femoral  arteries  on  the 
left  and  in  all  of  the  arteries  of  the  right  lower 
extremity. 

Course:  On  October  30,  1946,  caudal  anesthesia  was 
carried  out  for  three  and  a half  hours.  Following  this 
the  patient  was  completely  relieved  of  pain  and  was 
able  to  walk  two  blocks  without  any  distress  what- 
ever, whereas  previously,  walking  the  length  of  the 
room  would  cause  severe  pain.  Benefit  from  this 
lasted  for  about  three  days  after  which  her  pain  re- 
curred in  less  severe  form.  On  November  11,  lumbar 
sympathetic  block  was  carried  out  with  a similar  re- 
sult of  somewhat  shorter  duration.  On  November  13, 
left  lumbar  sympathectomy  was  done,  the  second,  third 
and  four  ganglia  and  their  rami  being  resected.  The 
patient  was  dismissed  from  the  hospital  on  November 
26,  1946,  markedly  improved.  She  returned  to  the 
hospital  January  5,  1947,  with  cellulitis  of  the  leg 
which  promptly  responded  to  treatment  with  heat 
and  penicillin.  When  last  examined  a year  following 
the  operation  the  patient  was  well,  was  able  to  walk 
a mile  without  discomfort,  and  there  was  no  swelling 
of  the  leg.  She  had  had  no  recurrence  of  the  ulcera- 
tion. The  pulsations  of  the  dorsalis  pedis  and  poste- 
rior tibial  arteries  still  could  not  be  palpated. 

Comment:  It  is  probable  that  part  of  this  patient’s 
symptoms  were  due  to  arterial  insufficiency  which  no 
doubt  accounted  for  the  claudication.  But  it  is 
thought  that  most  of  her  difficulty  was  due  to  recur- 
rent thrombophlebitis. 

Case  7.  Mrs.  M.  K.,  a 39-year-old  beauty  parlor 
operator,  was  admitted  to  the  hospital  on  December 
28,  1947.  She  had  had  severe  illiofemoral  throm- 
bophlebitis on  the  left  side  following  a uterine  sus- 
pension twelve  years  previously.  Ever  since  then  she 
had  had  recurrent  ulceration  of  the  leg  and  recurrent 
attacks  of  thrombophlebitis.  Even  between  the  at- 
tacks she  had  almost  constant  pain  when  standing. 
She  was  greatly  handicapped  in  her  occupation  be- 
cause of  pain  and  swelling,  and  for  the  past  two 
years  she  had  been  able  to  work  only  about  half  of 
the  time.  Physical  examination  revealed  marked 
swelling  of  the  entire  left  lower  extremity  with  a 
large  ulcer  just  above  the  medial  malleolus.  There 
was  mild  dermatitis  of  the  lower  leg.  There  was  a 
thrombosed  varicosity  of  the  internal  saphenous  vein 
in  the  middle  portion  of  the  leg  which  was  indurated 
and  very  tender. 

Course:  Novocaine  block  of  the  lumbar  sympathetic 
ganglia  was  carried  out  on  December  29,  1947,  with 
dramatic  relief  from  pain.  On  December  31.  1947, 
lumbar  sympathectomy  was  carried  out  as  in  the  pre- 
ceding case.  Convalescence  was  uneventful  and  the 
ulcer  promptly  healed.  The  patient  was  last  examined 
on  May  20,  1948,  when  she  was  working  full  time  as 
a beauty  parlor  operator  with  no  pain  whatever.  Her 
left  lower  extremity  was  warm  and  dry.  There  was 
slight  swelling  of  the  ankle  and  foot.  Although  there 
was  no  actual  ulceration,  the  skin  just  above  the 
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medial  malleolus  was  slightly  dusky  in  color  and  the 
patient  was  warned  to  restrict  her  activities  slightly. 

Comment:  This  patient  experienced  such  dramatic 
relief  from  pain  that  she  is  in  danger  of  engaging  in 
too  much  activity.  When  warned  in  regard  to  this  she 
stated  that  it  was  difficult  to  restrain  herself  when 
she  was  completely  free  from  pain  for  the  first  time 
in  twelve  years. 

Case  3.  Mr.  R.  N.,  a 74-year-old  retired  rancher, 
was  admitted  to  the  hospital  December  30,  1947,  with 
severe,  weeping  eczema  of  the  right  leg  of  two 
months  duration.  Twenty  years  before  admission  he 
had  severe  thrombophlebitis  following  a hernior- 
rhaphy. Ever  since  then  he  had  had  recurrent  attacks 
of  thrombophlebitis,  eczema,  and  ulceration  which 
had  caused  him  much  disability.  Physical  examination 
revealed  marked  swelling  of  the  entire  right  lower 
portion  of  the  thigh.  There  was  considerable  infec- 
tion over  the  dorsum  of  the  foot.  The  internal  saph- 
enous vein  was  indurated  and  tender  over  its  lower 
third. 

Course:  Sympathetic  block  was  carried  out  on  De- 
cember 31,  1947,  and  January  2,  1948.  This  was  fol- 
lowed by  no  relief  whatever.  The  dermatitis  respond- 
ed slowly  to  treatment  with  wet  dressings  of  Burro’s 
solution  followed  by  the  application  of  Unna’s  paste 
boots.  When  last  seen  in  March,  1948,  he  was  slightly 
improved  but  was  still  troubled  by  the  dermatitis, 
and  it  had  to  be  admitted  that  the  treatment  had  not 
helped  him. 

Comment:  This  case  is  typical  of  those  with  diffuse 
dermatitis  that  do  not  seem  to  respond  to  sympathetic 
block. 

DISCUSSION 

While  other  methods  of  treatment  in  addition  to 
interruption  of  the  lumbar  sympathetic  nerves  were 
employed,  it  is  thought  that  they  were  of  incidental 
importance  in  the  eventual  outcome.  In  those  cases 
which  showed  improvement  this  was  due  mainly  to 
sympathetic  block  or  sympathectomy  as  the  other 
methods  had  been  tried  repeatedly  in  the  past  with 
no  benefit.  It  is  true  that  the  decision  in  regard  to 
improvement  of  necessity  depended  largely  upon  the 
patient’s  subjective  feelings,  but  the  ultimate  results 
were  judged  by  whether  or  not  the  patient  was  re- 
stored to  a life  of  usefulness  and  able  to  carry  on  his 
former  occupation. 

I do  not  think  that  interruption  of  the  lumbar 
sympathetic  nerves  will  prove  to  be  the  treatment  of 
choice  in  all  cases  of  postphlebitic  syndrome  but  I 
do  believe  it  should  be  tried  in  any  case  in  which 
there  is  a chance  that  it  will  offer  any  benefit  what- 
ever. Sympathetic  block  with  novocaine  is  a safe 
and  simple  procedure  when  carried  out  by  one  who 
is  familiar  with  the  technique.  If  sympathetic  block 
cannot  be  done  for  any  reason  it  is  probable  that 
intravenous  injection  of  tetra  ethyl  ammonium  chlor- 
ide might  accomplish  the  same  purpose,  although  it 
was  not  used  in  any  of  the  cases  in  this  series. 

In  certain  cases  ligation  and  division  of  the  femoral 
or  iliac  vein  is  the  best  procedure.  This  serves  two 
purposes:  it  interrupts  the  sympathetic  impulses 
from  the  damaged  segment  of  vein  and  it  eliminates 
a useless,  damaged  vein  thus  preventing  further  at- 
tacks of  thrombophlebitis  with  the  attendant  danger 
of  embolism.  However,  it  is  thought  that  the  cases 
for  ligation  should  be  selected  with  extreme  care. 

So  far  sympathectomy  has  been  reserved  for  those 
patients  with  very  severe  signs  and  symptoms  who 
have  shown  dramatic  response  to  novocaine  block  of 


the  lumbar  sympathetic  nerves.  It  is  probable  that 
some  of  the  paients  who  have  been  treated  by  sympa- 
thetic block  will  require  further  blocks  in  the  future 
or  possibly  sympathectomy.  So  far  they  have  not  re- 
quired any  further  treatment. 

I again  wish  to  emphasize  the  fact  that  the  pa- 
tients should  be  impressed  with  the  idea  that  sympa- 
thectomy will  not  afford  them  a complete  cure  and 
that  they  should  not  be  lulled  into  a false  sense  of 
security  by  their  absence  of  pain. 

CONCLUSIONS 

1.  A review  of  the  current  methods  of  treatment  of 
the  postphlebitic  syndrome  is  given. 

2.  Twelve  cases  of  postphlebitic  syndrome  treated 
by  interruption  of  the  lumbar  sympathetic  nerves 
are  presented  with  satisfactory  results  in  seventy- 
five  per  cent. 

3.  The  best  results  were  obtained  in  those  patients 
with  severe  pain  due  to  recurrent  thrombophle- 
bitis or  ulceration. 

4.  While  it  is  not  claimed  the  interruption  of  the 
lumbar  sympathetics  will  benefit  all  cases  of  the 
postphlebitic  syndrome,  it  is  a safe  and  rational 
procedure  and  should  be  more  widely  employed. 
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(CONCLUDED) 


There  are  certain  of  the  active  inflammatory  dis- 
eases of  the  heart  which  deserve  mention.  Among 
these  are  acute  rhumatic  carditis,  sub-acute  bacterial 
endocarditis,  and  diphtheritic  myocarditis.  Concern- 
ing active  rheumatic  involvement  of  the  heart,  it  is 
better  to  defer  operation  for  at  least  six  months  after 
all  activity  has  ceased  if  this  is  at  all  possible.  No  pa- 
tient with  active  rheumatic  heart  disease  should  be 
subjected  to  surgery  unless  it  is  very  urgent,  since 
the  smoldering  process  in  the  heart  may  flare  up  and 
give  rise  to  serious  consequences  as  a result  of  shock 
and  lowered  resistance.  However,  surgery  in  the  face 
of  acute  rheumatic  fever  is  not  nearly  so  dangerous 
as  it  was  previous  to  the  advent  of  penicillin  and  its 
use  in  the  treatment  of  this  condition. 

Prior  to  the  last  few  years  it  has  been  out  of  all 
question  to  operate  in  the  presence  of  sub-acute  bac- 
teria lendocarditis  except  in  the  most  urgent  cases. 
Recently,  however,  since  the  introduction  of  penici- 
llin in  the  treatment  of  this  condition,  the  situation 
has  considerably  altered.  It  is  now  well  known  that 
it  is  possible  to  attain  permanent  arrest  of  the  infec- 
tion in  about  75  per  cent  of  the  cases.  Sufficient  time 
has  elapsed  to  warrant  the  statement  that  recurrence 
is  very  rare  since  the  infection  is  arrested  by  adequate 
treatment  with  penicillin.  It  is  much  better,  however, 
in  all  cases,  to  treat  with  penicillin  thoroughly  and 
wait  at  least  three  weeks,  if  this  is  possible,  following 
the  cessation  of  all  signs  of  activity.  Again  the  risk 
must  be  weighed  against  the  benefit  to  be  derived 
from  the  operation. 

Diphtheritic  myocarditis  is  a very  serious  condition 
and  sudden  death  is  possible  at  any  time  until  a 
number  of  months  or  a year  has  passed  since  all  signs 
of  activity  have  ceased.  Therefore,  it  is  wise  to  wait 
for  at  least  six  months  before  attempting  surgery, 
unless  the  need  is  urgent  and  necessary  to  save  life. 
Usually  we  do  not  find  that  diphtheria  leaves  any 
permanent  crippling  of  the  heart,  so  after  the  active 
carditis  has  ceased  it  is  perfectly  safe  to  go  ahead 
with  surgical  procedures. 

THYROTOXICOSIS 

In  thyrotoxicosis  in  heart  disease  surprisingly  the 
patient  will  usually  stand  surgery  very  well.  We  know 
that  surgical  procedures  are  instituted  in  a large 
per  cent  of  cases  of  thyrotoxicosis  for  removal  of  the 
thyroid,  or  part  of  the  thyroid,  and  even  other  surgi- 
cal procedures  are  carried  out  frequently,  especially 
if  the  patient  is  pretty  well  in  the  balance  with  iodides 
or  other  treatment  at  the  time. 

CONGENITAL  HEART  DISEASE 

Congenital  heart  disease  must  be  considered,  par- 
ticularly from  the  standpoint  of  the  seriousness  of 
the  lesion  and  whether  or  not  there  has  been  a history 
of  decompensation  or  there  is  decompensation  at  the 
time.  Operative  procedures  on  the  heart  are  being  car- 
ried out  in  these  patients,  as  well  as  in  patients  with 
valvular  heart  disease  from  rheumatic  fever.  As  a 
whole  they  seem  to  stand  surgery  very  well. 

Heart  block  and  the  cardiac  arrhythmias  present  a 


very  definite  risk  for  surgery.  Heart  block  especially 
is  a rather  grave  risk  and  if  there  are  dropped  beats 
in  addition  to  heart  block  the  risk  is  greater  than  in 
simpler  forms.  Intraventricular  or  bundle  branch 
block  is  generally  due  to  widespread  myocardial  dis- 
ease and  should  be  regarded  as  a serious  risk.  Only 
very  urgent  surgery  is  permissible  in  heart  block 
unless  the  block  is  in  a simple  form.  Fibrillation  or 
flutter  which  is  not  associated  with  serious  myocardial 
disease  or  with  evidence  of  congestive  heart  failure 
does  not  add  materially  to  the  risk  of  operation.  Pre- 
mature beats  and  extrasystoles  are  of  no  special  sig- 
nificance unless  they  are  associated  with  more  serious 
heart  disease.  Paroxysmal  tachycardia  of  short  dura- 
tion is  no  contra-indication  for  surgery  and  the  opera- 
tion should  not  be  interrupted  in  case  of  an  attack 
during  surgery.  Ventricular  tachycardia,  of  course,  is 
a serious  risk  for  operation  and  no  surgery  should  be 
attempted  except  in  extreme  emergency. 

ANESTHESIA 

The  choice  of  anesthetic  when  surgery  is  deemed 
advisable  depends  on  several  factors,  the  chief  ones 
being  safety,  the  rapidity  of  anesthesia,  to  prevent 
excitement  and  struggling,  and  third,  and  most  im- 
portant, the  anesthesia  must  furnish  enough  oxygen 
so  that  anoxia  or  ischemia  of  the  heart  muscle  will 
not  take  place.  In  using  general  anesthesia  I see  no 
reason  for  deviation  from  the  usual  in  pre-operative 
medication.  Usually  morphine  and  atrophine  or  De- 
merol may  be  used,  and  if  it  is  thought  best  one  of 
the  barbiturates,  such  as  Seconal  or  Nembutal  may 
be  given.  Choice  of  inhalation  anesthesia  for  general 
anesthetic  is  rather  wide  and  I might  say  at  this 
point  that  I prefer  ether,  since  it  acts  as  a coronary 
dilator,  and  with  oxygen  in  addition,  tends  to  provide 
the  heart  muscle  with  plenty  of  oxygen.  Cyclopropane 
should  never  be  used  when  there  is  any  degree  of 
heart  block  or  other  cardiac  arrhythmias.  Nitrous 
oxide  is  always  best  avoided  in  these  cases  because 
the  diseased  heart  muscle  or  diseased  heart  needs  as 
much  oxygen  as  it  is  possible  to  supply. 

I have  very  little  to  say  concerning  local  anesthesia 
except  that  I do  not  like  to  use  epinephrine  or  adren- 
alin with  a local  anesthesia  because  quite  often  we 
find  attacks  of  angina  brought  on  by  the  introduction 
of  a small  amount  of  adrenalin,  and  there  is  always 
danger,  of  coure,  of  myocardial  infarct  forming  at 
that  time.  Novocaine  and  procaine  are  well  tolerated 
in  regional  and  field  block  and  are  not  contra-indi- 
cated. Caudal  anesthesia  is  good  for  operations  about 
the  perineum,  and  is  safe  and  well  tolerated  in  most 
instances  and  is  practically  free  from  undesirable 
reactions.  However,  the  use  of  spinal  anesthesia  is 
limited  in  patients  with  heart  disease  because  of  the 
probability  of  a rapid  fall  in  blood  pressure  which  may 
induce  serious  consequences  in  such  patients.  The 
measures  employed  to  combat  or  prevent  such  a drop 
in  blood  pressure,  namely  ephedrine  and  its  allies, 
are  in  themselves  not  harmless  ordinarily,  but  they 
may  induce  angina  attacks  if  given  in  the  face  of  a 
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diseased  heart,  or  they  might  give  rise  to  various 
arrhythmias  in  susceptible  patients. 

OTHER  DRUGS 

If  one  is  faced  with  an  emergency  operation  in  a 
cardiac  patient  who  has  a history  of  congestive  heart 
failure,  or  who  is  in  congestive  heart  failure  at  the 
time,  it  is  wise  to  digitalize  promptly  and  this  is  much 
more  easily  done  now  than  it  was  a few  years  ago. 
Strophanthin  may  be  used  since  its  acts  more  rapidly 
than  most  preparations  of  digitalis,  but  usually  Crys- 
todigin,  or  one  of  the  other  forms  of  digitoxin  or 
digoxin,  may  be  used  in  full  digitalizing  doses  and  the 
patient  will  usually  become  digitalized  in  a very  few 
hours.  I have  given  1.2  mgm.  of  Crystodigin  by  rec- 
tum and  seen  the  patient  pretty  well  digitalized  in 
4 to  6 hours.  It  is  preferable  to  give  it  at  night  so 
that  the  patient  can  be  operated  the  next  morning 
and  be  in  very  good  condition. 

Extreme  caution  should  be  used  in  giving  paren- 
teral fluids,  plasma,  or  blood,  in  heart  cases,  even 
though  the  patient  is  not  decompensated  at  the  time 
of  operation.  It  is  not  at  all  unusual  for  a very  small 
transfusion  or  small  dosage  of  plasma  to  precipitate 
decompensation  in  an  apparently  well  person,  and 
the  risk  is  even  greater  in  one  with  a heart  condition. 

If  dextrose  is  to  be  given,  it  should  not  be  intro- 
duced in  amounts  of  over  500  c.c.  of  5 or  10%  solu- 
tion, and  this  in  water,  not  saline.  Oral  administra- 
tion of  fluids  up  to  2000  c.c.  daily  is  safe  and  should 
be  started  early. 

If  blood  is  to  be  given  it  should  be  watched  care- 
fully and  given  very  slowly  in  amounts  not  to  exceed 
250  c.c. 
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Southwestern  Medicine 

This  is  the  fifth  issue  of  SOUTHWESTERN  MEDI- 
CINE since  publication  was  resumed  last  July.  We 
have  made  considerable  progress  in  five  months,  and 
much  is  still  to  be  done.  We  think  you'll  be  interested 
to  hear  a little  of  both  our  accomplishments  and  our 
needs. 

First  of  all:  Who  gets  the  Journal?  The  original 
issue  went  to  slightly  over  1,200  doctors.  Two  months 
later  circulation  was  1,500.  Currently  there  are  nearly 
1,850  physicians  receiving  SOUTHWESTERN  MEDI- 
CINE each  month. 

The  journal  covers  West  Texas  from  El  Paso 
through  a radius  roughly  limited  by  Del  Rio,  San 
Angelo,  Abilene  and  Lubbock.  This  area  accounts  for 
a quarter  of  our  circulation. 

All  members  of  the  Arizona  State  Medical  Associa- 
tion receive  the  journal,  accounting  for  another  quar- 
ter. Similarly,  New  Mexico  State  Medical  Association 
members  are  on  our  list,  and  this  group  comprises 
not  quite  a quarter  of  total  circulation. 

Over  500  copies  of  SOUTHWESTERN  MEDICINE 
go  to  Mexico;  and,  herein,  we  believe  the  journal  is 
unique  among  medical  publications.  The  four  North 
Mexico  states  of  Chihuahua,  Coahuila,  Durango  and 
Sonora  are  covered  by  the  journal,  including  the 
cities  of  Torreon,  which  receives  110  copies;  Juarez, 
50  copies;  Chihuahua  City,  50  copies;  and  the  Sonora 
cities  of  Ciudad  Obregon,  Hermosillo  and  Nogales, 
which  receive  over  100  copies.  In  every  sense  of  the 
word  SOUTHWESTERN  MEDICINE  is  a border 
publication. 

Moreover,  in  the  first  five  months  SOUTHWEST- 
ERN MEDICINE  has  become  increasingly  representa- 
tive of  the  area  it  covers.  Herein  your  interest  and 
co-operation  will  be  most  helpful.  In  addition  to  scien- 
tific papers  we  welcome  letters.  Any  comment  you 


have  pertinent  to  medical  interests  will  encourage  an 
exchange  of  ideas  among  physicians  throughout  the 
entire  Southwest.  This,  in  turn,  will  serve  to  consoli- 
date the  extensive  area  covered  by  the  journal,  one 
of  our  principal  aims. 

By  no  means  must  your  letters  be  laudatory.  To 
the  contrary,  progress  can  more  often  be  achieved  in 
a good  humored,  perhaps  sharp  .difference  of  opinion. 

You  may  either  address  Delphin  von  Briesen,  M.D., 
First  National  Bank  Building,  El  Paso,  Texas,  or 
write  Southwestern  Medicine,  310  N.  Stanton,  El  Paso, 
Texas. 


SOUTHWESTERN  MEDICAL 
ASSOCIATION  PROGRAM 
GENERAL  SESSION 

Thursday,  October  28,  1948 


8:30  a.m.  Registration — Mezzanine — Hotel  Cortez 

10:00  a.m.  General  Assembly — Crystal  Ballroom — 
Hotel  Cortez 

Opening  of  Meeting — 

Dr.  W.  W.  Schuessler,  El  Paso,  Texas 
General  Chairman 

Welcome  by  Dr.  W.  R.  Curtis,  President, 
El  Paso  County  Medical  Society 

Response  from  Dr.  Leslie  M.  Smith,  Presi- 
dent, Southwestern  Medical  Association. 

Scientific  Session — Dr.  Leslie  M.  Smith 
presiding. 

10:30  a.m.  DR.  RALPH  REIS— “Office  Gynecology” 


11:15  a.m.  DR.  R.  J.  WHITACRE— 

“Problems  During  Anesthesia” 

12:00  p.m.  “Information  Please”  Luncheon 

(Medical),  El  Paso  Club,  10th  floor. 

Dr.  A.  C.  Shuler,  Carlsbad,  New  Mexico, 
presiding. 

Guest  Speakers:  Drs.  Souders,  Van  Alyea, 
Kronfeld  and  Plass. 


12:00  p.m.  “Information  Please”  Luncheon 

(Surgical),  El  Paso  Club,  10th  floor. 

Dr.  F.  P.  Miller,  El  Paso,  Texas,  presiding. 

Guest  Speakers:  Drs.  Zollinger,  Whit- 
acre,  Ghormley  and  Reis. 

2:00  p.m.  Dr.  R.  W.  Mendelson,  Albuquerque, 

New  Mexico,  presiding. 

DR.  O.  E.  VAN  ALYEA— 
“Otolaryngology  in  General  Practice” 


2:45  p.m  — DR. RALPH  K. GHORMLEY— “Prevention 
and  Treatment  of  Painful  Hips  in  Adults” 


3:30  p.m.  DR.  CARLTON  SOUDERS— 

“The  Management  of  Bronchiectasis” 


4:15  p.m.  DR.  ROBERT  M.  ZOLLINGER— “Indica- 
tions for  Surgery  in  Biliary  Disease” 


6 30  p.m.  Cocktails  and  Buffet — 

El  Paso  Biltmore,  Route  80 
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E.  E.  N.T.  GROUP 
Thursday,  October  28,  1948 

Meets  Sun  Room,  Mezzanine  Floor,  Hotel  Cortez, 
unless  otherwise  noted 

8:30  - 10:00  a.m.  Registration,  Mezzanine, 

Hotel  Cortez 

10:00  a.m.  Opening  of  Meeting — Crystal  Ballroom 
Hotel  Cortez 

10:30  a.m.  Dr.  James  S.  Walsh,  Douglas,  Arizona, 
presiding. 

DR.  O.  E.  VAN  ALYEA — “Treatment  of 
Acute  Nasal  and  Sinus  Infections” 


11:15  a.m.  Dr.  HUGH  HARE — “Carcinoma  of 
the  Thyroid” 

12:00  p.m.  “Information  Please”  Luncheon 

(Medical),  El  Paso  Club,  10th  floor. 

Dr.  Joseph  Bank,  Phoenix,  Arizona, 
presiding. 

Guest  Speakers:  Drs.  Souders,  Hare,  Plass, 
Van  Alyea  and  Kronfeld. 

12:00  p.m.  “Information  Please”  Luncheon 

(Surgical),  El  Paso  Club,  10th  floor. 

Dr.  R.  E.  Watts,  Silver  City,  New  Mexico, 
presiding. 

Guest  Speakers:  Drs.  Zollinger,  Ghormley, 
Reis,  Whitacre. 


12:00  p.m.  “Information  Please”  Luncheon 

(Medical),  El  Paso  Club,  10th  floor. 


GENERAL  ASSEMBLY 


2:00  p.m.  Dr.  Archie  E.  Cruthirds,  Phoenix,  Ari- 
zona, presiding. 

DR.  PETER  C.  KRONFELD— 
“Techniques  of  Iris  Inclusion  Operations” 

3:00  p.m.  Dr.  George  S.  Morrison,  Roswell,  New 
Mexico,  presiding. 

DR.  O.  E.  VAN  ALYEA— “Middle  Meatal 
Approach  to  the  Maxillary  Sinus” 


Dr.  E.  M.  Hayden,  Tucson,  Arizona,  presiding. 

2:00  p.m.  DR.  CARLTON  SOUDERS— “Clinical 
Aspects  of  Carcinoma  of  the  Lung” 

2:30  p.m.  DR.  HUGH  HARE, 

“Lymphoma  and  Lymphoid  Tumors” 

3:15  p.m.  DR.  E.  D.  PLASS,  “Use  of  Chemotherapy 
and  Antibiotics  in  Obstetrics” 


4:00  p.m.  Major  Jack  Bristow,  William  Beaumont 
General  Hospital,  presiding. 

DR.  PETER  C.  KRONFELD— “The  Differ- 
ential Diagnosis  of  Acute  Glaucomas” 


4:00  p.m.  Business  Meeting 

6:30  p.m.  Cocktails — Mezzanine,  Hotel  Cortez. 

8:00  p.m.  Annual  Banquet — Crystal  Ballroom — 
Hotel  Cortez 


Friday,  October  29,  1948 

9:00  a.m.  Dr.  Joseph  M.  Kinkade,  Tucson,  Arizona, 
presiding. 

DR.  O.  E.  VAN  ALYEA — “Sphenoiditis” 

10:30  a.m.  Dr.  Albert  W.  Egenhofer,  Santa  Fe,  New 
Mexico,  presiding. 

DR.  PETER  C.  KRONFELD— 

“My  Pet  Surgical  Instruments” 

12:00  p.m.  “Information  Please”  Luncheon 

(Medical),  El  Paso  Club,  10th  floor. 

2:00  p.m.  Dr.  D.  E.  Brinkerhoff,  Phoenix,  Arizona, 
presiding. 

DR.  O.  E.  VAN  ALYEA— 

“Management  of  Chronic  Sinusitis” 


• 3:00  p.m.  Dr.  W.  E.  Vandevere,  El  Paso,  Texas, 
presiding. 


DR.  PETER  C.  KRONFELD— 

“Selected  Cases  of  Retinal  Detachment” 
4:00  p.m.  Business  Meeting 


GENERAL  ASSEMBLY 
Saturday,  October  30,  1 948 

Dr.  J.  M.  Greer,  Phoenix,  Arizona,  presiding. 


9:00  a.m. 

DR.  E.  D.  PLASS — “Use  of  Blood  in 
Obstetrical  Complications” 

9:45  a.m. 

DR.  RALPH  GHORMLEY— “Late  Effects 
of  Fractures  About  the  Joints  of  the 
Lower  Extremity” 

10:30  a.m. 

DR.  R.  J.  WHITACRE— 
“Endotracheal  Anesthesia” 

11:15  a.m. 

DR.  ROBERT  M.  ZOLLINGER— “Current 
Trends  in  the  Surgical  Treatment  of 
Lesions  of  the  Stomach  and  Duodenum” 

12:00  p.m. 

Luncheon — Open 

2:00  p.m. 

Golf  Tournament,  El  Paso  Country  Club 

8:00  p.m. 

Football  Game:  Hardin-Simmons  vs. 
Texas  College  of  Mines.  Kidd  Field. 

GENERAL  ASSEMBLY 
Friday,  October  29,  1948 

Dr.  Leslie  M.  Smith,  El  Paso,  Texas,  presiding. 

9:45  a.m.  DR.  PETER  C.  KRONFELD— 

“First  Aid  in  Eye  Injuries” 

10:30  a.m.  DR.  RALPH  REIS,  “Present  Status  of 
Gynecology  and  Endocrinology” 


WOMEN'S  AUXILIARY  ACTIVITIES 

Thursday,  3:00  to  5:00  p.m. 

Home  of  Mrs.  E.  G.  Causey, 

1009  Park  Road 

Friday,  12:30  p.m.  Luncheon,  Hotel  Paso  Del  Norte 
Style  Show  .Courtesy  of  the  White  House 

Saturday,  12:00  p.m.  Luncheon,  The  Tivoli, 

Juarez,  Mexico 
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GUEST  SPEAKERS  HIGHLIGHT  OCT.  28-30  CONVENTION  PROGRAM 


I)R.  E.  D.  PLASS,  professor  of  obstetrics  and  gyne-  DR-  RALPH  REIS,  Chicago,  Illinois.  Dr.  Reis  will 
cology,  State  University  of  Iowa,  Iowa  City,  Iowa,  speak  on  office  gynecology  and  also  concerning  the 
Dr.  Plass  is  known  throughout  the  United  States.  present  status  of  endocrinology. 


DR.  CARLTON  SOUDERS,  internist,  Lahey  Clinic,^  DR.  ROBERT  M.  ZOLLINGER,  chairman  of  the  de- 
Boston,  Mass.  Bronchogenic  carcinoma  and  bronchies-  partment  of  surgery,  Ohio  State  University,  Colum- 

tasis  are  the  subjects  Dr.  Souders  will  discuss.  He  has  bus,  Ohio.  Surgery  of  the  gastrointestinal  tract  is  Dr. 

had  wide  experience  in  the  diagnosis  of  chest  disease.  Zollinger’s  subject. 
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Prominent  Specialists  from  Five  States  To  Address  Over  200 
Members  of  Southwestern  Medical  Association  During  El  Paso  Meeting 

Dr  Hugh  Hare  Not  Shown 


DR.  RALPH  K.  GHORMLEY,  orthopedist.  Mayo  Clin- 
ic, Rochester,  Minn.  Dr.  Ghormley  has  long  been  one 
of  the  leading  members  of  his  field  in  the  United 
States. 


DR.  PETER  C.  KRONFELD,  University  of  Illinois 
opthalmologist,  will  address  both  the  general  and 
specialist  groups  on  surgical  and  medical  treatment 
of  eye  disease. 


DR.  O.  E.  VAN  ALYEA,  otolaryngologist  of  Chicago,  DR.  R.  J.  WHITACRE,  anesthetist  of  Huron  Road 
will  address  both  the  general  group  and  the  EENrfi~^/Hospital,  Cleveland,  Ohio,  will  speak  on  problems  of 
groups  on  various  subjects  in  his  field.  anesthesia. 
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TWO  FORMS  POWDER 


LOCAL  SEDATIVE  IN  BENZOCAINE 


AL-SI-C  AL,  THE  ALL  IN  ONE 
MEDICATION.  NOW  AVAILABLE 
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EACH  AL-SI-CAL  TABLET  CONTAINS 
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Each  60  gr.  equivalent  to 
I teaspoonful  contains: 


Phenobarbital 1/4  gr. 

(WARNING:  May  be  hab»t  forming.) 

Extract  Belladonna i /6  gr. 

Benzocaine 1/4  gr. 

Calcium  Carbonate 24  gr. 

Magnesium  Oxide 10  gr. 

Magnesium  Trisilicate 15  gr. 

Dried  Aluminum 
Hydroxide  Gel 10  gr. 
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SOME  RECENT  ADVANCES  IN  DERMATOLOGIC  THERAPY 

H D Garrett,  M.  D 

EL  PASO.  TEXAS 


During  the  past  few  years  definite  advances  in 
therapeutic  efficiency  have  occurred  as  the  result  of 
investigation  into  pharmacologic  effects  of  new  chem- 
ical compounds.  In  dermatology  the  physician  often 
has  a choice  of  several  effective  remedies,  whereas,  in 
the  past,  failure  or  one  or  two  therapeutic  modalities 
meant  prolonged  discomfort  for  the  patient.  Since  it 
is  impossible  in  one  paper  to  discuss  all  these  ad- 
vances, only  a few  more  important  additions  to  ther- 
apy in  dermatology  will  be  considered. 

Probably  the  most  widely  described  and  commonly 
used  recent  innovations  in  therapy  are  the  various 
antibiotic  substances.  Penicillin,  in  common  with  sul- 
fonamide drugs,  has  been  elevated  to  frequent  use  in 
certain  dermatoses,  but  these  two  agents  possess  the 
unfortunate  potentiality  of  producing  cutaneous  sen- 
sitization, both  epidermal  as  well  as  dermal  types. 
Therefore,  either  topical  or  injection  administration 
of  penicillin  is  apt  to  lead  to  a worse  dermatologic 
condition  than  that  for  which  the  antibiotic  was  ad- 
ministei'ed.  Templeton  and  associates’  reported  that 
individuals  whose  skins  are  in  an  unstable  equilibrium 
because  of  some  exudative  dermatosis  are  poor  lisks 
for  use  of  penicillin,  and  they  warn  against  indiscrim- 
inate use  of  the  drug.  Goldman-  advised  that  topical 
penicillin  therapy  be  limited  to  impetigo,  superficial 
impetiginized  dermatitis,  pustular  folliculitis  and  ob- 
vious secondarily  infected  wounds  or  burns.  No  value 
has  been  found  in  therapy  utilizing  penicillin  in  the 
management  of  inflammatory  dermatoses  involving 
tissues  not  accessible  to  topical  application,  i.e.,  con- 
ditions such  as  seborrheic  dermatitis,  psoriasis  and 
similar  disorders. 

Areas  of  skin  which  have  been  invaded  by  certain 
fungi  are  thereby  rendered  sensitive  to  application 
of  penicillin  or  to  its  injection;  Lewis,’  along  with 
others,  has  reported  this  occurrence  as  a common 
finding.  Penicillin  by  injection  is  most  helpful  in 
furunculosis,  superficial  and  deep  pyodermas,  car- 
buncles, cellulitis  and  impetigo.  There  is  no  need  to 
discuss  injectable  preparations  of  penicillin,  as  they 
are  widely  known.  Topical  penicillin  preparations 
should  be  freshly  made  and  should  contain  500-10C0 
units  of  penicillin  per  gram  of  ointment  or  per  cubic 
centimeter  of  solution. 

Tyrothricin  is  an  adjunct  to  dermatologic  therapy 
which  holds  some  promise  of  greatness.’  This  sub- 
stance is  the  extract  from  a soil  bacillus.  Bacillus 
brevis,  and  combines  two  active  agents:  gramicidin, 
which  is  effective  against  gram-positive  organisms, 
and  tyrocidine,  which  is  bactericidal  for  gram-nega- 
tive organisms.  The  chief  disadvantage  of  this  product 
lies  in  the  fact  that  it  must  be  confined  to  topical  use 
solely,  as  it  possesses  strong  toxic  and  hemolytic  ef- 
fects when  injected  into  tissues.  In  contrast  to  peni- 
cillin* this  agent  has  a low  sensitizing  potential,  and, 
when  applied  in  the  proper  vehicle,  serves  as  an  ex- 
cellent modality  for  the  treatment  of  superficial  pyo- 
dermas, such  as  occur  in  ulcers.  It  is  important  to 
remember  that  a cream  or  ointment  base  for  tyro- 
thricin inactivates  the  antibiotic  agent,  according  to 
Sulzberger  and  others  who  have  studied  this  prob- 
lem. The  preferable  means  of  application  is  the  utili- 


zation of  intraderm  tyrothricin,1  a special  vehicle  con- 
taining the  antibiotic,  which,  when  properly  diluted, 
produces  a mixture  suitable  for  wet  applications. 

Topical  administration  of  streptomycin  has  not 
been  fully  investigated,  but  it  has  found  a useful  pur- 
pose in  treatment  of  infections  caused  in  part  or  in 
toto  by  bacillus  pyocyaneous7;  otitis  externa  is  per- 
haps the  best  example  of  such  an  infection.  A solu- 
tion containing  25-50  mg.  per  cubic  centimeter  may 
be  used  as  a wet  dressing  or  an  irrigating  solution, 
or  an  ointment  may  be  employed  containing  the  same 
concentration  per  gram  of  base.  The  principal  indica- 
tion in  dermatology  for  use  of  streptomycin  by  injec- 
tion is  in  treatment  of  granuloma  inguinale’;  rather 
spectacular  results  have  been  obtained  by  such  ther- 
apy. The  future  role  of  streptomycin  in  the  manage- 
ment of  tuberculosis  of  the  skin  is  not  yet  established, 
although  O’Leary  and  others  have  manifested  some 
optimism.  Cutaneous  eruptions  from  both  contact 
with’"  and  injection  of"  streptomycin  have  been  re- 
ported, and  it  can  be  assumed  that  as  the  drug  finds 
more  usage  that  the  number  of  sensitivities  will  in- 
crease. 

Bacitracin,  another  antibiotic,  which  is  produced  by 
the  gram-positive,  sporulating  bacillus  of  B.  subtilis 
group,  shows  promise  in  the  treatment  of  superficial 
pyogenic  infections.12  The  most  suitable  vehicle  for 
its  use  is  now  being  sought  and  it  will  assume  its 
position  in  the  future  among  the  other  antibiotics, 
many  of  which  are  under  study  presently. 

Physicians  today  are  besieged  by  great  masses  of 
samples  and  literature  on  the  antihistamine  drugs. 
In  this  field  of  endeavor  the  pharmacologist’s  goal  is 
the  perfection  of  a chemical  compound  which  will 
successfully  oppose  the  action  of  histamine  liberated 
within  the  tissues,  and  at  the  same  time  not  pioduce 
symptoms  by  its  own  action  which  would  be  dele- 
terious to  the  welfare  or  productive  ability  of  the 
individual.  This  group  of  drugs  has  been  prescribed 
in  a “scatter-shot"  fashion  in  all  dermatoses  in  an 
attempt  to  relieve  not  only  distressing  pruritus  but  in- 
flammatory lesions.  It  is  now  evident  that  the  employ- 
ment of  these  compounds  in  dermatology  is  indicated 
only  in  the  urticarial  dermatoses,  from  whatever 
cause,  and  in  some  cases  of  atopic  dermatitis.’  Since 
in  inflammatory  dermatoses,  such  as  psoriasis  and 
lichen  planus,  pruritus  is  due  to  a cellular  infiltrate 
in  the  cutis  surrounding  the  nerve  terminals  and  not 
to  liberation  of  histamine,  as  in  urticarial  cases,  there 
is  no  reason  to  employ  antihistamine  compounds. 

Many  comparisons  of  therapeutic  effectiveness  ver- 
sus side-effects  of  these  drugs  have  been  reported".’ 
In  most  reports  pyribenzamine  rates  as  the  drug  of 
choice,  being  closely  followed  by  benadryl  and  neo- 
antergan.  Topical  application  of  antihistamine  com- 
pounds in  ointment  bases  has  been  generally  discour- 
aging as  a means  of  relief  of  pruritus:  however,  the- 
phorin  ointment,  not  yet  released  for  general  use. 
appears  to  have  rather  marked  effectiveness  in  certain 
cases. 

A third  addition  to  the  armamentarium  of  physi- 
cians treating  diseases  of  the  skin  is  that  of  vitamin 
D2  and  its  related  compounds.  In  those  portions  of 
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the  world  where  tuberculosis  of  the  skin  is  prevalent, 
this  form  of  therapy  is  hailed  as  the  greatest  advance 
in  the  past  thirty  years.  Although  this  particular 
group  of  dermatoses  is  relatively  rare  in  our  section 
of  the  country,  consideration  should  be  given  in  view 
of  the  relief  obtained  in  a group  of  dermatoses  previ- 
ously resistant  to  treatment. 

Irradiation  of  ergosterol  results  in  the  formation 
of  a series  of  pharmacologic  compounds  of  different 
properties.  Of  the  series  calciferol  (vitamin  D2)  is 
the  only  member  which  is  antirachitic,  the  other  com- 
pounds having  actions  like  the  parathyroid  hormone; 
chief  among  these  latter  compounds  is  dihydro- 
tachysterol  (AT-10),  a reduction  product  of  tachy- 
sterol.  Both  calciferol  and  AT-10  profoundly  influence 
calcium  and  phosphorus  metabolism.  Parathyroid- 
like hormones  do  not  effect  absorption  of  phosphorus 
and  calcium  from  the  intestinal  tract  but  rather  pro- 
mote the  excretion  of  phosphorus  in  the  urine;  this 
in  turn  lowers  the  phospate  content  of  the  blood  and 
calcium  is  mobilized  from  the  bones  to  raise  the 
serum  calcium  level.  In  contrast,  calciferol  enhances 
the  intestinal  absorption  of  calcium  and  phosphorus 
and  the  serum  calcium  level  is  thereby  elevated;  the 
vitamin,  to  a minor  extent,  increases  phosphorus 
excretion  in  the  urine,  in  a manner  similar  to  AT-10. 

The  exact  mechanism  by  which  this  increase  in 
serum  calcium  effects  its  dramatic  results  is  not 
known.  Charpy10  believes  that  an  increase  in  phos- 
phatase in  the  tissues  causes  a lysis  of  the  tubercle 
bacilli,  the  vitamin  D?  being  responsible  for  the  in- 
crease of  phosphate  ions  in  the  tissues.  Dowling' T 
postulates  that  the  reticular  tissue  or  hemapoetic 
tissue  is  stimulated  in  such  a manner  as  to  cause  reso- 
lution of  the  tuberculosis  process;  he  feels  that  calci- 
ferol is  not  so  much  a chemotherapeutic  agent  as  it  is 
a catalyst  for  a normal  healing  process. 

Lupus  vulgaris,  a nemesis  in  dermatology,  re- 
sponds in  most  cases  very  favorably  to  calciferol 
therapy";  the  prognosis  of  the  disease  has  been 
greatly  improved,  indeed.  Erythema  induratum,  tu- 
berculosis colliquativa  (scrofuloderma)  and  tubercu- 
losis verrucosa  cutis  have  shown  favorable  response 
not  quite  so  marked  as  in  lupus  vulgaris.  Sarcoidosis, 
whose  tuberculous  etiology  is  not  definitely  estab- 
lished, has  in  some  instances  improved  rapidly.  In 
general,  those  dermatoses  in  which  tubercle  bacilli 
are  found  in  the  tissues  improve  most  under  this 
therapeutic  regime;  less  notable  effect  is  had  in  those 
conditions  due  to  the  hematogenous  dissemination  of 
tubercle  bacilli  or  their  products. 

The  dosage  of  calciferol  usually  employed  is  150,000 
to  300,000  units  daily  by  mouth;  this  amount  must  be 
given  for  several  months  in  some  cases  for  the  de- 
sired result  to  be  obtained.  Some  dermatologists  have 
utilized  the  intramuscular  route  of  injection,  but  the 
oral  mode  of  therapy  is  equally  effective  and  more 
easily  maintained.  These  compounds  are  potentially 
toxic  and  the  administration  must  be  coupled  with 
frequent  observation  of  the  patient  as  well  as  per- 
formance of  serum  calcium  level  determinations  at 
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intervals  during  protracted  courses  of  therapy.  The 
chance  of  kidney  complications,  such  as  acute  nephri- 
tis, is  ever  present;  fortunately,  the  patient  usually 
develops  symptoms  which  indicate  cessation  of  the 
drug  before  any  severe  damage  is  done  to  the  kidney. 

Among  other  advances  in  dermatologic  therapy, 
which  cannot  be  discussed  in  the  present  brief  paper, 
are  biochemical  studies  of  the  common  fungi  affect- 
ing human  skin  and  means  of  eradication,  value  of 
para-aminobenzoic  acid  in  certain  dermatoses,  the 
functions  of  podophyllin  applied  externally  and  the 
uses  of  vitamins  A and  E in  skin  disorders.  Investiga- 
tive procedures  on  a large  scale  are  now  in  progress 
on  these  and  many  other  problems  related  to  derma- 
tology, and  the  future  will  find  the  dermatologist 
accomplishing  much  more  than  applying  an  ointment 
to  the  patient’s  skin.  Moreover,  despite  the  ancient 
and  trite  adage  to  the  contrary,  the  dermatologist 
will  undoubtedly  enable  many  patients  to  recover 
from  their  dermatoses  in  a relatively  brief  period  at 
a reduced  financial  burden. 
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Treatment  of  residual  poliomyelitis  begins  at  the 
time  of  diagnosis.  Accepted  methods  of  early  treat- 
ment should  be  carried  out;  consisting  of  rest,  seda- 
tion, hot  packs,  and  splinting  for  prevention  of  de- 
formities. After  the  acute  stage  is  past  the  patient 
falls  into  the  convalescent  period;  this  period  lasts 
about  two  years.  During  this  time,  the  physician’s 
and  physiotherapist’s  main  attention  is  directed  to- 
wards prevention  of  deformities  and  restoring  of 
muscle  power  as  is  best  possible. 

Prevention  of  deformities  consists  of  adequate 
bracing  so  that  the  weak  muscles  are  not  stretched; 
what  is  usually  referred  to  as  the  normal  position  of 
the  extremity  or  back  is  maintained.  This  is  the  phy- 
sician’s and  bracemaker’s  responsibility;  the  phy- 
sician determines  which  muscles  require  splinting 
and  rest,  and  the  bracemaker  fills  the  required  pre- 
scription. After  the  brace  is  applied,  it  requires  con- 
tinual attention,  not  only  by  the  physician  but  by  the 
parents  and  bracemaker,  as  changes  are  made  as 
muscles  improve  or  become  weaker. 

Most  important  part  of  the  convalescent’s  care  is 
recovery  and  training  of  muscles.  This  must  be  done 
by  the  physiotherapist  and  physician.  However,  the 
large  responsibility  rests  upon  the  parents  of  the  dis- 
abled child.  Some  patients  require  long  periods  of 
hospit  lization  because  of  their  disability,  while  others 
may  be  returned  home  very  promptly.  During  their 
hospitalization,  one  or  both  parents  must  follow  the 
physiotherapist  in  her  method  of  stretching  strong 
muscles,  relaxing  weak  muscles  and  coaxing  weak 
muscles  into  contracting.  The  physician’s  and  physio- 
therapist’s work  is  of  no  avail  unless  the  work  is  car- 
ried on  persistently  at  home  under  the  guidance  and 
direction  of  the  parent. 

After  the  child  is  discharged  from  the  hospital  to 
the  care  of  the  parents,  there  should  be  periodic 
check-ups;  not  for  actual  therapeutic  purposes,  but, 
for  the  purpose  of  checking  upon  the  activities  of  the 
parent  and  child.  New  exercises  and  activities  can  be 
added  and  ununecessary  activities  dropped.  During 
the  first  month  or  so  after  the  child  has  been  released 
from  the  hospital,  this  should  be  done  weekly;  how- 
ever, after  the  child  and  parents  have  learned  to  co- 
operate, this  is  not  required  more  often  than  every 
month  or  so.  During  the  convalescent  stage,  it  is  felt 
that  no  compensatory  activity  should  be  carried  out 
whatsoever.  The  child  has  every  right  to  expect  to  be 
a human  being.  By  this  I mean  that  he  has  the  God- 
given  right  of  standing  on  two  feet.  He  should  not, 
during  this  stage  or  any  other  stage,  be  allowed  to 
slither  around  on  the  ground  like  a snake  or  reptile; 
if  he  cannot  walk,  he  should  be  made  to  sit  on  a 
chair;  if  he  cannot  sit  on  a chair,  he  should  be  made 
to  lie  in  bed.  Every  method  should  be  employed  to 
get  the  child,  or  patient,  into  the  upright,  standing 
position.  After  two  years  it  is  ordinarily  believed 
that  muscles  that  are  going  to  return,  have  returned, 
that  very  minimal  muscle  return  can  be  expected 
after  this  time. 

This  writer  does  not  intend  to  go  into  the  various 
techniques  of  bony  operations,  and  muscle  trans- 
planting that  have  been  devised.  He  merely  wishes 


to  state  that  he  does  not  believe  surgery  should  be 
eanied  out  on  patients  until  they  reach  approximately 
the  age  of  eight.  The  reason  for  this  is  that,  prior  to 
this  time,  most  of  the  bones  of  the  extremities  are 
more  cartilaginous  than  oseous.  If  adequate  surgery 
is  done  so  that  bony  fusions,  etc.,  are  accomplished, 
a great  deal  ol  cartilage  is  removed,  leaving  a small 
short  and  inferior  extremity.  A child  who  has  been 
splinted  early  in  the  course  of  his  convalescent  care 
of  poliomyelitis  has  become  used  to  his  brace,  and  to 
his  way  of  thinking,  this  is  a normal  situation  for 
him.  It  is  not  a great  handicap  for  a patient  to  wear 
a brace  for  a few  more  years  until  such  time  that 
suigical  intervention  can  give  him  adequate  relief. 

It  has  been  stated  that  the  only  advances  made  in 
the  treatment  of  acute  poliomyelitis  during  the  last 
fifty  years  has  been  during  the  convalescent  and  resi- 
dual stages  of  the  disease.  Surgical  techniques  have 
been  developed  to  a very  high  degree  and  marked 
improvements  of  residual  disabilities  have  been  ac- 
complished. When  we  have  found  the  method  of 
cur  ing  infantile  paralysis,  the  care  of  residual  polio- 
myelitis will  be  of  very  little  concern. 

The  treatment  of  residual  infantile  paralysis  con- 
sists in  determination,  persistency,  diligence,  and, 
above  all,  good  humor. 
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Ninth  Speaker  for  Program 

Originally  not  on  the  program  Dr.  Hugh  Hare, 
radiologist  of  the  Lahey  Clinic,  Boston,  will  address 
the  meeting  of  the  Southwestern  Medical  Association, 
El  Paso,  October  28-30,  on  the  following  subjects: 
Lymphomas  or  Lymphoid  Tumors,  and  also  Thyroid 
Tumors. 

Dr.  Hare  is  visiting  in  Las  Cruces,  New  Mexico,  and 
kindly  consented  to  prepare  papers  for  this  meeting. 
He  is  a widely  known  radiologist. 


Cocktail  Party  To  Precede  Banquet 

The  cocktail  party  which  precedes  the  annual  ban- 
quet Friday  evening,  October  29,  will  be  held  at  6:30 
p.m.  on  the  mezzanine  floor  of  Hotel  Cortez  and  will 
be  given  by  the  El  Paso  County  Medical  Society,  Dr. 
W.  R.  Curtis,  president  of  the  group,  has  announced. 

Traditionally  a part  of  Southwestern  Medical  Asso- 
ciation programs,  the  affair  will  be  attended  by  both 
visiting  physicians  and  their  ladies. 


Convention  To  Conclude 
With  Football  Game 

Scheduled  as  the  last  item  on  the  three-day  South- 
western Medical  Association  program,  the  Hardin- 
Simmons  — Texas  College  of  Mines  football  game 
promises  to  be  one  of  the  most  exciting  Border  Con- 
ference games  of  the  season.  The  game  will  be  played 
at  8:00  p.m.  Saturday,  October  30,  at  Kidd  Field. 

Hardin-Simmons  has  the  edge  in  games  won  in 
previous  meetings  between  the  two  teams.  However, 
boasting  the  best  team  in  its  history,  Mines  has  gone 
undefeated  so  far  this  year  and  will  enter  the  field 
the  favorite. 

Hardin-Simmons  lost  to  Arizona  in  Tucson  and  de- 
feated New  Mexico  in  Albuquerque  in  two  very  hard 
played  games.  Mines  has  successively  defeated  Mc- 
Murry,  Houston,  West  Texas  and  Brigham  Young. 

A block  of  seats  has  been  reserved  for  physicians 
attending  the  association  meeting.  Reservations  can 
be  made  on  program  invitations  previously  mailed  to 
Southwest  physicians.  Tickets  so  reserved  will  bear 
the  name  of  the  individual  and  are  being  held  in  the 
lobby  of  the  Hilton  Hotel.  They  may  be  obtained  any 
time  prior  to  the  game. 


Credit  Bureau  of  El  Paso 

Medical-Dental  Credit  Bureau 

908  Mills  Bldg.  El  Paso,  Texas 

CARLOS  L CARTER,  MGR 


MAICO  OF  EL  PASO 

* Hearing  Aids  * Audiometers  -e  Stethetrone 

MRS  EDNA  MILLS,  DISTRIBUTOR 

1001  MILLS  BLDG  3-5572 
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Golf  Tournament  Scheduled 
For  Last  Day  of  Meeting 

Details  of  the  Golf  Tournament  scheduled  for  Sat- 
urday, October  30,  the  last  day  of  the  Southwestern 
Medical  Association  meeting,  have  been  released  by 
Dr.  Ralph  Homan,  head  of  the  tournament  committee. 

Matches  may  be  played  at  the  El  Paso  Country  Club 
throughout  Saturday  with  the  exception  of  hours  be- 
tween 12:00  noon  and  2:00  p.m. 

If  playing  with  a Country  Club  member,  partici- 
pants will  be  informed  of  details  by  the  member. 
However,  participants  may  play  in  foursomes  of  their 
own,  without  club  members,  Dr.  Homan  said.  In  this 
event  players  should  first  report  to  Jack  Hardin,  club 
professional,  for  instruction  and  details. 

Top  two  prizes  for  tournament  winners  will  be  a 
set  of  woods.  Other  appropriate  prizes  will  be  pre- 
sented to  winners  in  other  categories,  Dr.  Homan 
said. 


Speakers  To  Receive  Gifts 

Each  of  the  nine  guest  speakers  who  will  appear 
during  the  three-day  Southwestern  Medical  Associa- 
tion program  will  receive  a belt  and  silver  buckle,  Dr. 
Leslie  M.  Smith,  association  president,  has  announced. 

Presentation  of  the  gifts  will  be  made  Friday  eve- 
ning, October  29,  at  the  annual  banquet,  scheduled 
for  8:00  p.m.  in  the  Crystal  Ballroom  of  Hotel  Cortez. 

As  a souvenir  of  typical  southwestern  hand  crafts- 
manship, the  belts  and  buckles  will  be  presented  by 
the  Southwestern  Medical  Association. 


Book  Review 

MICROBIOLOGY  and  PATHOLOGY,  Charles  F. 
Carter,  B.S.,  M.D.,  Dallas  .Texas.  C.  V.  Mosby  Com- 
pany, St.  Louis,  1948,  $5.00. 

This  is  a revised  edition  of  a work  in  print  since 
1936.  It  is  primarily  for  nurses  and  offers  a rather 
extensive  explanation  of  its  subject  in  a form  easily 
understood  by  those  without  formal  medical  training. 

A section  of  laboratory  exercises  and  a glossary 
are  very  good.  Suggestions  for  a course  in  the  sub- 
ject and  methods  and  demonstrations  for  carrying  it 
out  are  included  and  are  a valuable  portion  of  the 
book. 

WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician's  Phone  to 
Prescription  Department  - 3-2352 


McKEE'S  PRESCRIPTION 
PHARMACY 
Diabetic  Foods 

105-A  E.  SAN  ANTONIO  - 2-2693  - EL  PASO,  TEXAS 
I 


Prompt  24-Hour 

; MARTIN  AMBULANCE  SERVICE 

! 710  N.  Stanton  El  Paso,  Texas  i 


THIS  IS  AN  AGE  OF  SPECIALIZATION  . . . 

Our  Medical  Arts  Division,  under  the  supervision  of 
Betty  Gary,  is  splendidly  staffed  and  equipped  for 
the  collection  of  Professional  Accounts 

CREDITORS  SERVICE  BUREAU 

922-25  Mills  Bldg.  Dial  3-3646 

I - I 

tf-aat  ottealtli  Shop 

MAX  S.  KATZ,  Practipedist 

Feather  Weight  Arch  Supports 
Doctor’s  Orthopedic  Prescriptions  Filled 


308-9  CAPLES  BLDG  3-4532  EL  PASO,  TEXAS 

I 1 


HILTON 
DRUG  CO. 

Prescription  Department 

Hours:  5:30A.M.  to  12  Midnight 

Phone  3-2698 


MEDICAL  BOOKS 

OF  ALL  PUBLISHERS 

J.  A.  Majors  Co. 

MEDICAL  ARTS  BLDG  DALLAS,  TEXAS 
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Southwestern  Physicians’  Directory 


ARTHUR  P BLACK,  M D. 

ORVILLE  E EGBERT,  M D , F.  A C P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

PEDIATRICS 

ALLERGY 

DISEASES  OF  THE  CHEST 

525  MONTANA  STREET  EL  PASO,  TEXAS 

1025  FIRST  NATIONAL  BANK  BUILDING 
EL  PASO.  TEXAS 

EDWARD  BLANK,  M.  D 

73  3 WEST  MCDOWELL  ROAD  PHOENIX,  ARIZONA 

LESTER  C.  FEENER,  M D , FACP 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

PRACTICE  LIMITED  EXCLUSIVELY  TO 
PSYCHIATRY  AND  NEUROLOGY 

INTERNAL  MEDICINE 
Cardiovascular  Diseases 

Telephone  2-2181,  IF  NO  ANSWER:  3-4189 

401-3  BANNER  BLDG.  EL  PASO,  TEXAS 

CLEMENT  C.  BOEHLER,  M.  D. 

Diplomate  American  Board  Obstetrics  and  Gynecology 
Practice  Limited  to  Obstetrics  and  Gynecology 

J RICHARD  FUCHLOW,  M D.,  D A B R. 

RADIOLOGY 

1018  MILLS  BUILDING  EL  PASO,  TEXAS 

616  MILLS  BLDG.  3-3423  EL  PASO,  TEXAS 

DRS.  BRECK,  BASOM  AND  LEONARD 

H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO 

PRACTICE  LIMITED  TO  UROLOGY 

ORTHOPAEDIC  SURGERY 

520  MONTANA  STREET  3-1671  EL  PASO,  TEXAS 

31  1 BANNER  BUILDING  EL  PASO,  TEXAS 

BASIL  K BYRNE,  M D 

JOHN  RAYMOND  GREEN,  M.  D. 

CERTIFIED  EY  THE  AMERICAN  BOARD 

PEDIATRICS 

OF  NEUROLOGICAL  SURGERY 

NEUROLOGICAL  SURGERY 

800  MONTANA  STREET  3-1651  EL  PASO,  TEXAS 

910  PROFESSIONAL  BUILDING  4-2174  PHOENIX,  ARIZONA 

BRANCH  CRAIGE,  M D 

Frank  C Hodges,  M D J.  M Hooks.  M D 

(CERTIFIED  BY  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

HODGES  AND  HOOKS 

INTERNAL  MEDICINE 

ORTHOPEDIC  CLINIC 

800  MONTANA  STREET  EL  PASO.  TEXAS 

1442  N.  3RD  STREET  ABILENE,  TEXAS 

WICKLIFFE  R CURTIS,  M D , FACS 

(Certified  by  American  Board  of  Urology) 

G.  H JORDAN,  M.  D . F A C S.  C E.  WEBB,  M.  D F.  A C.  S. 

DRS  JORDAN  AND  WEBB 

PRACTICE  LIMITED  TO 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

DIPLOMATES  AMERICA  BOARD  OF  SURGERY 
GENERAL  AND  GYNECOLOGICAL  SURGERY 

215  FIRST  NATIONAL  BLDG.  EL  PASO.  TEXAS 

525  FIRST  NATIONAL  BLDG.  2-94  12  EL  PASO  TEXAS 

L O DUTTON,  M D. 

TRUETT  L MADDOX,  D D S 

ALLERGY 

ORAL  SURGERY 

616  MILLS  BLDG.  2-3671  EL  PASO,  TEXAS 

1031  FIRST  NATIONAL  BLDG  EL  PASO.  TEXAS 
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DRS  MASON,  HART  AND  BOVERIE 

RADIOLOGY  - ROENTGENOLOGY  - PATHOLOGY 
310  BANNER  BLDG.  3-4478  EL  PASO,  TEXAS 


VINCENT  M.  RAVEL,  M.  D 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

503  BANNER  BLDG.  2-9012  EL  PASO,  TEXAS 

ROSS~ wTr issler,  m.  d~ 

'.CERTIFIED  BY  THE  AMERICAN  BOARD  OF  INTERNE  MEDICINE) 

INTERNAL  MEDICINE  - CARDIOLOGY 

WALTER  W WOLLMANN,  M.D.,  F ACS 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 

GENERAL  SURGERY 

2001  GRANT  AVE.  3-1601  EL  PASO,  TEXAS 


S.  A SCHUSTER,  M D 
NEWTON  F WALKER,  M D 
F.  P.  SCHUSTER,  M.  D. 

EYE.  EAR.  NOSE  AND  THROAT  - BRONCHOSCOPY 
FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 


LESLIE  M.  SMITH,  M D.,  F A C P. 
H D GARRETT,  M D. 

DISEASES  OF  THE  SKIN 
X-ray  and  Radium  in  Skin  Malignancies 
FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 


M P SPEARMAN,  M.  D , FACS 

DlPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NOSE  - THROAT 

FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 


L E Wilcox,  M.  D.  Russell  L.  Deter.  M.  D 

DRS  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  FIRST  NATIONAL  BLDG.  2-6529  EL  PASO,  TEXAS 


THIS  SPACE  FOR  SALE 


Dutton's  Laboratory 

L O Dutton,  M.  D , Director 


616  Mills  Bldg., El  Paso,  Texas 
Telephone  2-3671 


Clinical  and  Pathological  Procedures:  I 

! 

Serology  Chemistry  ! 

I 

Clinical  Microscopy 

! 

j Bacteriology  Hematology  i 

j Rh  typing  and  antibody  titrations 
Pathology  Endocrine  studies 

I 


TURNER'S 
CLINICAL  & X-RAY 
LABORATORIES 

First  National  Bank  Building 
El  Paso.  Texas 

CLINICAL  PATHOLOGY 
X-RAY  DIAGNOSIS 
X-RAY  THERAPY 

RADIUM  THERAPY 

George  Turner,  M.  D 
Delphin  von  Briesen,  M D 
H F Heslington,  M D 
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Reduced  to  the  simplest 
terms,  medical  science 
attempts  to  answer  only 
one  question:  What  is  Lest 
for  the  patient?  Competent 
medical  advice,  coupled 
with  prompt,  adequate 
treatment,  is  the  only 
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Convention  a Success 

Much  time  and  effort  on  the  part  of  many  inter- 
ested people  went  into  making  the  first  postwar 
meeting  of  the  Southwestern  Medical  Association  an 
outstanding  success. 

Certainly  the  future  of  the  association  as  a clinical 
group  is  assured  and  therein  lies  the  means  of 
promoting  and  securing  the  welfare  of  the  medical 
profession  throughout  the  extensive  Southwest  area. 

It  would  be  impractical  to  list  the  names  of  all 
the  committee  members  who  made  contributions 
to  the  success  of  the  convention.  All  of  them  worked 
hard  and  diligently  and  their  efforts  have  not  gone 
unnoticed. 

Thanks  go.  too,  to  the  eight  outstanding  speakers 
who  gave  unstintingly  of  their  information  and 
knowledge,  as  well  as  to  E!  Paso  newspapers,  which 
reported  conscientiously  and  generously  the  doings 
of  the  convention. 

Finally,  we  would  especially  like  to  thank  those 
firms  sponsoring  commercial  exhibits  at  the  conven- 
tion and  without  whom  the  meeting  could  not  have 
been  held  at  all.  These  firms  are  listed  below: 

Mezzanine  Floor  Exhibits:  General  Electrical  X-ray 
Corporation,  P.  0.  Box  1850,  Dallas  1,  Texas;  Stan- 
dard Surgical  Company,  Inc.,  710  North  1st  Street, 
Phoenix,  Arizona;  and  E.  R.  Squibb  and  Sons,  745 
5th  Avenue,  New  York  22,  N.  Y. 

Scientific  Exhibit  Area:  Mission  Pharmacal  Com- 
pany, P.  O.  Box  417,  San  Antonio  6,  Texas;  G.  W. 
Carnrick  Company,  P.  O.  Box  244,  Newark  1,  N.  J.; 
Bilhuber-KnoII  Corporation,  Crane  Street,  Orange, 
N.  J.;  U.  S.  Vitamin  Corporation,  250  East  43rd 
Street,  New  York  17,  N.  Y.;  Maico  of  El  Paso,  1001 
Mills  Building,  El  Paso,  Texas;  Ciba  Pharmaceutical 
Products,  Inc.,  Summit,  N.  J.;  Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana:  Southwestern  Surgical  Sup- 


ply Company,  311  Mills  Street,  El  Paso,  Texas;  Mead 
Johnson  and  Company,  Evansville  21,  Indiana;  J.  B. 
Lippincott  Company,  East  Washington  Square,  Phila- 
delphia 5,  Pa.;  Park  Bishop  Surgical  Supply  Company, 
413  North  Mesa  Avenue,  P.  O.  Box  1461,  El  Paso, 
Texas;  Don  Baxter,  Inc.,  1015  Grandview  Avenue, 
Glendale  1,  Cal.;  Lanteen  Medical  Laboratories,  Inc., 
900  North  Franklin  Street,  Chicago  10,  Illinois;  and 
C.  B.  Fleet  Company.  921-927  Commerce  Street, 
Lynchburg,  Virginia. 


Who  Belongs  to  the  S.  W.  M.  A.P 

Numerous  queries  concerning  eligibility  for  mem- 
bership in  the  Southwestern  Medical  Association 
have  been  directed  to  this  office  subsequent  to  the 
convention  meeting  just  passed. 

Dr.  W.  R.  Curtis,  secretary-treasurer  of  the  associa- 
tion, has  clarified  the  point  and  your  attention  also 
is  directed  to  the  third  paragraph  of  the  report  of  the 
Committee  for  the  Revision  of  the  Constitution  and 
By-Laws,  published  elsewhere  in  this  issue. 

Membership  in  the  Southwest  group  is  automatic 
with  registration  and  payment  of  registration  fee  at 
any  given  annual  convention.  Those  physicians  who 
registered  at  the  October,  El  Paso  meeting  are  there- 
fore members  in  good  standing  for  the  year  1948- 
1949,  or  until  the  next  annual  convention.  South- 
western physicians  who  did  not  attend  the  convention 
will,  necessarily,  have  to  wait  until  the  next  one  at 
which  time  they  can  register  and  thus  become  bona 
fide  members  of  the  association. 


San  Antonio  To  Sponsor  Medical  Meet 

The  International  Post-Graduate  Medical  Assembly 
of  Southwest  Texas  has  announced  a three-day 
meeting  to  be  held  in  San  Antonio,  Texas,  January 
25  through  January  27. 

Approximately  15  specialists  from  all  sections  of 
the  country  are  scheduled  to  speak.  Each  will  deliver 
three  lectures. 

Registration  fee  is  $20.00.  Hotel  reservations  are 
available  through  the  International  Post-Graduate 
Medical  Assembly  of  Southwest  Texas,  P.  O.  Box 
2445,  San  Antonio,  Texas. 


New  Officers  Named  at  Meeting 

Among  items  of  business  covered  at  the  South- 
western Medical  Association  meeting  in  El  Paso  was 
the  election  and  installation  of  officers  for  the 
ensuing  year. 

New  officers  are  president,  Dr.  Joseph  M.  Greer, 
Phoenix;  president-elect,  Dr.  I.  J.  Marshall,  Roswell, 
N.  M.;  first  vice-president,  Dr.  W.  E.  Vandevere, 
El  Paso,  and  second  vice-president,  Dr.  Joseph  Bank, 
Phoenix. 

Selection  of  next  year’s  convention  city  was  not 
decided  during  the  meeting.  This  decision  rests  with 
the  association’s  executive  board  which  will  meet 
early  in  January  to  name  the  city. 


If  you  are  changing  or  have  changed  your 
office  location,  please  no*ify  SOUTH- 
WESTERN MEDICINE,  310  N.  Stanton,  El 
Paso,  Texas.  We  are  not  always  informed  of 
changes  of  address  by  the  Post  Office.  A post- 
card from  you  will  keep  our  records  up  to 
date  and  keep  the  journal  coming  to  you 
regularly. 
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REPORT  ON  REVISION  OF  THE  CONSTITUTION  AND  BY-LAWS 

As  Recommended  at  the  1948  Meeting  of  the  Southwestern  Medical  Association, 

Held  in  El  Paso,  October  29,  1948 


The  committee  for  the  revision  of  the  constitution 
and  by-laws,  Dr.  Louis  W.  Breck,  El  Paso,  chairman, 
reported  at  the  annual  business  meeting  making  cer- 
tain recommendations  toward  revision  of  the  consti- 
tution and  by-laws  to  bring  them  up  to  date. 

In  view  of  the  changing  character  of  the  association 
from  a closely  knit  organization  with  rigid  require- 
ments for  membership  to  a more  loosely  knit 
organization  operated  as  a clinical  conference  each 
year,  it  was  felt  necessary  to  change  the  requirements 
for  membership  and  to  abolish  the  annual  dues. 
It  was  recommended  that  those  portions  of  the 
constitution  relating  to  these  matters  be  changed. 

A considerable  part  of  the  constitution  deals  with 
the  Board  of  Censors.  It  was  recommended  that  this 
board  be  abolished  and  that  membership  be  auto- 
matic to  those  attending  the  annual  meeting,  the 
only  other  qualification  for  membership  being  that 
the  doctor  is  in  good  standing  in  his  local  county 
medical  society  and  the  association  of  the  state  in 
which  he  resides.  These  changes  were  recommended 
at  the  1948  meeting  but  will  not  be  effective  until  the 
1949  meeting  as  they  must  be  held  over  one  year. 

By-Laws 

The  by-laws  of  the  association  were  revised  to 
conform  with  the  present  plan  of  operation  of  the 
organization.  The  recommendations  made  by  the 
committee,  were  read  and  discussed.  Motion  was 
made,  seconded  and  passed  that  all  the  recommended 
changes  be  made  and  the  new  by-laws  are  herewith 
published  in  full. 

Article  1.  Duties  of  Officers 

Sec.  1.  The  president  shall  preside  at  all  meetings, 
shall  be  chairman  of  the  Executive  Committee  and 
ex-officio  member  of  all  standing  committees,  and 
shall  perform  all  the  duties  usually  incident  to  that 
office. 

Sec.  2.  The  president-elect  shall  serve  as  a mem- 
ber of  the  Executive  Committee  and  chairman  of  the 
Membership  Committee.  He  shall  assume  the  office 
and  duties  of  president  at  the  opening  of  the  general 
business  session  of  the  meeting  following  his  election. 

Sec.  3.  The  two  vice-presidents  shall  serve  as 
members  of  the  Executive  Committee  and  shall  rep- 
resent the  association  on  the  Board  of  Managers  of 
SOUTHWESTERN  MEDICINE.  In  the  event  of  ill- 
ness, death  or  absence  of  the  president,  the  first  vice- 
president  shall  serve  in  his  stead.  In  the  event  of  the 
inability  of  the  first  vice-president,  the  second  vice- 
president  shall  serve. 

Sec.  4.  The  secretary-treasurer  shall  keep  a correct 
record  of  all  proceedings  of  the  association  and  of 
the  Executive  Committee;  have  charge  of  all  books, 
papers  and  other  documents  of  the  association  and 
shall  conduct  all  correspondence,  including  notices 
to  members.  He  shall  collect  all  money,  keeping  a 
correct  account  of  same,  and  shall  render  at  the 
annual  meeting  a detailed  report  of  all  receiDts  and 
expenditures.  At  the  expiration  of  his  office  he 
shall  hand  over  to  the  Executive  Committee  or  to  his 
successor  all  money  and  property  in  his  possession 


belonging  to  the  association.  He  shall  be  a member 
of  the  Executive.  Membership  and  Publication  Com- 
mittees. 

Article  2.  Duties  of  Committees 

Sec.  1.  The  Executive  Committee  shall  consist  of 
the  elected  officers  and  the  chairman  of  the  Board 
of  Censors.  This  committee  shall  be  the  Board  of 
Trustees  of  the  association,  and  shall  perform  all 
the  duties  usually  performed  by  such  a board.  They 
shall  have  authority  to  act  for  the  association 
between  annual  meetings.  In  cooperation  with  the 
Program  Committee  they  shall  make  all  the  arrange- 
ments for  the  annual  meeting.  They  shall  serve  as 
the  finance  committee  with  authority  to  expend  the 
funds  of  the  association.  They  shall  determine  the 
dates  of  the  annual  meeting  and  arrange  with  the 
entertaining  society  for  financing  the  expenses  of 
such  meeting.  They  shall  have  authority  to  invite 
voluntary  contributions  from  the  members  of  the 
association  for  any  extraordinary  expense  which 
seems  necessary  for  the  advancement  of  the  associ- 
ation. They  shall  not  have  authority  to  levy  compul- 
sory assessments  on  the  members,  but  may  set  the 
amount  of  a registration  fee  for  the  annual  con- 
ference. 

(To  Be  Concluded) 
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CURRENT  TRENDS  IN  THE  SURGICAL  TREATMENT  OF  LESIONS 
OF  THE  STOMACH  AND  DUODENUM 

Robert  M.  Zollinger,  M D 

Professor  of  Surgery  and  Chairman  of  the  Department  of  Surgery,  Ohio  State  University.  Columbus,  Ohio 

and 

Stanley  O.  Hoerr,  M D 

Associate  Professor  of  Surgery.  Ohio  State  University.  Columbus.  Ohio 


Complaints  referable  to  the  stomach  are  among 
the  most  common  encountered  by  the  physician. 
Fortunately,  the  majority  are  inconsequential. 
However,  the  incidence  of  benign  ulceration  of  the 
stomach  or  duodenum  is  relatively  high,  and  the 
morbidity  associated  with  these  lesions  is  a serious 
economic  problem.  Furthermore,  carcinoma  of  the 
stomach  is  one  of  our  most  common  killers.  It  is  no 
wonder  that  so  much  effort  is  being  expended  in 
these  fields  to  improve  treatment. 

DUODENAL  ULCER 

Cunha,  in  discussing  peptic  ulcer,  recently  called 
attention  to  the  fact  that  during  the  past  50  years 
one  finds  14  etiologic  theories  and  concepts  as  to 
cause,  19  non-pharmaceutical  preparations,  89  differ- 
ent pharmaceutical  preparations  and  46  regimes  in 
therapy  recommended.  To  this  impressive  list  could 
be  added  numerous  surgical  procedures  which  have 
been  advocated  with  high  hopes.  According  to  many 
articles  in  medical  literature  and  lay  pictorial  press 
in  recent  years,  the  problem  of  peptic  ulcer  has 
been  solved  by  vagotomy.  More  recently  some  brave 
souls  have  ventured  to  question  this  optimistic  out- 
look. No  one  can  predict  the  next  drug  or  operation 
which  will  be  enthusiastically  reported.  This  is  not 
an  unusual  situation  in  medicine  when  we  find 
ourselves  treating  a chronic  disease  of  unknown 
etiology.  Although  the  etiology  of  duodenal  ulcer  is 
unknown,  the  importance  of  the  acid  factor  is  empha- 
sized from  all  experimental  and  clinical  evidence. 
Both  medical  and  surgical  therapy  is  directed  either 
toward  the  neutralization  of  the  gastric  juice  or 
the  decrease  of  its  production. 

It  is  helpful  to  classify  patients  with  duodenal 
ulcer  into  three  types:  mild,  moderate  and  severe. 
Surgery  should  be  reserved  for  severe  cases,  the 
medical  failures.  It  has  been  our  experience  that 
no  more  than  10  per  cent  of  all  patients  with  duo- 
denal ulcer  develop  some  complication  requiring 
surgery,  or  prove  so  intractable  that  operation  is 
sought  to  control  pain.  Improvements  in  medical 
management  may  well  cut  this  proportion  even 
further.  Both  physicians  and  surgeons  tend  to  develop 
a routine  form  of  treatment  which  they  apply  to 
every  patient  with  ulcer.  This  is  a mistake,  because 
a severe  case  will  require  more  intensive  therapy 
than  others.  The  commonest  omission  is  a period  of 
absolute  rest  in  bed.  The  management  of  stubborn 
cases  should  include,  if  at  all  possible,  hospitalization 
and  a systematic  regimen  under  supervision  for 
several  weeks.  During  this  time  the  patient  also  can 
be  educated  as  to  diet,  frequency  of  medication, 
and  the  benefits  of  sufficient  rest.  Sometimes  eco- 
nomic factors  will  not  permit  a lengthy  period  of 
bed  rest  or  hospitalization;  under  such  circumstances 
the  physician  must  be  guided  by  his  own  best  judge- 
ment in  protecting  the  overall  interests  of  the 
patient. 


The  trend  today  is  against  recommending  surgery 
for  patients  with  a chronic  duodenal  ulcer  unless 
the  patient  has  already  had  “adequate”  medical 
therapy;  adequate  therapy  is  generally  interpreted 
as  including  a period  of  hospitalization.  Prior  to 
1930,  when  this  view  was  not  generally  adopted,  a 
much  higher  proportion  of  cases  were  subjected  to 
surgery  without  a proper  trial  of  conservative 
measures.  The  long-term  follow-up  on  these  cases 
shows  that  the  surgeon  was  fairly  certain  to  have 
an  excellent  result  in  mild  and  moderate  cases, 
irrespective  of  the  operative  procedure  employed. 
Today  we  believe  that  the  bulk  of  these  patients 
could  have  and  should  have  been  controlled  by  a 
good  medical  regimen.  The  thoroughness  of  medical 
care,  therefore,  should  be  evaluated  by  all  concerned 
before  elective  surgery  is  recommended. 

In  selecting  the  surgical  procedure  to  be  per- 
formed for  any  given  patient,  the  surgeon,  like  the 
physician,  should  avoid  the  pitfall  of  using  a routine, 
lie  may  employ  a procedure  currently  in  vogue,  or 
one  that  he  learned  during  his  period  of  training, 
and  because  of  his  increasing  technical  proficiency 
at  that  particular  operation,  avoid  others — perhaps 
more  suitable  for  the  patient — at  which  he  is  less 
adept.  A slavish  devotion  to  one  particular  procedure 
will  necessarily  result  in  a higher  increase  of 
failure  than  is  necessary. 

Everyone  is  familiar  with  the  general  indications 
for  surgery  in  peptic  ulcer  which  include  (1)  free 
perforation;  (2)  massive  hemorrhage;  (3)  pyloric 
obstruction  and  (4)  intractable  pain.  Many  of  these 
complications  may  be  avoided  by  intensive  medical 
therapy.  A fifth  indication  may  be  the  possibility  of 
malignancy  in  a gastric  ulcer. 

Free  Perforation.  There  is  little  new  to  be  said 
concerning  the  management  of  the  patient  with  a 
free  perforation.  Prompt  operation  is  always  indi- 
cated in  the  patient  seen  within  a few  hours  of  the 
perforation,  and  is  usually  advisable  even  if  there 
has  been  some  delay.  Most  surgeons  feel  that  a simple 
closure  of  the  perforation  is  all  that  should  be  done, 
since  the  mortality  in  these  cases  is  still  high.  A 
biopsy  may  be  added  if  the  ulcer  is  gastric;  this 
adds  nothing  to  the  risk  and  may  make  possible 
an  early  diagnosis  of  malignancy.  The  use  of  constant 
gastric  suction,  massive  doses  of  penicillin,  frequent 
blood  transfusions,  and  proper  use  of  fluids  has 
lowered  the  mortality.  The  importance  of  a strict 
medical  regimen  for  these  patients  postoperatively 
cannot  be  overemphasized.  The  patient  unfortunate 
enough  to  have  had  a perforated  ulcer  must  be 
classed  as  a severe  case.  In  our  experience,  about 
fifty  per  cent  of  these  patients  get  into  difficulty 
later  on  unless  they  are  closely  supervised  by  their 
physician. 

Massive  Hemorrhage.  There  is  probably  more  dis- 
agreement in  the  management  of  massive  hemorrhage 
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than  in  any  other  complication  of  ulcer.  There  are 
two  chief  problems:  (1)  How  long  is  one  to  wait 
before  carrying  out  surgery?  and  (2)  Is  the  patient 
bleeding  from  a certain  ulcer,  or  is  the  origin  of 
the  bleeding  some  other  lesion  not  correctable  by 
operation? 

It  is  extremely  difficult  to  lay  down  set  rules 
which  apply  to  every  case.  Since  the  mortality  rate 
on  conservative  management  is  higher  in  patients 
over  50  years  of  age,  there  has  been  a tendency 
toward  conservatism  in  younger  patients,  and  toward 
operation  within  48  hours  of  onset  in  the  older  age 
group.  More  recently  the  emphasis  has  been  placed 
upon  the  rate  of  hemorrhage,  whether  steady,  or 
intermittent  as  shown  by  recurrent  syncope  or  shock. 

It  must  be  recalled  that  although  peptic  ulcer — 
usually  in  the  duodenum — accounts  for  about  75  per 
cent  of  all  cases  of  massive  upper  gastro-intestinal 
hemorrhage,  the  other  25  per  cent  bleed  from 
esophageal  varicies,  acute  gastritis,  gastric  neoplasm, 
etc.  There  is  also  an  undeterminate  group  which 
may  constitute  10  per  cent  or  more  of  all  cases  in 
whom  the  exact  source  of  hemorrhage  is  never 
determined,  even  at  post-mortem  examination. 
Emergency  surgery  should  be  resorted  to  only  in 
patients  with  a proven  gastric  or  duodenal  ulcer,  or 
gastric  neoplasm. 

There  is  usually  no  difficulty  in  diagnosing  severe 
hemorrhage.  These  patients  should  be  hospitalized 
whenever  possible.  They  require  blood,  and  some- 
times as  much  as  2,000  cc  must  be  given  rapidly  lo 
establish  the  circulation  of  an  exsanguinated  patient 
at  safe  levels.  More  frequently  small  amounts  initially 
will  suffice.  It  is  a mistake  to  administer  glucose 
and/or  saline  solutions  as  an  emergency  measure: 
such  solutions  will  temporarily  support  the  circula- 
tion, but  ultimately  result  in  loss  of  the  more 
important  components  of  the  blood  through  increased 
capillary  permeability.  Plasma  may  be  used  until 
whole  blood  is  available.  Demerol  or  one  of  the 
barbiturates  are  useful  to  allay  pain  or  anxiety.  If  the 
patient  is  vomiting,  we  have  not  hesitated  to  employ 
constant  gastric  suction  unless  there  is  good  reason 
to  suspect  from  the  history  that  the  hemorrhage 
is  coming  from  esophageal  varicosities.  If  there  is 
no  vomiting,  a bland  diet  with  some  type  of  non- 
absorbable alkali  is  started  at  once.  It  is  unwise  to 
use  ice  externally  on  the  epigastrium,  since  Bisgard 
has  shown  that  this  increases  gastric  motility. 

An  important  feature  of  the  immediate  manage- 
ment is  the  establishment  of  a graphic  record  of  the 
pulse  rate  and  blood  pressure,  to  be  taken  and 
recorded  at  least  every  30  to  60  minutes.  The  busy 
physician  can  then  see  at  a glance  the  state  of  the 
patient’s  condition.  He  can,  if  he  desires,  have  the 
nurse  notify  him  at  once  if  the  pulse  rate  exceeds 
a certain  level,  or  the  systolic  blood  pressure  drops, 
and  order  additional  blood  as  indicated. 

In  our  hospital  we  have  worked  out  a system 
with  the  Medical  Service,  based  upon  a complete 
evaluation  of  the  patient’s  progress  every  eight 
hours,  day  and  night,  until  there  is  convincing  evi- 
dence that  bleeding  has  ceased.  A red  cell  count, 
hemoglobin  level  and  hematocrit  are  determined 
every  eight  hours  during  the  twenty-four  hour  period. 
Blood  urea  nitrogen  and  plasma  proteins  are  de- 
termined daily.  An  accurate  record  is  kept  of  the 
total  fluid  intake  and  out-put. 

The  vast  majority  of  patients,  especially  under 
the  age  of  50,  respond  promptly  under  the  regime 
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outlined.  Danger  signals  of  persistent  bleeding,  or 
recurrent  massive  bleeding,  are  to  be  found  in 
hematemesis,  persistent  tarry  stools,  faintness  or 
syncope  after  temporary  improvement,  and  sudden 
rises  in  the  pulse  rate  or  drops  in  the  blood  pressure. 
Progressive  hemo-dilution  shown  by  laboratory  tests 
may  signify  continued  bleeding  or  insufficient  blood 
replacement.  We  have  established  the  arbitrary  rule 
of  giving  500  cc  of  blood  every  eight  hours,  day 
and  night,  if  there  is  evidence  of  continuing  hemor- 
rhage. This  may  be  continued  for  several  days  if 
necessary.  If  however,  it  becomes  manifest  by  any 
of  the  danger  signals  already  noted,  that  the  patient 
continues  to  require  more  than  this  amount  of  blood, 
we  consider  performing  an  emergency  operation. 

If  a definite  lesion  of  duodenum  or  stomach  has 
not  been  established  by  previous  studies,  we  insist 
upon  an  emergency  x-ray  in  an  effort  to  prove  the 
presence  of  an  ulcer.  This  can  be  a safe  procedure 
if  the  roentgenologist  is  warned  to  be  gentle,  and  if 
adequate  blood  is  immediately  available.  If  the  x-ray 
examination  is  negative,  or  shows  esophageal 
varices  or  gastritis,  we  are  inclined  to  rely  entirely 
upon  the  continued  use  of  whole  blood  transfusions, 
increasing  the  frequency  and  rate  if  necessary.  If 
surgery  is  decided  upon,  at  least  six  pints  of  blood 
should  be  available.  The  preferred  surgical  treatment 
is  gastric  resection  with  direct  control  of  the  bleed- 
ing point. 

THE  NUTRITIONAL  PROBLEM  IN  ELECTIVE 
OPERATIONS  FOR  CHRONIC  ULCER 

In  contrast  to  the  emergency  procedures  which 
may  be  necessary  in  the  proper  surgical  control  of 
acute  perforation  or  massive  hemorrhage,  there  is 
almost  always  sufficient  time  to  improve  to  an  opti- 
mal level  the  nutritional  status  of  patients  who  need 
an  operation  for  pyloric  obstruction,  for  repeated 
hemorrhages  during  an  inactive  phase,  or  for 
intractable  pain.  The  mortality  in  these  procedures 
has  been  substantially  lowered  as  a result  of  our 
better  understanding  of  this  problem.  Studley  years 
ago  showed  an  increased  risk  in  gastric  operations 
upon  patients  who  had  lost  considerable  weight.' 
Usually  it  is  a mistake  to  continue  the  average  ulcer- 
type  diet  once  the  decision  has  been  made  to  resort 
to  surgery.  Such  diets  may  be  low  in  protein  and 
total  calories,  and  it  is  desirable  to  increase  the 
intake  of  both  protein  and  calories  to  a maximum. 
Hypoproteinemia  may  be  responsible  for  a variety 
of  troublesome  postoperative  complications,  including 
edema  of  the  gastric  wall  and  site  of  the  anasta- 
mosis,  retarded  wound  healing,  and  delayed  gastric 
emptying.  These  patients  often  suffer  as  well  from 
anemia  of  various  degrees,  and  vitamin  depletion. 

In  the  unobstructed  patient,  a special  diet  high 
in  protein,  calories,  and  vitamins,  can  usually  be 
taken  by  mouth  over  a sufficient  period  to  insure 
restoration  of  deficiencies  and  weight  gain.  Anemia 
may  require  repeated  blood  transfusions. 

The  unobstructed  patient,  or  the  patient  who  for 
any  reason  cannot  take  sufficient  nourishment  in  a 
regular  diet,  requires  special  management.  Proteins 
and  calories  may  be  supplied  largely  by  a liquid 
diet.  It  is  often  desirable  to  give  in  addition  at  least 
two  liters  of  amigen  per  day  in  which  a glucose  con- 
centration of  15  per  cent  provides  additional  calories. 
A gram  of  vitamin  C should  be  given  daily.  If  the 
patient  has  lost  much  weight  from  starvation,  and  is 
in  very  poor  general  condition,  we  have  not  hesi- 
tated to  perform  a high  jejunostomy  for  feeding 
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the  patient  directly  by  this  means  until  his  general 
nutrition  has  improved.  It  is  possible  to  introduce 
about  1500  calories  by  this  route,  while  the  remainder 
is  supplied  parenterally.  Skim  milk,  or  homogenized 
whole  milk,  in  amounts  of  1000  to  1500  cc  per  24- 
hour  period  are  usually  well  tolerated.  Additional 
protein  or  carbohydrate  may  be  given  to  some 
patients,  but  will  be  followed  by  troublesome  diarrhea 
in  others. 

Obstructed  patients  require  special  attention  to 
the  biochemical  balance.  If  there  has  been  vomiting, 
voluntary  curtailment  of  fluid  intake,  or  aspiration 
of  gastric  juice  from  the  stomach,  these  fluids  with 
their  electrolyte  content  must  be  replaced.  There 
is  a normal  daily  requirement  of  5 to  7 grams  of 
sodium  chloride,  and  to  this  must  be  added  the 
amount  lost  in  juices  from  the  stomach,  which  is 
roughly  equivalent  to  half-strength  normal  saline. 
If  the  patient  requires  intravenous  fluids,  it  is  well 
to  use  a 10  per  cent  glucose  solution  in  order  to 
supply  extra  calories. 

Pyloric  Obstruction:  Formerly,  it  was  the  practice  to 
perform  a gastro  enterostomy  in  these  patients,  par- 
ticularly in  the  older  age  groups.  Although  it  was 
usually  effective,  failures  with  marginal  ulceration 
at  the  anastamosis  were  not  infrequent.  We  now 
realize  the  importance  of  considering  the  acid  pro- 
duction of  the  stomach  before  deciding  upon  the 
best  operation  for  any  given  patient.  This  may 
be  done  by  determining  the  amount  and  acidity 
of  the  12-hour  nocturnal  gastric  secretion.  If  this 
is  high  in  amount  and  acid,  the  acid  factor  must  be 
controlled  by  some  means  at  the  time  of  surgery. 


The  type  of  surgical  procedure  employed,  there- 
fore, depends  upon  the  age  of  the  patient,  his 
general  condition,  and  the  amount  and  acidity  of 
the  12-hour  nocturnal  gastric  secretion.  In  elderly, 
poor  risk  patients,  without  evidence  of  hypersecre- 
tion, a posterior  gastro-enterostomy  seems  the  safest 
and  most  satisfactory  procedure.  In  the  middle-age 
groups,  we  tend  to  control  the  acid  factor  by  vagus 
resection,  and  accompany  it  with  either  a pyloro- 
plasty or  a posterior  gastro-enterostomy.  In  the 
younger,  good  risk  patients,  we  prefer  a gastric 
resection,  provided  the  stomach  is  not  excessively 
dilated  and  the  gastric  wall  edematous;  if  it  is, 
vagus  resection  and  pyloroplasty  or  posterior  gastro- 
enterostomy is  employed  as  in  the  middle-age  group. 

Intractable  Pain.  “Intractable  pain,”  defined  as 
pain  which  will  not  respond  to  medical  treatment, 
has  long  been  considered  an  indication  for  surgery. 
The  criteria  employed  are  extremely  variable.  The 
trend  in  recent  years  has  been  to  insist  that  medical 
management,  including  bed  rest,  should  have  been 
tried  one  or  more  times  in  the  past  before  operation 
is  recommended.  However,  the  occupation  or  eco- 
nomic status  of  some  patients  may  not  permit, 
them  to  follow  a strict  medical  program.  Another 
group  would  rather  eat,  smoke  and  drink  as  they 
please,  despite  the  pain,  and  may  even  suggest 
surgery  at  a risk  they  would  gladly  accept  to  avoid 
the  dietary  discipline  of  strict  medical  management. 
This  is  especially  true  today  when  the  various  lay 
magazines  hail  the  merits  of  vagotomy.  As  a result, 
patients  are  in  a receptive  mood  for  surgery,  and 
perhaps  more  operations  than  are  justified  are  carried 
out.  Furthermore,  there  is  a temptation  to  recom- 
mend operation  in  certain  individuals  in  whom  the 
gastric  diagnosis  is  not  altogether  clear,  particu- 
larly psychoneurotics.  Any  surgical  procedure  recom- 
mended for  this  group  of  patients  with  intractable 
pain  must  effectively  control  the  over-production 
of  gastric  juice  of  high  acid  values. 

Gastric  Resection.  The  operation  of  radical  gastric 
resection  (including  at  least  75  per  cent  of  the 
stomach)  has  proved  to  be  effective  in  rehabilitating 
the  majority  of  patients  who  were  previously  ulcer 
invalids.  Modern  methods  have  gradually  reduced 
the  mortality  rate  until  one  commonly  encounters 
series  of  cases  with  an  operative  mortality  rate  of 
less  than  3 per  cent.  There  may  be,  nevertheless,  cer- 
tain undesirable  after-effects  of  radical  gastrectomy, 
often  more  famiilar  to  the  physician  who  cares  for  the 
patient  in  the  months  after  operation  than  to  the 
operating  surgeon.  A proportion  of  patients  fail 
to  regain  their  preoperative  weight,  food  capacity  is 
reduced  for  a variable  per  iod,  and  some  patients  may 
exhibit  unpleasant  reactions  to  certain  foods.  The 
term  “dumping  syndrome”  has  been  used  to  de- 
scribe some  of  these  undesirable  symptoms.  They 
commonly  occur  after  a meal  rich  in  carbohydrate, 
and  often  follow  breakfast  more  frequently  than 
other  meals.  In  studying  a group  of  these  patients  we 
found  that  they  could  be  benefited  by  regulation 
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of  the  carbohydrate  intake,  by  emphasizing  the  addi- 
tion of  fats  and  protein,  and  by  urging  smaller 
and  more  frequent  feedings. 

Although  the  procedure  has  earned  its  place  in  the 
surgical  treatment  of  ulcer,  it  is  doubtful  if  the 
mortality  figures  in  small  community  hospitals 
throughout  the  country  are  as  satisfactory  as  the 
ones  cited  above,  and  this  fact  combined  with  the 
recent  enthusiasm  for  vagus  resection  has  no  doubt 
played  its  part  in  decreasing  the  number  of  resec- 
tions being  carried  out. 

Vagus  Resection.  Reduced  to  its  simplest  terms, 
the  rationale  of  vagus  resection  is  as  follows:  (a)  pa- 
tients with  duodenal  ulcer  in  general  have  a greater 
output  of  gastric  juice  than  normal  individuals,  and 
the  acidity  of  the  juice  is  greater  than  normal; 
(b)  this  increased  acid  secretion  plays  a fundamental 
role  in  the  production  of  duodenal  ulcer;  (c)  this 
abnormal  increase  in  both  acidity  and  amount  is 
largely  a result  of  cerebral  hvperacitivity  mediated 
through  the  vagus  nerves;  (d)  division  of  the  vagus 
nerves  abolishes  this  “cephalic  stimulation"  of  gastric 
secretion,  reducing  the  amount  and  acidity  of  the 
secretion  in  ulcer  patients,  thus  permitting  the 
ulcer  to  heal. 

It  has  been  noted  that  there  is  often  an  immediate, 
striking  relief  of  ulcer  pain  following  vagus  resection, 
probably  due  to  the  interruption  of  pain  fibers 
carried  in  these  nerves.  Other  physiological  effects 
following  vagus  resection  may  be  less  desirable. 
There  are  frequently  a transient  diarrhea  and  a 
transient  esophageal  spasm,  usually  of  no  clinical 
consequence.  Of  greater  import  is  a consistent, 
marked  decrease  in  gastric  motility,  sufficient  to 
aggravate  any  element  of  obstruction  present  at  the 
site  of  the  ulcer.  As  pyloroplasty  or  gastro-enteros- 
tomy  has  been  used  more  and  more  as  an  adjunct 
to  vagus  resection,  the  disadvantages  of  gastric  hypo- 
motility  and  hypotonicity  have  been  largely 
circumvented. 

Vagus  resection  has  been  sufficiently  utilized  in 
the  past  few  years  to  permit  a limited  evaluation. 
It  is  more  widely  used  than  any  other  operation 
today  for  ulcer  with  intractable  pain.  It  should  never 
be  employed  as  the  sole  procedure  if  there  is  any 
evidence  of  pyloric  obstruction.  It  is  now  recognized 
that  a definite  percentage  of  even  those  patients 
without  clinical  evidence  of  obstruction  will  require 
a secondary  short-circuiting  procedure  to  overcome 
gastric  stasis  and  pyloric  obstruction  when  the  ulcer 
heals.  The  trend,  therefore,  is  to  perform  a pyloro- 
plasty or  a gastro-enterostomy  at  the  time  of  vagus 
resection  in  an  increasing  number  of  patients. 

Vagus  resection  has  probably  had  its  best  results 
in  the  treatment  of  marginal  ulcer,  following  a 
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preceding  gastro-enterostomy  or  gastric  resection 
It  offers  a good  prospect  of  cure,  and  a much  lower 
mortality  rate  than  the  other  more  complicated 
procedures  heretofore  advocated. 

There  are  insufficient  long-term  follow-ups  to 
determine  the  final  effectiveness  of  vagus  resection 
when  it  is  used  in  a patient  whose  chief  problem  is 
recurrent  hemorrhage.  It  is,  of  course,  unsuitable  and 
illogical  for  use  in  an  effort  to  control  an  active 
hemorrhage,  which  must  be  dealt  with — if  indicated 
— by  direct  control  of  the  bleeding;  nor  in  free  per- 
foration, which  requires  prompt  closure.  Finally,  it 
offers  nothing  for  the  patient  who  suffers  from  a 
gastric  neurosis  of  some  type,  but  has  no  proved 
organic  lesion.  The  strongest  advocates  of  vagus  re- 
section urge  extreme  caution  in  using  the  operation 
for  a psychoneurotic  individual,  even  if  he  has  a duo- 
denal ulcer.  Vagus  resection  is  contra-indicated  in 
gastric  ulver,  which  is  best  treated  by  gastric  resec- 
tion in  view  of  the  danger  of  malignancy  if  the  ulcer 
has  failed  to  heal  on  medical  management. 

Before  recommending  a vagus  resection,  the 
physician  should  ask  himself  the  following  questions: 
(1)  Has  the  patient  received  adequate  medical  care? 
The  best  results  following  vagus  resection  are  those 
in  patients  in  whom  medical  management  has  not 
controlled  pain.  The  more  severe  the  ulcer  pain 
preoperatively,  the  more  dramatic  the  effects  of 
vagus  resection.  (2)  Has  the  patient  a recently 
proved  duodenal  or  marginal  ulcer?  It  is  an  absolute 
prerequisite  to  operation  to  prove  the  presence  of 
an  ulcer  by  a recent  gastro-intestinal  x-ray.  The 
physician  should  not  be  tempted  to  recommend  oper- 
ation for  a patient  whose  symptoms  and  response 
to  medication  simulate  those  of  peptic  ulcer,  but  in 


Southwestern 


Surgical  Supply 


Company 


+ * * 


Your  Complete  Source  in  the 


Southwest  for  All  Ethical 


Medical  Equipment  and  Supplies  i 


i 

Tucson  Phoenix 


El  Paso 


80 


Southwestern  Medicine 


whom  x-ray  findings  are  consistently  negative. 
(3)  Is  the  12-hour  night  secretion  greater  than  normal 
in  volume  and  acidity?  This  provides  valuable  infor- 
mation in  the  selection  of  cases  for  vagus  resection, 
since  this  is  the  factor  which  will  be  directly  affected 
by  the  operation.  It  may  be  necessary  to  aspirate 
the  stomach  for  a twelve-hour  period  for  several 
nights  to  determine  accurate  values.  If  the  patient 
with  a proved  ulcer  maintains  a normal  night  secre- 
tion, the  continuation  of  medical  therapy  rather  than 
surgery  must  be  considered.  (4)  Lastly,  does  the 
patient  present  any  evidence  of  pyloric  obstruction? 
The  physician  should  weigh  the  data  available  from 
the  history,  the  x-ray  studies  and  gastric  aspirations. 
As  little  as  5 to  10  per  cent  retention  by  x-ray  may 
assume  significance  after  operation.  No  doubt  the 
subsequent  healing  of  large  active  ulcers  has  played 
a significant  role  in  the  production  of  the  troublesome 
postoperative  complication  of  gastric  retention.  If 
there  is  any  possibility  of  the  existence  or  the  devel- 
opment of  obstruction,  a pyloroplasty,  a gastro-enter- 
ostomy,  or  gastric  resection  should  be  performed  at 
the  time  of  vagus  resection. 

Results  of  Vagus  Resection  at  University  Hos- 
pital. During  the  last  2l/2  years  we  have  carried  out 
vagus  resection,  either  alone  or  with  another  gastric 
procedure,  in  39  selected  cases.  Vagus  resection  alone 
was  performed  in  4 patients.  One  of  these  4 has 
shown  evidence  of  considerable  gastric  stasis  and 
probably  will  require  a secondary  short-circuiting 
procedure.  There  were  21  patients  who  had  a vagus 
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resection  combined  with  a posterior  gastro-enteros- 
tomy.  Although  there  were  a number  of  troublesome 
complications  during  the  early  postoperative  period, 
at  the  present  time  only  one  patient  is  regarded  as 
an  unsatisfactory  result.  More  recently  we  have 
tended  to  use  pyloroplasty  instead  of  gastro-enteros- 
tomy,  and  have  carried  it  out  in  8 patients.  It  has 
been  our  impression  that  we  have  had  fewer  early 
postoperative  complications  in  this  group,  and  so  far 
no  case  would  be  classed  as  an  unsatisfactory  result. 
Vagus  resection  was  carried  out  with  gastric  resection 
in  three  patients  and  there  was  one  death  two  weeks 
after  operation  from  a plasma  reaction.  We  utilized 
the  procedure  in  three  patients  with  marginal  ulcer, 
and  classed  one  patient  as  an  unsatisfactory  result. 
Although  the  clinical  history  and  x-ray  evidence 
suggested  a marginal  ulcer  following  gastric  resec- 
tion in  this  patient,  we  were  unable  to  confirm  a 
marginal  ulcer  at  operation.  It  would  appear  that 
the  symptoms  of  this  patient  were  not  the  result 
of  gastric  pathology,  and  it  is  hardly  fair  to  condemn 
the  vagus  section  for  the  failure  to  control  his 
distress. 

At  the  present  time  our  tendency  is  to  combine 
vagus  resection  with  pyloroplasty  or  gastro-enteros- 
tomy  in  the  middle-age  group  and  poor  risk  patients. 
Radical  gastric  resection  is  employed  in  the  younger 
good  risk  patients  having  evidence  of  hyper-secretion, 
especially  if  repeated  hemorrhage  is  the  chief  indi- 
cation for  surgery. 

Vagus  resection  should  not  be  attempted  unless 
the  surgeon  is  competent  to  obtain  the  necessary 
exposure  and  make  certain  that  all  vagal  fibers  have 
been  divided.  In  100  dissections  in  our  clinic  carried 
out  at  the  autopsy  table,  it  was  confirmed  that  one 
or  more  definite  trunks  are  present  in  each  nerve 
at  a distance  of  2xk  cm.  adjacent  to  the  diaphragm. 
If  one  of  the  smaller  trunks  is  overlooked,  the 
procedure  is  doomed  to  fail.  There  is  probably  greater 
danger  of  overlooking  a second  trunk  on  the  posterior 
surface  of  the  esophagus  than  on  the  anterior  sur- 
face. Completeness  of  the  vagus  section  can  be  tested 
by  the  so-called  Hollander  test.  When  fifteen  or 
twenty  units  of  insulin  are  given  intravenously  and 
the  blood  sugar  level  falls  below  50  mgms.  per  cent, 
there  is  no  secretory  response  of  the  stomach  as 
shown  by  aspiration  if  all  vagus  fibers  are  divided.  It 
is  our  feeling  that  this  procedure  is  not  without 
danger  in  older  patients,  for  we  have  observed  one 
patient  who  developed  a cerebral  thrombosis  on  the 
evening  of  the  day  this  test  was  carried  out.  For  that 
reason  we  have  discontinued  using  this  test  in  the 
older  age  group.  In  our  series  patients  undergoing 
vagus  resection  have  averaged  a 12-hour  nocturnal 
gastric  secretion  of  more  than  1,000  cc;  postopera- 
tively  it  has  returned  to  nearly  normal  levels — 400  to 
500  cc  —evidencing  control  of  the  “cephalic”  phase 
of  secretion. 

It  must  not  be  forgotten  that  the  patient  subjected 
to  operation  for  a duodenal  or  marginal  ulcer  may 
have  a second  pathological  process  which  may 
result  in  failure  for  operations  designed  to  heal  the 
ulcer.  We  have  encountered  two  patients,  one  with 
duodenal  ulcer  and  one  with  marginal  ulcer  following 
a gastro-enterostomy,  whose  symptoms  simulating 
ulcer  were  so  severe  that  they  could  not  be  controlled 
medically.  At  the  time  of  operation  after  the  vagus 
nerves  were  resected,  a carcinoma  of  the  body  of 
the  pancreas  was  discovered  as  part  of  the  routine 
abdominal  exploration.  In  both  instances,  the  tody 
and  tail  of  the  pancreas,  along  with  the  spleen  were 
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removed  at  a second  operation.  This  emphasizes  the 
importance  of  thoroughly  examining  the  pancreas  at 
the  time  of  operation  for  ulcer.  The  true  cause  of 
the  symptoms  of  these  patients  might  have  gone 
undiscovered,  and  persistent  distress  regarded  as 
failures  of  the  vagus  section.  These  two  patients  are 
additional  justification  for  the  general  trend  of 
performing  vagus  resection  through  the  abdomen 
rather  than  through  the  chest,  permitting  inspection 
of  the  ulcer  site  and  of  the  upper  abdomen  gener- 
ally. It  is  now  generally  felt  that  the  vagus  resection 
can  be  carried  out  as  completely  through  the  trans- 
abdominal approach,  as  through  the  thoracic  ap- 
proach which  was  first  advocated. 

GASTRIC  ULCER 

While  the  possibility  of  carcinoma  practically  never 
arises  in  the  differential  diagnosis  of  duodenal  ulcer, 
it  is  a permanent  consideration  in  gastric  ulcer.  This 
fact  is  responsible  for  the  much  higher  incidence  of 
surgical  intervention  in  gastric  ulcer,  which  may 
be  as  great  as  one  patient  in  three.  In  general,  it 
can  be  stated  that  ulcerations  of  the  greater  curva- 
ture should  invariably  be  considered  malignant  and 
early  resection  advised.  Likewise,  prepyloric  ulcer, 
particularly  those  within  one  inch  of  the  pylorus, 
are  more  likely  than  not  to  be  malignant.  Lesions 
in  this  location  should  be  subjected  to  early  surgery 
rather  than  prolonged  medical  treatment.  Large 
gastric  ulcers  in  any  location,  especially  if  they  are 
an  inch  or  more  in  diameter,  must  always  be  viewed 
with  suspicion.  A trial  period  of  strict  medical  man- 
agement may  be  permissible  for  a small  ulceration 
along  the  lesser  curvature,  to  determine  if  the  lesion 
is  benign  or  malignant.  All  too  frequently,  however, 
a malignant  ulceration  will  show  a tendency  to  heal 
and  the  symptoms  subside  on  strict  medical  manage- 
ment. The  importance,  therefore,  of  repeated  exami- 
nations of  the  stomach  at  three  week  intervals  cannot 
be  overemphasized,  lest  on  early  carcinoma  of  the 
stomach  be  overlooked.  The  early  surgical  removal 
of  gastric  ulcerations  in  the  danger  zones  is  probably 
one  of  the  best  ways  to  lower  the  mortality  now 
associated  with  gastric  carcinoma. 

There  is  general  agreement  that  gastric  resection 
is  the  operation  of  choice  for  any  complication  of 
gastric  ulcer  requiring  surgery.  Since  the  danger  of 
malignancy  is  present  in  every  gastric  ulceration, 
it  is  usually  advisable  to  carry  out  a radical  pro- 
cedure in  order  to  remove  the  adjacent  lymphatics 
as  well  as  the  omentum,  although  limited  resections 
of  benign  lesions  are  attended  by  good  results. 
Vagus  resection  is  contraindicated. 

CARCINOMA  OF  THE  STOMACH 

It  is  a sad  and  unfortunate  fact  that  little  progress 
has  been  made  in  the  early  liagnosis  and  curative 
treatment  of  gastric  carcinoma.  Although  the  recent 
advances  in  surgery  have  increased  the  percentage 
of  resection  lesions,  and  the  extensiveness  of  such 
resections,  the  number  of  five-year  survivals  is 
discouraging.  Even  the  large  medical  centers  do  not 
report  more  than  seven  five-year  survivals  per  100 
people  with  proven  carcinoma  of  the  stomach.  Con- 
siderable recent  progress  has  been  made  by  utilizing 
the  thoracico-abdominal  approach  and  permitting  the 
removal  of  malignant  lesions  in  the  region  of  the 
fundus  and  the  esophageal-gastric  junction. 

It  is  common  today  to  perform  a total  resection 
of  the  stomach  which  usually  includes  the  spleen 
and  may  include  a portion  of  the  pancreas,  liver, 
large  bowel,  etc.  The  operative  mortality  from  these 
extensive  procedures  has  steadily  decreased.  We 


have  one  patient  leading  a perfectly  normal  life 
ten  yefrs  after  a total  gastrectomy  for  carcinoma  of 
the  stomach.  The  segment  of  jejunum  anastamosed 
to  the  esophagus  gradually  dilates,  permitting  the 
patient  eventually  to  enjoy  normal  eating  habits. 

SUMMARY 

The  current  trends  in  treatment  of  lesions  of  the 
stomach  and  duodenum  have  been  reviewed.  There 
is  no  one  surgical  procedure  uniformly  applicable 
to  every  patient  with  a duodenal  ulcer  which  cannot 
be  controlled  by  medical  management.  Although  the 
results  from  the  various  surgical  procedures  are 
improving,  they  do  not  as  yet  justify  a less  careful 
selection  of  patients  for  operation.  A high  percent- 
age (30%)  of  gastric  ulcers  require  surgical  inter- 
vention because  of  the  danger  of  malignancy.  The 
results  in  gastric  carcinoma  are  still  discouraging, 
although  it  is  anticipated  that  the  improved  tech- 
niques of  present  day  surgery  will  ultimately  increase 
the  number  of  5 year  survivals. 


SYLVESTER  G.  VON  ALMEN 

Dr.  Sylvester  G.  Von  Almen,  72,  El  Paso  physician 
and  surgeon,  died  November  10  in  a local  hospital. 

Retired  since  1945,  Dr.  Von  Almen  opened  offices 
in  El  Paso  in  1920  following  World  War  I during 
which  he  served  in  the  Medical  Corps  with  the  rank 
of  major.  Previously  he  practiced  medicine  for 
several  years  in  Clovis,  N.  M. 

Dr.  Von  Almen  was  born  in  Peoria,  111.  He 
specialized  in  eye,  ear,  nose  and  throat  practice  and 
was  for  many  years  physician  for  the  Santa  Fe 
raih'oad.  Dr.  Von  Almen  was  a member  of  the  El 
Paso  County  Medical  Society. 

Survivors  are  a sister  and  several  nieces  and 
nephews,  all  of  Peoria,  111. 


TURNER'S 
CLINICAL  & X-RAY 
LABORATORIES 


First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 
X-RAY  DIAGNOSIS 
X-RAY  THERAPY 

RADIUM  THERAPY 

George  Turner,  M D 
Delphin  von  Briesen,  M D 
H.  F Heslington,  M D 


82 


Southwestern  Medicine 


DECEMBER,  1948 


Southwestern  Physicians’  Directory 


WEST 

TEXAS 

ARTHUR  P BLACK,  M D 

LESTER  C FEENER,  M D , F A C P." 

PEDIATRICS 

INTERNAL  MEDICINE 

575  MONTANA  STREET  EL  PASO,  TEXAS 

Cardiovascular  Diseases 

401-3  BANNER  BLDG  EL  PASO',  TEXAS 

CLEMENT  C BOEHLER,  M.  D 

Diploj^te  American  Board  Obstetrics  and  Gynecology 

J RICHARD  FUCHLOW,  M D , D A B R 

Practice  Limited  to  Obstetrics  and  Gynecology 

RADIOLOGY 

1016  MILLS  BUILDING  EL  PASO,  TEXAS 

616  MILLS  BLDG,  3-3423  EL  PASO,  TEXAS 

DRS  BRECK,  BASOM  AND  LEONARD 

H.  M.  GIBSON,  M,  D. 

PRACTICE  LIMITED  TO 

ORTHOPAEDIC  SURGERY 

PRACTICE  LIMITED  TO  UROLOGY 

520  MONTANA  STREET  3-1671  EL  PASO,  TEXAS 

31  1 BANNER  BUILDING  EL  PASO,  TEXAS 

a--, 45 

Frank  C Hodges.  M D >.  J M HOOKS,  M D 

v BASIL  K BYRNE,  M D 

e 

PEDIATRICS 

HODGtS  AND  HOOKS 

ORTHOPEDIC  CLINIC 

800  MONTANA  STREET  3-1651  EL  PASO,  TEXAS 

1442  N.  3RD  STREET  ABILENE,  TEXAS 

G H JORDAN,  M D , F A C S.  C.  E WEBB,  M.  D.  F.  A.  C.  S. 

BRANCH  CRAIGE,  M D 

•CERTIFIED  BY  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

DRS  JORDAN  AND  WEBB 

DIPLOMATES  AMERICAN  BOARD  OF  SURGERY 

INTERNAL  MEDICINE 

GENERAL  AND  GYNECOLOGICAL  SURGERY 

800  MONTANA  STREET  EL  PASO,  TEXAS 

525  FIRST  NATIONAL  BLDG  2-9412  EL  PASO.  TEXAS 

WICKLIFFE  R CURTIS,  M D , F A C S 

(Certified  by  American  Board  of  Urology) 

TRUETT  L MADDOX,  D D S. 

PRACTICE  LIMITED  TO 

urological  diagnosis  and  surgery 

ORAL  SURGERY 

215  FIRST  NATIONAL  BLDG,  EL  PASO,  TEXAS 

103  1 FIRST  NATIONAL  BLDG  EL  PASO.  TEXAS 

L O DUTTON,  M D 

DRS  MASON,  HART  AND  BOVERIE 

ALLERGY 

RADIOLOGY  - ROENTGENOLOGY  - PATHOLOGY 

6)6  MILLS  BLDG  2-3671  EL  PASO.  TEXAS 

310  BANNER  BLDG.  * 3*44  78  EL  PASO.  TEXAS 

ORVILLE  E.  EGBERT,  M.  D , F.  A C P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

VINCENT  M,  RAVEL,  M D 

ALLERGY 

(Certified  by  American  Board  of  Radiology) 

DISEASES  OF  THE  CHEST 

X-RAY  AND  RADIUM 

1025  FIRST  NATIONAL  BANK  BUILDING 
EL  PASO,  TEXAS 

503  BANNER  BLDG.  2-9012  EL  PASO,  TEXAS 

DECEMBER,  1948 


Southwestern  Medicine 


83 


Southwestern  Physicians’  Directory 


ROSS  W.  RISSLER,  M.  D 

'.CERTIFIED  BY  THE  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

INTERNAL  MEDICINE  - CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D  , FACS 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 

GENERAL  SURGERY 


2001  GRANT  AVE. 


EL  PASO,  TEXAS 


WILLARD  W.  SCHUESSLER,  M D 

DIPLCMATE  AMERICAN  BOARD  OF  PLASTIC  SURGERY 

PLASTIC  AND  MAXILLO-FACI AL  SURGERY 


LESLIE  M.  SMITH,  M.  D , F.  A C P 
H.  D.  GARRETT,  M.  D 

DISEASES  OF  THE  SKIN 
X-ray  and  Radium  in  Skin  Malignancies 
FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 


1415  FIRST  NATIONAL  BLDG. 


EL  PASO.  TEXAS 


S.  A SCHUSTER,  M D 
NEWTON  F WALKER,  M.D. 

F.  P.  SCHUSTER,  M D 

EYE,  EAR,  NOSE  AND  THROAT  - BRONCHOSCOPY 

FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 


M P SPEARMAN,  M D,  F.  A.  C.  S 

DIPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NOSE  - THROAT 

FIRST  NATIONAL  BLDG.  2-601  1 EL  PASO,  TEXAS 


L.  E.  Wilcox,  M.  D.  Russell  L.  Deter,  M.  D. 

DRS  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  FIRST  NATIONAL  BLDG.  2-6529  EL  PASO,  TEXAS 


ARIZONA 


EDWARD  BLANK,  M.  D 

733  WEST  MCDOWELL  ROAD  PHOENIX,  ARIZONA 

PRACTICE  LIMITED  EXCLUSIVELY  TO 
PSYCHIATRY  AND  NEUROLOGY 

Telephone  2-2181  . IF  NO  ANSWER:  3-4189 


\ Bernard  L.  Melton,  m.  d.,  f.  a,  c.  s.,  f i.  c.  s. 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OPHTHALMOLOGY) 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OTOLARYNGOLOGY) 

EYE  EAR,  NOSE  AND  THROAT 

Dorsey  R.  Hoyt,  m.  d 

EYE,  EAR,  NOSE  AND  THROAT 

605  PROFESSIONAL  BUILDING  3-8209  PHOENIX,  ARIZONA 


JOHN  RAYMOND  GREEN,  M.  D. 

CERTIFIED  BY  THE  AMERICAN  BOARD 
OF  NEUROLOGICAL  SURGERY 

NEUROLOGICAL  SURGERY 

910  PROFESSIONAL  BUILDING  4-2174  PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician's  Phone  to 
Prescription  Department  - 3-2352 

FREE  DELIVERY 


HILTON 
DRUG  CO. 

Prescription  Department 

Hours:  5:30  A.  M.  to  12  Midnight 

Phone  3-2698 


i 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


EL  PASO, TEXAS 


YSLETA,  TEXAS 


i— 


Approved:  A merican  College  of  Surgeons 
Blue  Cross  Member  Hospital 
American  Hospital  Association 
Open  Staff 


Cotton  and  Erie 


El  Paso,  Texas 


MEDICINE 


Sec.  562,  P.  L.  & R. 
U.  S.  POSTAGE 


PAID 

El  Paso,  Texas 
Permit  No.  989 


OFFICIAL  JOURNAL  OF  THE  SOUTHWESTERN  MEDICAL  ASSOCIATION  AND  THE  EL  PASO  COUNTY  MEDICAL  SOCIETY 


January  1949 


PAGE 


Late  Effect  of  Fractures  About  the 

Joints  of  the  Lower  Extremity  . 7 

Ralph  K.  Ghormley,  M.  D , Mayo  Clinic,  Rochester,  Minn. 

Hotel  Dieu  Nursing  School 

Marks  Fiftieth  Year  11 

Surgical  Treatment  of  Hypertension  1 3 

Leopold  Villareal,  M.  D.,  El  Paso.  Texas 

Report  on  Revision  of 

Constitution  and  By-Laws  (concluded)  1 6 


UALITY  BEGINS  WITH  CRUDE  MATERIALS 
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First  they  are  inspected  macroscopicallv.  and 
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ETICYLOL 


A single  0.02  mg.  tablet  of  Eticylol*  (ethinyl  estradiol)  costs  only 
a few  cents.  This  small  dose,  administered  daily,  is  sufficient  to  main- 
tain the  average  menopausal  patient. 

Eticylol  is  not  only  convenient  but  is  pleasant  to  take  — with  no  dis- 
agreeable odor  or  after-taste.  The  “sense  of  well-being,”  associated  with 
the  use  of  naturally  occurring  estrogens,  is  usually  experienced.  Daily 
administration  of  this  steroid  sex  hormone  maintains  a relatively  stable 
level  of  estrogen  in  the  body.  When  therapeutic  doses  are  used,  side 
effects  rarely  occur. 

Eticylol:  Tablets  of  0.02  mg.  (white),  and  0.05  mg.  (yellow)  — bottles  of  100 
and  250. 

‘Formerly  Ethinyl  Estradiol-Ciba 


Ciba 

ETICYLOL  (brand  of  ethinyl  estradiol) — Trade  Mark  Reg. U. S. Pat. Off.  2/1422M 


in  dysmenorrhea 


PRANONE*  is  clinically  effective,  affording  relief  in  the  majority  of  cases  of 
dysmenorrhea. 

“Anhydro-hydroxy-progesterone  [Pranone]  was  administered  orally  to  a series 
of  28  patients  through  40  menstrual  cycles.  . . . Seventy-one  per  cent  of  the  patients 
were  benefited  by  the  medication.”1 

PRANG'  therapy  is  physiologic,  aiming  at  correction  of  the  responsible  hor- 
monal imbalance. 

“This  compound  . . . has  been  shown  to  have  progestomimetic  activity  when  admin- 
istered orally  in  immature  rabbits,  and  to  produce  in  human  beings  a progestinal 
effect  on  the  estrogen-primed  endometrium.”2 

therapy  is  simple  and  convenient  for  both  patient  and  physician. 

“The  oral  method  saved  the  time  of  both  the  patient  and  the  doctor.  Numerous 
trips  to  the  office  . . . were  unnecessary  when  tablets  of  pregneninolone  [Pranone] 
were  given  . . . the  cost  of  six  to  ten  days’  treatment  was  much  less.”3 

Pranone  10  to  25  mg.  daily  for  eight  to  ten  days  preceding  the  expected  date 
of  menstruation.  Occasionally  higher  doses  may  be  required. 


consider 
es  of 

NONE 

( AN H Y DHOH Y D ROX Y • PKOCESTE HON E U.S.P  XIII) 


Pranone,  Anhydrohydroxy-progesterone  U.S.P.  XIII,  is  available  in  tablets 
of  5 or  10  mg.  Boxes  of  20,  40,  100  and  250  tablets.  Also  25  mg.;  boxes  of  20  and  100  tablets. 


BIBLIOGRAPHY  1.  Soule,  S.  D. : J.  Clin.  Endocrinol.  1:567.  1941.  2.  Greenblatt.  R.  B.;  McCall,  E., 
and  Torpin,  R.:  Am.  J.  Obsl.  & Gynec.  42:50,  1941.  3.  Harding,  F E.  . Am.  J.  Obst.  A Gynec.  50:56,  1945. 
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High  blood  levels  . . . prolonged 
therapeutic  effect  . . . characterize 


' Duracillin , In  Oil ’ (Crystalline  Procaine  Penicillin — G 
in  Oil,  Lilly).  To  overwhelm  invading  bacteria,  effective  penicillin 
blood  levels  must  be  maintained  around  the  clock.  ' Duracillin , In  Oil?  is  more  than 
adequate  to  do  the  job*  An  injection  of  1 cc.  (300,000  units)  of 

' Duracillin , In  Oil?  assures,  for  at  least  twenty-four  hours,  blood 

concentrations  of  penicillin  that  are  sufficient  to  subdue  most  of  the 

virulent  penicillin-susceptible  organisms.  Repeating  the  1-cc.  dose  at 
twenty-four-hour  intervals  is  all  that  is  required  to  keep  most  invading 

pathogens  "on  the  run.”  Specify  ' Duracillin , In  Oil?  in  1-cc.  or  10-cc. 
rubber-stoppered  ampoules.  No  refrigeration  is  necessary. 


ELI  LILLY  AND  COMPANY 
Indianapolis  6,  Indiana,  U.  S.  A. 


*See  "Clinical  Evaluation  of  'Duracillin,  In  Oil,’  **  Physician  s Bulletin, 

Scptember-October,  1918. 
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The  Christmas  Seal  Campaign 

The  National  Tuberculosis  Association  was  founded 
in  1904.  Since,  in  approximately  one-half  a century, 
the  death  rate  from  tuberculosis  has  declined  at  least 
80  per  cent,  a saving  of  four  million  lives.  A major 
effort  toward  the  eradication  of  tuberculosis  must  be 
directed  against  that  50  per  cent  of  cases  which  re- 
main unnkown.  These  unknown  cases  constitute  a 
reservoir  of  infection  and  are  an  ever  present  menace 
to  the  health  of  the  populace. 

This  preventative  phase  is  that  in  which  the  annual 
Christmas  Seal  Campaign  plays  a major  role.  For 
example,  better  than  80  per  cent  of  the  funds  col- 
lected in  this  campaign  remain  in  the  community 
where  collected,  to  be  used  locally  for  both  thera- 
peutic and  preventative  measures  in  the  fight  against 
tuberculosis. 

One  of  the  major  functions  is  that  of  x-ray  examina- 
tion of  the  entire  adult  population.  It  would  not  be 
unreasonable  to  say  that  this  offers  the  only  solution 
to  the  problem  of  the  unknown  case.  The  local  efforts 
have  been  directed  towards  mass  x-ray  examination, 
insofar  as  this  is  feasible. 

It  is  also  to  be  remembered  that  mass  x-ray  exam- 
ination, as  well  as  revealing  the  presence  of  tuber- 
cular infiltrates,  may  well  also  reveal  the  presence  of 
other  types  of  infiltrates,  neoplastic  disease,  and  cer- 
tain cardiac  configurations  consistent  with  various 
types  of  heart  disease.  This  one  service  in  itself  justi- 
fies the  effort  which  has  been  concentrated  on  this 
very  worthy  campaign. 

This  campaign  has  been,  and  will  be,  supported 
actively  by  the  physician,  not  only  financially,  but 
also  professionally.  The  reading  of  the  x-ray  plates 
constitutes  one  of  the  many  services  which  the  medi- 


cal profession  as  a whole  renders  to  the  community 
as  a public  service.  When  the  x-ray  plate  is  reported 
as  being  abnormal,  the  patient  is  referred  to  his  or 
her  personal  physician. 

This  practice  represents  the  ethical  foundation 
upon  which  the  practice  of  medicine  is  based.  It 
cements  the  physician’s  and  patient’s  relationship,  so 
vital  in  the  practice  of  good  medicine.  The  perpetua- 
tion of  the  goal,  that  of  eradication  of  tuberculosis, 
so  eagerly  sought  by  the  proponents  of  the  Christmas 
Seal  Campaign,  can  only  be  realized  by  the  co-opera- 
tion of  the  medical  profession. 

Let  all  interested  parties  ask  themselves  the 
question: 

Will  we  get  this  co-operation  under  the  auspices  of 
the  proposed  National  Health  Insurance  Law  (social- 
ized medicine)? 

It  is  doubtful  that  any  bureaucracy  could  duplicate, 
in  any  sense,  the  progress  toward  eradication  of 
tuberculosis  that  has  been  achieved  by  the  National 
Tuberculosis  Association.  Surely,  no  person  would 
by  any  means  wish  to  jeopardize  this  progress.  Let 
us  keep  this  in  mind  in  coming  years.  As  the  tiny 
Christmas  Seal  carries  its  message  of  hope  to  those 
suffering  from  the  disease  over  this  great  land, 
remember  that  this  insurance  has  been  rendered  by 
free  and  willing  lay  and  professional  workers,  entirely 
by  public  contributions,  and  entirely  without  extra- 
ordinary aid  of  a political  nature. 


Dr.  von  Briesen  Resigns 

Wtih  publication  of  our  seventh  issue  and  the  first 
of  the  new  year  it  is  pertinent  and  proper  that  sincere 
thanks  be  extended  to  Dr.  Delphin  von  Briesen  who 
has  felt  it  necessary  to  relinquish  the  editorship 
because  of  the  heavy  demands  of  his  practice. 

During  his  six  months  tenure  Dr.  von  Briesen 
worked  diligently  to  establish  the  journal  as  an 
interesting  and  informational  publication.  It  is 
obvious  from  the  rapid  and  heartening  growth  of 
SOUTHWESTERN  MEDICINE  and  its  acceptance 
among  physicians  throughout  the  Southwest  that  his 
efforts  have  produced  results.  Most  certainly  he  has 
secured  a place  for  SOUTHWESTERN  MEDICINE  in 
the  field  of  medical  journals:  and,  no  matter  how 
extensive  our  future  growth  and  success,  it  can  not 
be  forgotten  that  Dr.  von  Briesen  laid  the  ground- 
work. Meanwhile,  he  has  consented  to  remain  an 
associate  editor  so  that  his  services  and  experience 
will  not  be  lost  to  us  entirely. 


Legislative  Epidemiology 

Socialized  medicine  is  fact,  not  theory,  in  England. 
The  results  of  the  practice  of  medicine  as  provided 
by  the  British  National  Health  Service  Act  are  begin- 
ning to  formulate:  and,  as  had  been  feared,  are  defi- 
nitely retarding  the  progress  of  medicine  and  may 
well  afford  a means  of  inciting,  perhaps,  the  reoccur- 
rence of  a devastating  epidemic  of  small  pox.  Com- 
pulsory vaccination  has  ceased  in  England. 

While  perhaps  compulsory  vaccination  was  not  as 
rigidly  enforced  as  it  should  have  been,  the  following 
figures,  presented  by  Greenwood,1  deserve  close 
scrutiny.  Between  1851  and  1880  more  than  130,000 
persons  in  England  and  Wales  died  of  small  pox. 
while  in  the  next  30  years,  there  were  only  about 
20.000.  After  this,  only  407  died,  and  of  these,  only  21 
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were  in  the  deeennium  of  1931  to  1940.  These  figures 
speak  for  themselves. 

Greenwood  further  believes  that  behind  the  repeal 
of  the  compulsory  vaccination  law  were  two  factors, 
the  first  being  the  fact  that  so  few  people  under  sixty 
had  ever  had  any  experience  with  small  pox  that  they, 
in  reality,  knew  nothing  about  it,  and  had  truly  a 
false  sense  of  security.  Secondly,  that  it  has  been 
proved  that  vaccination  may  have  mortal  conse- 
quences (postvaccinal  encephalomyelitis). 

Let  us  stop  for  a moment  and  consider  that  the 
term  virus  encephalitides  is  a collective  term.  It 
applies  to  all  viruses  and  includes  measles,  mumps, 
influenza,  antirabic  treatment,  as  well  as  the  tick  and 
mosquito  borne  strains  of  virus,  which  perhaps  may 
possess  more  neurotropic  affinity  than  other  viruses, 
with  the  exception  of  course  of  the  strain  or  strains 
causing  poliomyelitis.  There  is  no  doubt  that  the  end 
of  compulsory  vaccination  will  be  hailed  as  a victoiy 
by  the  various  cults,  antivivisectionists,  and  charla- 
tans who  have  opposed  the  procedure  for  years. 

Recently  (1947)  New  York  City  was  threatened 
with  an  outbreak  of  small  pox.  This  was  arrested 
by  the  vaccination  of  6,350,000  people  in  less  than  a 
month.  While  it  may  be,  perhaps,  politically  wise  to 
arrest  compulsory  vaccination,  surely  it  is  not 
economically,  or  medically,  wise  to  vaccinate  over 
6,000,000  people  every  time  a single  case  of  small  pox 
breaks  out.  This  is  an  excellent  emergency  measure 
but  would  be  overwhelming  as  a routine  measure. 

England  has  political  medicine.  The  United  States 
as  yet  has  not.  But,  the  threat  to  our  progress  is 
great.  The  pendulum  is  swinging  to  the  left.  It  is  the 
duty  of  every  practitioner  of  medicine  to  expend  the 
utmost  of  his  energy  to  stop  this  swing. 

In  the  near  future  we  will  undoubtedly  be  called 
upon  for  both  financial  and  verbal  help  to  prevent  the 
passage  of  an  act  in  the  United  States  similar  to  the 
British  National  Health  Service  Act  now  in  force  in 
England.  This  must  become  a primary  duty  to  all  of 
us  interested  in  the  practice  of  medicine.  In  discuss- 
ing the  proposed  $3,500,000  fund  promulgated  by  the 
American  Medical  Association  to  fight  national  health 
insurance,  Oscar  R.  Ewing,  Federal  Security  Admin- 
istrator, made  the  following  statement: 

“It  would  be  much  better  if  the  A.M.A.  spent  this 
"educational  fund’  enlightening  some  of  its  own  back- 
ward members.” 

Your  editor  would  be  indeed  willing  to  accept  his 
proportionate  part  of  this  money  so  that  he  might 
become  enlightened,  as  Mr.  Ewing  puts  it,  if  Mr. 
Ewing  would  accept  an  equal  amount  so  that  he  might 
possibly  study  the  problem  of  preventative  medicine 
as  applied  to  small  pox,  and  read  and  digest  that  part 
of  medical  history  which  deals  with  the  life  and  work 
of  the  illustrious  Jenner. 
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The  Late  Effect  of  Fractures  About  the  Joints  of  the  Lower  Extremity 

Ralph  K Ghormley,  M.  D 

Section  on  Orthopedic  Surgery,  Mayo  Clinic,  Rochester,  Minnesota 


In  any  consideration  of  fractures  of  the  lower  extremities,  the 
question  of  damage  to  joints,  either  primary  or  secondary,  is  of  the 
greatest  importance.  While  such  damage  may  not  be  obvious  at  first  in 
some  cases,  in  many  it  is  obvious,  and  proper  steps  are  taken  to  treat 
the  fracture  so  as  to  reduce  to  a minimum  the  late  changes  which  may 
result  from  such  damage.  In  others,  the  damage  is  not  so  obvious 


FIG.  1.  Old  fracture  of  the  external  tibial  plateau  with  depression  and  widening  of 
the  surface. 

and  may  not  appear  for  months  or  even  years  after  the  incit- 
ing injury.  Such  changes  are  much  more  frequently  seen  in 
joints  of  the  lower  extremities  owing,  of  course,  to  the  impor- 
tant factor  of  weight  bearing.  The  stresses  and  strains  of 
weight  bearing  on  the  articular  surfaces  of  the  joints  of  the 
lower  extremities  are  great,  and  when  those  articular  surfaces 
are  malaligned  or  damaged  as  a result  of  fracture,  the  wear 
and  tear  is  certain  to  produce,  in  time,  changes  that  may  be- 
come painful  and  produce  what  is  regarded  as  a traumatic 
arthritis. 

HIP  JOINT 


progressive,  and  with  the  irregu- 
larities set  up  on  the  articular 
surface  by  these  changes,  more  se- 
vere erosion  takes  place  and  fur- 
ther damage  results,  thus  a vi- 
cious circle  is  set  up.  The  more 
aggravation  this  is  given  by  ex- 
cess usage  of  the  joint,  the  more 
serious  the  damage  to  the  joint. 
THE  KNEE  JOINT 
While  the  same  factors  of  stress 
and  strain  that  result  in  damage 
to  the  hip  joint  are  present  in  the 
knee  joint,  the  construction  of  the 
knee  joint  is  such  that  much  more 
latitude  exists  for  sprains  and  in- 
juries to  occur  without  severe 
damage  to  the  articular  structures. 
Tears  of  the  ligaments  and  sprains 
occur  much  more  frequently  in  the 
knee  joint  than  in  the  hip  joint. 
The  stability  of  the  knee  that  re- 
sults from  accurate  fitting  together 
of  the  joint  surfaces  is  much  less 
than  that  of  the  hips;  much  of  the 
stability  of  the  knee  joint  is  de- 
pendent upon  its  ligaments,  where- 
as most  of  the  stability  of  the  hip 
is  dependent  on  the  accurate  fit- 
ting of  the  femoral  head  into  the  acetabu- 
lar cup.  A painful  traumatic  arthritis  is 
less  likely  to  develop  in  an  unstable  hip 
though,  in  time,  such  a condition  usually  de- 
velops in  either. 

Most  intra-articular  fractures  of  the  knee 
joint  will,  in  time,  lead  to  a certain  amount 
of  painful  traumatic  arthritis.  The  develop- 
ment of  such  a condition  is  in  direct  pro- 
portion to  the  amount  of  damage,  to  the 


The  joints  of  the  lower  extremity  are  so  made  as  to  combine 
a maximal  amount  of  stability  with  a maximal  amount  of 
mobility.  The  surfaces  of  the  hip  joint  are  so  fitted  together 
as  to  fulfill  these  conditions.  The  accurate  manner  in  which 
the  head  of  the  femur  fits  into  the  acetabulum  leaves  little 
room  for  irregularities  in  either  joint  surface  to  go  on  without 
damaging  the  smooth  surfaces  of  this  joint.  Hence,  traumatic 
arthritis  frequently  develops  in  hips  which  have  been  the  site 
of  an  injury,  particularly  such  injuries  as  a fracture  of  the 
neck  of  the  femur  with  a complicating  aspetic  necrosis  of  the 
head  of  the  femur;  also  such  fractures  as  “dashboard”  frac- 
tures of  the  acetabulum,  as  well  as  all  other  serious  fractures 
of  the  acetabulum,  are  certain  to  cause  development  of  changes 
which  will  lead  to  a traumatic  arthritis  unless  the  most  accu- 
rate type  of  reduction  and  repair  is  accomplished  and  the  most 
careful  follow-up  treatment  is  carried  out.  Dislocations  of  the 
hip,  which  in  many  instances  seem  to  regain  function  rapidly 
after  reduction,  are  often  the  cause  of  late  changes  which 
may  lead  to  a seriously  disabling  traumatic  arthritis.  Another 
type  of  injury  which  may  lead  to  severe  traumatic  arthritis  is 
the  so-called  infraction  of  the  head  of  the  femur.  In  this  con- 
dition the  articular  surfaces  of  the  head  of  the  femur,  as  well 
as  of  the  acetabulum,  become  severely  traumatized.  Secondary 
degenerative  changes  in  the  articular  surfaces  take  place  with 
fibrillation  of  the  cartilage  and  eburnation  of  the  bone  where 
the  articular  cartilage  becomes  thickened.  These  changes  are 


(Please  turn  paee.i 


FIG.  2.  Same  case  as  in  Fig.  1.  Knock-knee  de- 
formity of  the  left  leg  that  developed  as  a result  of 
the  old  fracture  of  the  plateau. 
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FIG.  3.  (A)  Anteroposterior  view  of  old  trimalleolar  fracture  with  tibiofibular  and  traumatic  arthritis.  (B)  Lateral 

view  showing  tibio-astragalar  arthritic  changes.  (C)  Characteristic  widening  of  the  ankle  joint  with  valgus  deformity  of  the  foot. 


failure  of  complete  reduction  and  to  the  amount  of 
excess  stresses  and  strains  applied  to  the  joint  over 
the  period  of  convalescence  and  afterward.  Some  cf 
these  fractures  which  are  most  important  are  frac- 
tures of  the  tibial  spine,  fractures  of  the  tibial  pla- 
teau, intra-articular  fractures  of  the  tibia  as  well  as 
of  the  femur,  and  fractures  of  the  condylar  surfaces 
of  the  femur 

Fractures  of  the  Spine  of  the  Tibia. — In  these  frac- 
tures, it  is  important  to  get  as  accurate  a replacement 
as  possible  in  order  to  avoid  any  blocking  of  joint 
extension  after  healing  takes  place.  Such  reduction 
may  be  accomplished  by  gentle  manipulative  treat- 
ment, and  if  full  . extension  of  the  joint  can  be 
demonstrated  and  the  roentgenogram  shows  reduc- 
tion of  the  fragment,  satisfactory  results  will  be 
obtained.  In  cases  in  which  extension  cannot  be  re- 
gained after  manipulation,  the  joint  should  be  opened 
and  the  fragment  either  reduced  or  removed,  de- 
pending on  whether  satisfactory  reposition  and  fixa- 
tion can  be  obtained.  It  should  be  remembered  that 
the  attachment  of  the  anterior  crucial  ligament  to 
the  spine  of  the  tibia  is  damaged  and  that  replace- 
ment of  the  fragment  with  healing  will  produce  a 
much  more  useful  knee.  In  cases  in  which  accurate 
replacement  is  not  accomplished  or  the  fragment  is 
not  removed,  repeated  traumatisms  to  the  articular 
surface  from  the  impingement  of  the  misplaced  flag 
ment  will  produce  a traumatic  arthritis  which  will 
cause  symptoms  and  sometimes  will  become  severely 
disabling. 

Fractures  of  the  tibial  plateau  (figs.  1 and  2)  have 
become  recognized  as  one  of  the  more  common  types 
of  fracture  about  the  knee.  In  years  past,  this  par- 
ticular type  of  fracture  either  did  not  occur  or,  more 
likely,  was  not  recognized.  Often,  too,  roentgenograms 
failed  to  reveal  the  fracture,  particularly  if  of  mild 
degree.  However,  it  is  important  to  recognise  all  of 
these  fractures,  which  can  be  done  by  carefully  ex- 
amining the  knee  for  lateral  instability  and  taking 


carefully  centered  and  accurately  exposed  roentgeno 
grams. 

While  many  of  the  milder  fractures  of  the  plateau 
may  be  treated  conservatively  with  fairly  satisfactory 
results,  it  is  the  opinion  of  my  colleagues  and  myself 
that  in  the  more  severe  cases  the  fracture  should  be 
treated  by  open  reduction.  In  many  cases  severe 
internal  derangement  takes  place,  with  tears  of  the 
semilunar  cartilages  and  marked  disruption  of  the 
articular  surface.  The  depression  of  the  tibial  plateau 
will  produce  an  unstable  knee  joint  which  will  lead 
to  a definite  knock-knee  or  bowleg  deformity  with 
disability  and  secondary  traumatic  arthritis.  Besides 
exploration  of  the  joint,  care  should  be  taken  to 
elevate  the  plateau  and,  if  necessary,  to  graft  bone 
beneath  the  plateau  to  hold  it  in  place. 

Intra-articular  fractures. — Intra-articular  fractures 
of  either  the  femur  or  tibia,  in  which  longitudinal 
fractures  entering  the  joint  occur,  are  often  accom- 
panied by  severe  damage  to  the  joint  surface.  The 
extent  of  this  damage  varies  with  the  extent  of  the 
fracture  ,the  amount  of  comminution  of  the  joint  sur- 
face, and  the  amount  of  direct  trauma  to  the  articular 
surfaces.  Often  the  fragments  can  be  accurately 
brought  together  by  open  reduction  and  fixation, 
either  with  a lag  screw  or  a bolt.  It  is  our  experience 
at  the  clinic  that  unless  accurate  reduction  is  accom- 
plished, the  late  changes  that  result  from  these  frac- 
tures will  often  lead  to  a traumatic  arthritis  which 
may  require  arthrodesis  to  relieve  the  pain. 

Fractures  of  the  Condyles. — Fractures  of  the  femo- 
ral condyles,  while  less  frequently  seen  than  those  of 
the  tibial  plateau,  do  occur  and  vary  from  small  frac- 
ture sprains  to  complete  fractures  through  one  or 
both  condyles.  The  amount  of  damage  to  the  articular 
surfaces  is  dependent  on  the  severity  of  the  comminu- 
tion of  the  condylar  fragments. 

Again,  accurate  reduction  is  essential  to  re-estab- 
lish the  joint  contours  as  nearly  as  possible  and  to 
insure  healing  with  as  little  disturbance  as  possible. 
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In  some  cases  it  may  be  necessary  to  reduce  fragments  en- 
tirely in  order  to  minimize  the  amount  of  traumatic  arthritis 
which  may  develop  at  a later  date.  In  such  instances,  some 
degree  of  such  change  may  occur  because  of  the  removal  of 
the  fragment  or  fragments.  The  skill  and  judgment  of  the 
surgeon  is  important  in  deciding  when  to  remove  such  frag- 
ments. In  cases  in  which  reduction  can  be  accomplished,  it 
may  be  necessary  to  fix  the  fragment  by  internal  means  of 
various  sorts  to  be  sure  of  accurate  healing. 

FRACTURES  ABOUT  THE  ANKLE 

While  fractures  of  one  or  both  malleoli  (Potts)  and  tri- 
malleolar (Cotton’s)  fractures  often  are  readily  and  easily 
reduced,  it  has  been  our  experience  at  the  clinic  that  enough 
of  them  produce  troublesome  late  changes  to  call  for  a dis- 
cussion of  the  subject  here  (fig.  3). 

The  tibio-astragalar  joint  has  less  latitude  than  the  knee 
for  mechanical  derangements.  Normal  function  of  this  joint 
depends  on  accurately  fitted  contours  with  smooth  articular 
surfaces.  The  treatment  of  injuries  of  this  joint  is  further 
complicated  by  the  fact  that  the  integrity  of  the  tibiofibular 
ligaments,  which  hold  the  fibula  to  the  tibia,  is  necessary  to 
normal  function  of  the  joint.  Tears  of  these  ligaments  are 
very  important  from  the  standpoint  of  producing  instability 
of  the  joint;  if  such  tears  are  unrecognized  or  if  a strong 
union  of  the  ligaments  at  the  site  of  the  tears  fails  to  take 
place,  the  subluxation  of  the  astragalus  in  the  mor- 
tice will  gradually  lead  to  a traumatic  arthritis  which 
may  produce  severe  disat  ility.  When  fracture  is  ac- 
companied by  malunion  or  nonunion  of  one  or  both 
malleoli,  the  wear  and  tear  on  the  articular  surfaces 
becomes  more  severe  and  traumatic  arthritis  de- 
velops more  rapidly  than  when  good  union  occurs. 

In  these  cases,  there  is  often  a visible  deformity  of 
the  ankle  joint,  usually  a permanent  valgus  de- 
formity. In  persons  who  are  overweight  or  who, 
when  possible,  actively  use  the  ankle,  the  damage 
to  the  articular  surface  will  occur  more  rapidly 
than  otherwise. 

In  some  instances,  by  means  of  osteotomy  to  cor- 
rect the  position  of  the  malleoli  or  by  screw  trans- 
fixion of  the  fibula  to  the  tibia,  restoration  of  more 
nearly  normal  function  may  be  made  to  take  place 
and  the  danger  of  traumatic  arthritis  may  be  reduced 
or  even  done  away  with.  In  other  cases  in  which  such 
conservative  types  of  operation  cannot  be  accom- 
plished, arthrodesis  of  the  tibio-astragalar  joint  is 
often  necessary  in  order  to  relieve  the  severely  dis- 
abling pain  which  may  accompany  traumatic  arthritis 
of  this  joint. 

Fractures  of  the  Astragalus. — Fracture  of  the  astra- 
galus is  another  type  of  lesion  which  may  lead  to 
painful  arthritic  changes  in  its  contiguous  joints. 

Besides  the  tibio-astragalar  joint  the  subastragalar  or 
astragalocalcaneal  and  astragaloscaphoid  joints  may 
be  the  site  of  a painful  arthritis.  When  this  condition 
develops  in  any  of  the  contigous  joints  and  becomes 
painful  to  the  point  of  real  disability,  arthrodesis  of 
the  joints  involved  is  usually  the  best  treatment 
(fig.  4).  Some  patients  may  be  able  to  get  along 
with  specially  supported  shoes  and  ankle  supports, 
though  most  persons  will  not  be  content  to  wear  such 
supports  indefinitely. 

Another  complication,  which  may  be  seen  in  frac- 
tures of  the  astragalus  and  which  may  become  impor- 
tant, is  aseptic  necrosis  of  the  body  of  the  astragalus. 

If  this  condition  develops  and  care  is  not  taken  to 
prevent  weight  bearing  until  there  is  a full  restora- 
tion of  the  circulation  to  that  portion  of  the  bone 


FIG.  4.  Old  fracture  of  the  head  of  the  astragalus 
with  astragaloscaphoid  arthritic  changes. 


involved,  severe  painful  arthritic  changes  in  the  ad- 
jacent joints  may  occur.  Again,  arthrodesis  is  prob- 
ably the  most  effective  treatment  in  such  cases  in 
which  the  pain  is  disabling.  In  some  instances,  pan- 
arthrodesis may  be  necessary. 

Fractures  of  Os  Calcis. — This  fracture  has  long 
been  recognized  by  surgeons  as  one  of  those  most 
often  leading  to  a permanent  disabiilty  of  some  de- 
gree. Again  the  persistent  pain  and  disability  are,  as 
a rule,  due  to  changes  in  the  articulations  between 
the  astragalus  and  os  calcis.  Accurate  and  complete 
restoration  of  these  articular  surfaces  to  normal,  after 
fractures  of  the  os  calcis,  is  difficult  and  often  im- 
possible. Some  degree  of  traumatic  arthritis  usually 
remains.  Again,  the  latitude  for  irregularities  in  the 
joint  surface  to  be  tolerated  is  small,  and  because  the 
entire  body  weight  must  be  borne  on  these  small 
joint  surfaces  with  each  step,  pain  usually  develops. 

Various  methods  of  treatment  have  been  devised  to 
correct  this  complication  without  much  success.  In 
cases  in  which  a persistent  painful  joint  develops, 
some  type  of  arthrodesis  is  necessary.  Some  feel  that 
a simple  arthrodesis  of  the  astragalocalcaneal  joint 
will  be  enough  to  relieve  the  pain.  Others  claim  that 
it  is  necessary  in  all  cases  to  fuse  the  astragalos- 
caphoid and  calcaneocuboid  joints,  as  well  as  the 
astragalocalcaneal  joint,  if  satisfactory  results  are  to 
be  obtained.  The  question  does  not  seem  to  have  been 
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settled,  though  the  method  of  Gallie  seems  to  be 
gaining  in  favor  over  older  methods  of  arthrodesis. 
CONCLUSION 

The  fact  has  been  emphasized  that  in  dealing  with 
fractures  involving  the  major  joints  of  the  lower 
extremities,  the  results  from  the  standpoint  of  pain 
and  disability  may  be  disappointing.  A more  accurate 
reduction  of  the  acute  fracture  may  help  prevent  this 
in  many  cases  but  in  others,  the  damage  to  the  joint 
surface  is  such  that  it  cannot  be  completely  repaired, 
and  a painful  traumatic  arthritis  develops. 

Read  at  the  meeting  of  the  Southwestern  Medical  Association. 
El  Paso.  Texas.  October  28  to  30.  1948 

Editorial  Comment 

This  paper  is  of  considerable  interest  from  a number 
of  standpoints.  The  author  has  pointed  out  the  seriousness 
of  fractures  involving  the  major  joints  of  the  lower  ex- 
tremity. This  should  be  brought  to  attention  because  it 
so  often  happens  that  the  patient , extremely  grateful  for 
the  immediate  attention  of  the  doctor  and  for  what  was 
taken  to  be  an  excellent  anatomical  result , later  felt  dis- 
gruntled because  of  the  late , permanent  disability  which 
developed.  What  so  often  seems  at  first  to  be  a good 
result  later  turns  out  to  be  a stiff  and  disabled  joint  due 
to  traumatic  arthritis.  Although  it  used  to  be  axiomatic 
that  it  is  “impossible  to  mend  a broken  egg"  some  patients 
feel  the  doctor  who  repairs  a fracture  should  be  able  to 
restore  the  neighboring  joint  to  perfect  function  when  this 
is  frequently  impossible.  Since  automobiles  are  again 
becoming  plentiful  and  many  models  are  developing  more 
horsepower  and  more  speed,  the  problem  of  the  severely 
fractured  joint  is  becoming  more  common  as  these  frac- 
tures are  seen  relatively  often  in  automobile  wrecks.  Al- 
though it  would  seem  well  to  encourage  the  patient  as  to 
the  outcome  of  his  fracture  during  the  early  part  of  the 
treatment  of  the  case,  a guarded  prognosis  should  be 
given  later  on  in  fractures  involving  the  major  joints. 

The  author  has  stressed  the  importance  of  obesity  in 
the  development  of  traumatic  arthritis  and  this  factor 
cannot  be  over  emphasized.  Dr.  A.  C.  Ivey,  the  inter- 
national authority  on  physiology  at  the  University  of 
Illinois  has  recently  stressed  the  problem  which  we  are 
going  to  encounter  in  the  treatment  of  the  aged  individual 
in  view  of  the  increasing  longevity  of  men.  He  has  stressed 
the  importance  of  caring  for  these  old  people  ana  the 
avoidance  of  obesity  will  certainly  be  a factor  in  their 
welfare.  A slender,  old  person  will  have  a much  better 
chance  of  doing  well  following  a joint  fracture  than  an 
obese  one.  This  applies  also  to  those  individuals  in  the 
younger  age  group  but  to  lesser  extent.  Hypertrophic 
arthritis  is  a normal  accompaniment  of  old  age.  If  one 
adds  to  this  a joint  injury  and  then  superimposes  upon 
these  two  factors  the  factor  of  obesity,  the  impairment  of 
joint  function  may  be  very  great  indeed. 

It  is  interesting  to  note  the  gradual  swing  towards  the 
operative  treatment  of  many  joint  fractures  in  order  to 
get  better  anatomical  result.  One  of  the  reasons  why  so 
many  more  open  reductions  can  be  done  with  safety  is 
the  great  reduction  of  the  incidence  of  operative  infection 
due  to  chemotherapy.  This  has  almost  revolutionized  the 
practice  of  orthopedic  surgery  since  World  War  II.  A 
slightly  malumted  fracture  is  no  longer  permissible  when 
with  adequate  open  operative  work  at  the  beginning  of 
the  case  it  could  be  avoided.  In  fractures  of  the  shaft  of 
the  long  bones  perfect  anatomical  reposition  is  not  always 
necessary  but  in  joint  fractures  such  anatomical  reposition 
is  essential.  Primary  arthrodesis  is  not  often  indicated 
m.  a joint  fracture  but  later  on  may  be  necessary . It  must 
be  stressed  that  a mal-union  in  a fracture  extending  into 
the  joint  is  very  difficult  to  correct  satisfactorily  with  a 
late  osteotomy  or  m tr a- articular  surgery.  The  fracture 
must  be  treated  properly  in  the  first  place.  The  author  of 


this  paper  is  to  be  congratulated  on  attaining  excellent 
perspective  and  thoroughness  in  treating  this  difficult 
group  of  fractures. 

LOUIS  W BRECK.  M.D 

REFERENCE 

1 Gallie  W E.:  Subastragalar  Arthrodesis  in  Fractures  of  the 
Os  Calcis.  J Bone  & Joint  Surg  25:731-736  lOct.i  1943 
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Participants  in  the  Hotel  Dieu  School  of  Nursing  fiftieth  anniversary  celebration  are  shown  grouped  around 
the  cake  bearing  a model  of  the  original  nurses  school.  Standing  in  front,  left  to  right,  are:  Mrs.  Herman 
Loper,  a recent  alumnus  and  president  of  District  No.  1 Nurses  Association;  Sister  Mathilde,  hospital  admin- 
istrator; Lt.  Madge  Minton,  a recent  alumnus;  Miss  Ota  de  Paul  Thomas  (in  front  of  Lt.  Minton),  an  alumnus 
and  faculty  member;  Mrs.  Earl  Maxon,  one  of  the  school’s  early  graduates;  Dr.  Paul  Gallagher,  chief  of  the 
surgical  staff  and  son  of  Dr.  F.  W.  Gallagher,  the  first  chief  of  staff;  Miss  Ella  Ringheisen,  a 1921  alumnus; 
Dr.  B.  F.  Stevens,  a member  of  the  staff  and  one  of  the  school’s  early  instructors;  Mrs.  Abby  Carpenter,  a 
1915  alumnus;  Dr.  Will  Rogers,  a member  of  the  staff;  Mrs.  Jean  Rodehaver,  a 1931  alumnus  and  current 
president  of  the  alumni;  Sister  Paula,  director  of  the  school  of  nursing;  and  Miss  Minnie  Kerskie,  alumnus 
of  the  class  of  1905.  In  the  background  is  the  student  choral  group,  flanked  by  four  student  nurses  represent- 
ing the  first  class,  which  graduated  in  1902. 


EDITOR’S  NOTE:  There  is  a serious  shortage  of  nurses 
in  El  Paso  County  and  the  Southwest  in  general.  The 
shortage  will  grow  more  acute  with  realization  of  present 
plans  to  augment  appreciably  hospital  bed  capacity.  Par- 
ticularly because  El  Paso  County  has  only  one  school  for 
nurses  it  is  fitting  that  this  journal  take  note  of  the 
Golden  Jubilee  of  the  Hotel  Dieu  School  of  Nursing 
celebrated  December  4 and  5.  It  is  to  be  hoped  that  the 
interesting  story  of  its  founding  will  encourage  other 
local  and  area  hospitals  to  establish  nursing  schools. 


Hotel  Dieu  Hospital  was  founded  in  early  1892.  At 
that  time  tubercular  patients,  who  had  come  from  all 
parts  of  the  country,  attracted  by  El  Paso’s  magnifi- 
cent climate,  inhabited  tents  and  shacks  at  the  foot  of 
Mount  Franklin,  then  at  the  edge  of  town.  At  the 
suggestion  of  one  of  the  early  priests  six  Sisters  of 
Charity  came  to  the  city  to  care  for  the  patients. 

Commenting  on  their  arrival  the  El  Paso  Morning 
Times  of  February  3,  1892,  said  in  part:  “They  are 
experienced  and  trained  nurses,  and  for  this  reason 
the  wealthy  as  well  as  the  poor  like  to  find  a home 
with  them  when  overtaken  and  prostrated  by  sick- 
ness. Their  hospital  deserves  the  support  of  the  public 
because  it  is  indeed  the  home  of  Charity.” 

The  hospital  was  completed  in  January,  1894,  and 
the  School  of  Nursing  was  begun  in  1898.  The  first 
class  graduated  four  nurses.  At  this  time  a large  per- 
centage of  the  patients  were  tuberculous.  Medical 
cases  predominated,  because  surgery  had  not  become 
widely  used. 

One  of  the  nurses  from  an  early  Hotel  Dieu  class 
remembers  that  there  were  many  cases  of  typhoid 
fever  and  very  few  maternity  cases.  To  encourage 
hospitalization  for  the  maternity  patient  a special 


rate  of  $15  a week,  including  a student  special  nurse 
was  made  available. 

The  early  graduate  also  recalls  that  all  of  the 
doctors  took  a keen  interest  in  instructing  students. 
Dr.  Francis  W.  Gallagher  was  chief  of  staff  and  Dr. 
Walter  N.  Vilas  was  chief  of  the  surgical  staff.  Dr. 
Gallagher  lectured  on  general  medicine,  ethics  “and 
anything  else  in  that  line  that  he  thought  essential.” 
Dr.  Mellish,  a former  instructor  at  Rush  Medical 
School  and  a leading  surgeon,  instructed  the  students 
in  gynecology,  obstetrics  and  chemistry.  Dr.  Vilas 
taught  surgery.  Dr.  B.  F.  Stevens,  currently  prac- 
ticing in  El  Paso,  had  just  finished  medical  school 
and  shortly  after  his  arrival  began  to  teach  anatomy 
and  physiology.  A few  years  later,  when  the  first 
X-ray  machine  brought  to  El  Paso  was  installed.  Dr. 
John  W.  Cathcart,  then  interning  in  Hotel  Dieu,  was 
placed  in  charge. 

During  World  War  I the  school  had  approximately 
25  student  nurses.  There  was,  however,  very  little 
easing  of  the  rigorous  schedule.  Nurses  were  on  duty 
from  seven  to  seven;  night  nurses  worked  twelve 
hours,  seven  nights  a week  for  a period  of  at  least 
least  two  months.  El  Paso  physicians  lectured  between 
seven  and  nine  in  the  evening. 

During  the  1930’s  the  hospital  was  continuously 
training  60  student  nurses  and  this  figure  was  doubled 
when  the  school  was  affiliated  with  the  Cadet  Corps. 

A total  of  over  400  nurses  have  been  graduated 
from  Hotel  Dieu  School  of  Nursing.  They  are  in 
service  in  many  different  parts  of  the  world. 

Today  Hotel  Dieu  School  of  Nursing  is  gallantly  con- 
ducting an  unequal  battle  to  provide  trained  nurses 
for  the  understaffed  hospitals  of  the  Southwest. 
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SURGICAL  TREATMENT  OF  HYPERTENSION 


Leopold  Villareal,  M D 

EL  PASO. 


Hypertension  is  a common  symptom  of  several 
fundamentally  different  disorders.  Fage1  has  classi- 
fied and  listed  some  fifty  of  these  under  five  headings: 

(1)  Renal:  (2)  Cerebral;  (3)  Cardiovascular;  (4) 
Endocrine;  (5)  Unknown. 

Tne  first  four  groups  contain  many  generally  recog- 
nized disease  entities,  such  as  chronic  nephritis, 
chronic  pyelonephritis,  intracranial  tumors,  coarcta- 
tion of  the  aorta,  and  turners  of  the  pituitary  or 
adrenal  glands.  All  of  these  conditions  must  be  ex- 
cluded before  a diagnosis  of  essential  or  malignant 
hypertension  can  be  made.  The  medical  treatment  of 
this  last  group,  in  the  past,  has  consisted  of  rest,  the 
use  of  sedatives,  vasodilators,  toxic  depressants,  a^d 
phychcanalytic  sessions.  It  can  be  stated  safely  that 
none  of  these  measures  have  ever  cured  or  arres  ed 
the  progress  of  the  hypertension,  although  their  tem- 
porary, palliative  value,  especially  in  the  early  stages 
cannot  be  questioned.  The  fact  remains  that  cardio- 
vascular-renal disease  with  hypertension  as  its  domi- 
nant symptom  stands  first  in  the  mortality  list  today 
and  is  responsible  for  more  than  half  a million  deaths 
annually  in  the  United  States.  After  the  age  of  foity- 
five,  the  death  rate  from  this  disease  is  four  times 
that  of  death  from  cancer,  and  twenty  times  that  fiom 
tuberculosis  and  diabetes. 

It  is  this  last,  or  fifth,  group  which  comprises  the 
overwhelming  majority  of  hypersensitive  patients, 
about  whose  classification  and  treatment  there  is 
much  disagreeement.  The  early  surgical  efforts  cf 
Italian  surgeons,  followed  in  this  country  by  the  p:o- 
neer  work  of  Adson,  Peet,  Heuer,  de  Takats,  Smi.h- 
wick,  and  others,  have  given  a great  impetus  to  prog- 
ress in  the  surgical  therapy  of  hypertension.  With 
increasing  experience,  certain  fundamental  questions 
regarding  selection  of  cases  and  operative  technique 
have  become  standardized.  It  is  the  purpose  here  to 
describe  the  classification,  preoperative  study,  indi- 
cations, and  technique,  and  the  early  and  late  results 
in  twenty-six  cases.  This  topic  is  obviously  contro- 
versial and  leaves  room  for  a great  deal  of  discussion. 

The  basis  of  all  classification  is  the  concept  of 
Keith,  Wagener  and  Barker,-  that  hypertension, 
per  se,  causes  increasing  damage  to  cerebral,  retinal, 
cardiac,  and  renal  structures,  and  that  the  stage  cf 
the  disease  can  be  defined  by  the  advancing  damage 
in  these  organs.  The  classification  of  de  Takats  is 
being  used  which  consists  of  three  groups  instead  of 
four  in  the  basic  classification.  Grouo  I is  a combina- 
tion of  1 and  earlv  2 Wagener,  Keith,  and  group  IJI 
is  a combination  of  late  grade  3 and  grade  4 of  Keith. 
This  is  used  because  of  the  conviction  that  the  malig- 
nant and  premalignant  phases  of  hypertension  are 
rot  a surgical  problem,  and  secondly  because  the 
grade  1 and  early  grade  2 of  Keith  give  excellent 
operative  results. 

CLASSIFICATION  OF  GROUPS 

GROUP  I.  Age  below  40;  minimal  or  no  detectable 
organic  damage;  normal  blood  pressure  on  complete 
rest  or  barbiturates;  casual  diastolic  blood  pressures 
about  100  mn.  Hg. 

GROUP  II.  Age  from  20  to  55  years;  moderate 
vascular  sclerosis  in  all  organs;  well  demonstrable 


TEXAS 

augiospasm;  diastolic  pressures  cannot  be  lowered 
below  110  mn.  Hg.  by  any  method;  rising  diastolic 
pressure  during  the  last  six  months. 

GROUP  III.  Large  recurrent  retinal  hemorrhages 
and  exudates  or  papilloedema.  High  fixed  diastolic 
pressure  which  cannot  be  lowered  below  120  mn.  Hg.; 
congestive  or  anginal  heart  failure;  poor  renal  func- 
tion; numerous  cerebrovascular  accidents,  on  actual 
malignant  or  premalignant  state  of  hypertension  with 
continuous  maximal  angiospasm  not  influenced  ty 
depressor  stimuli. 

All  of  these  classifications  are  simply  the  expres- 
sions of  the  degree  of  organic  vascular  damage. 
Whether  the  hypertension  is  renal  or  non-renal  does 
not  find  expression  in  these  classifications.  Since 
everyone  is  not  yet  ready  to  agree  with  de  Takats 
and  Fowler  that  cases  of  renal  hypertension,  wherein 
the  basic  factor  has  been,  or  is,  a pyelonephritis, 
streptococcal  nephritis,  etc.,  do  better  than  the  so- 
called  neurogenic  hypertension,  which  is  considered 
the  ideal  case  for  sympathectomy  by  most  of  the  men 
doing  this  work,  it  is  felt  that  what  is  urgently  needed 
is  a separation  of  the  renal  from  the  non-renal  factor. 
It  is  becoming  obvious  that  both  may  operate  in  the 
same  patient,  in  varying  sequence  and  varying  pro- 
portions. For  practical  purposes,  neither  the  depres- 
sor effect  of  spinal  anesthesia,  nor  that  of  the  bar- 
biturates has  given  a clear  answer.  Etaman  will  pro- 
duce a fall  in  blood  pressure,  both  in  animals  with 
Goldblatt  clamps  and  in  one  with  the  moderator 
nerve  sectioned.  To  further  complicate  the  picture, 
we  have  both  the  pituitary  cortico-adrenal  mechanism, 
and  the  emotional  element,  or  the  personality  factor, 
overlapping  and  influencing  the  so-called  neurogenic 
type.  It  then  becomes  clear  to  the  surgeon  that  in 
attempting  to  correct  hypertension,  he  can,  at  best, 
hope  to  influence  some  of  the  factors.  Sympathectomy 
as  practiced  today,  if  extensive  enough,  can  diminish 
sympathetic-adrenal  activity,  inhibit  renal  spasm,  and 
above  all.  diminish  arteriolar  tone.  Certainly  it  does 
not  affect  the  psyche,  the  parenchymal  lesion  in  the 
kidney,  and  probably  not  the  adrenal  cortex.  There- 
fore, in  selecting  cases,  it  is  important  to  exclude 
those  wherein  the  latter  factors  are  predominant. 
This  brings  us  up  to: 

Contraindications  to  Operation: 

(1)  Extensive  organic  damage  to  brain,  retina, 
heart,  or  kidney.  Persistent  papilloedema  and  nitro- 
genous retention  are  absolute  contraindications.  A 
previous  stroke  or  coronary  occlusion  is  not  neces- 
sarily considered  as  a contraindication. 

(2)  Mechanical  obstruction  to  circulation.  In  this 
group  is  included  coarctation  of  the  aorta,  or  regurgi- 
tation, likewise  the  rigid  sclerotic  aorta,  with  the  high 
pulse  pressure  and  a high  fixed  diastolic  pressure. 

(3)  Marked  psychic  involvement. 

(4)  Obvious  pituitary-cortico  adrenal  activity.  In 
the  present  state  of  knowledge,  only  radiation,  or, 
possibly,  a low  sodium  diet,  may  help. 

Selection  of  Patients: 

In  order  to  evaluate  properly  the  cerebral,  cardiac, 
renal,  and  vascular  status  of  each  paient.  the  follow- 
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ing  studies  are  needed  in  addition  to  a careful  history 
and  physical  examination: 

(1)  Fundus  examination 

(2)  Electrocardiogram 

(3)  Six  foot  Heart  Plate 

(4)  Urine  concentration  test 

(5)  Urea  Clearance 

(6)  Blood  Urea  Nitrogen  Test 

(7)  N.P.N.  and  Creatinine  Test 

(8)  Urinalysis 

It  is  felt  that  patient  should  also  nave  intravenous 
urography,  and,  if  possible,  a basal  metabolism.  And, 
finally,  studies  of  the  blood  pressure  at  complete  rest, 
under  sodium  amytal  sedation,  and,  if  necessary, 
Etamon,  should  be  undertaken. 

The  rules  laid  down  by  Hinton  and  Lord1  should 
be  adhered  to. 


TABLE  I. 

DEFINITIONS 

IN  GENERAL  IN  ANY  SYSTEM— 

0 Normal. 

1 plus  Slight  or  mild  changes 

2 plus  Moderate  changes. 

3 plus  Moderate  changes. 

4 plus  Advanced  or  marked  changes 
CEREBRAL — 

0 No  symptoms  or  signs 

1 plus  Headaches  and/or  dizziness  and  nervousness 

2 plus  Above,  plus  nosebleeds  and/or  occipital 

headaches. 

3 plus  Above,  plus  paresthesias. 

4 plus  Stroke  or  encephalopathy  or  contusion 
EYES — 

0 Normal 

1 plus  Arteriolar  narrowing 

2 plus  Above,  and  arteriovenous  nicking 

3 plus  Above,  plus  hemorrhages  and  exudates 

4 plus  Above,  plus  papilloedema 
CARDIAC— 

0 No  symptoms  or  signs. 

1 plus  Slight  symptoms  and/or  slight  cardiac  enlarge- 

ment and  slight  electrocardiographic  changes. 

2 plus  Moderate  symptoms  and/or  moderate  x-ray 

enlargement,  and  moderate  electrocardio- 
graphic changes. 

3 plus  Marked  symptoms  and/or  marked  cardiac 

enlargement  and  marked  electrocardio- 
graphic changes. 

4 plus  Coronary  occlusion  or  congestive  heart  failure 
RENAL — 

0 Normal. 

1 plus  Nocturia  but  concentration  of  1 024  or  more 

and  urea  clearance  of  75%  or  more. 

2 plus  Urea  clearance  of  40-75%,  concentration  of 

1.015-1.023. 

3 plus  Urea  clearance  of  less  than  40%.  concentration 

less  than  1.015.  normal  chemistry. 

4 plus  Persistent  elevation  of  N.P.N.  to  45  mgms.  or 

more,  and  B U N.  to  25  mgms.  or  more 

RULES 

Contraindications  to  thorocolumbar  sympathectomy: 

1.  4 plus  Renal. 

2.  4 plus  Cardiac  in  which  congestive  failure  is  unremit- 
ting. or  if  coronary  occlusion  has  occurred  within 
three  months. 

3.  4 plus  Cerebral  if  confusion  exists  or  if  a stroke  has 
occurred  within  three  months. 

4 If  there  are  two  4 plus  other  than  eyes. 

5 If  total  count  equals  eleven  or  more  pluses 


TREATMENT  OF  ESSENTIAL  HYPERTENSION 
BY  SYMPATHECTOMY 

According  to  Peet  the  possibility  of  a surgical  ap- 
proach to  the  problem  of  hypertension  was  suggested 
by  Kraus  to  Brunning  and  published  by  the  latter  in 
1923.  In  1930  Pieri"  actually  performed  a unilateral 
splanchnic  resection  for  hypertension.  In  the  same 
year  Adson"  approached  the  problem  by  laminectomy 
and  anterior  root  section.  Craig,"  in  1934,  reported  a 
subdiaphragmatic  exposure  of  the  spanchnic  nerves. 
Peet  reported  his  procedure  in  1935.  Celiac  gang- 
lionectomy  was  advocated  by  Crile  in  1936. 


Sympathectomies  in  hypertension  have  undergone 
various  changes  in  extensiveness  in  the  past  ten 
years.  Today  one  may  consider  them  all  under  five 
basic  patterns: 

1.  Adson’s  and  Chaig’s  technique  removes  through 
a retroperitoneal  subdiaphragmatic  exposure  the 
major  splanchnic  nerve  from  the  diaphragm  to  and 
including  the  tip  of  the  celiac  ganglion,  together  with 
the  two  upper  lumbar  ganglia.  This  procedure  has 
been  pretty  well  discarded. 

2.  Peet’s  technique  consists  of  a supradiaphrag- 
matic retropleural  approach,  done  in  one  stage,  and 
removing  the  splanchnic  nerves  and  the  sympathetic 
chain  from  the  eighth  to  the  twelfth  dorsal  segment 
inclusive. 

3.  Smithwick7  combined  the  two  approaches  by  the 
transdiaphragmatic  route  and  removed  the  chain  from 
the  seventh  dorsal  to  the  first  or  second  lumbar 
inclusive. 

4.  Hinton  advocates  a transpleural  approach  and 
removes  the  chain  from  the  third  dorsal  to  the  third 
lumbar  segment. 

5.  Crimson'  in  his  total  sympathectomy  removed 
the  entire  splanchnic  and  the  sympathetic  chain  from 
the  stellate  to  the  fourth  lumbar  ,in  two,  three,  or 
four  stages. 

Our  personal  experience  with  sympathectomy  dales 
back  ten  years.  In  those  years  there  has  been  the 
usual  evolution,  starting  out  with  the  Peet  procedure 
and  gradually  adopting  a more  radical  and  tar  more 
complete  denerviation  of  the  sympathetic  chain. 
Today  a modification  of  the  Smithwick  procedure  is 
being  used,  removing  from  the  third  dorsal  through 
the  third  lumbar,  bilaterally  in  two  stages,  one  week 
apart.  This  extensive  sympathectomy  is  made  possible 
by  utilizing  a long  hockey  stick  paravertebral  incision, 
which  goes  transdiaphragmatically.  Following  the 
suggestion  of  Poppen"’  a paravertebral  section  of  the 
eleventh  and  eighth  ribs  is  done,  and  then  the  pleural 
fold  is  reflected  forward,  exposing  the  chain  and 
resecting  as  much  as  is  deemed  necessary  for  the 
patient. 

RESULTS  AND  POST-OPERATIVE 
COMPLICATIONS 

Twenty-six  cases  of  hypertension  are  being  reported 
on  who  have  undergone  fifty-one  sympathectomies,  all 
with  the  same  extensive  technique.  All  have  been 
done  within  the  last  three  years.  One  death  from  a 
coronary  thrombosis  occurred  after  the  first  stage. 
There  have  been  no  postoperative  uremias.  No  intra- 
pleural complications  have  occurred  in  sprite  of  the 
pleura  having  been  torn  in  about  twenty-five  per  cent 
of  the  cases.  Intercostal  neuralgias  have  been  a real 
problem.  Also  the  occurrence  of  a moderate  back 
pain  which  seems  to  radiate  to  the  retrosternal  area. 
Postural  hypotension  is  present  if  adequate  denervia- 
tion is  carried  out,  but  this  is  not  disturbing  after 
six  or  eight  weeks.  The  subject  of  sterility  in  the 
male  is  important.  It  is  felt  that  most  hyperten- 
sives are  impotent  prior  to  the  operation.  However, 
the  subject  is  not  discussed  unless  the  patient  brings 
the  point  up,  because  of  the  psychic  inhibition  which 
is  bound  to  occur.  Likewise  Helfrich  and  de  Takats 
have  presented  evidence  of  motile  spermatozoa  being 
present  after  resection  of  the  dorsal  lumbar  chain. 

Results  may  best  be  shown  by  case  presentations 
which  have  been  picked  at  random. 
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Case  1. — Mrs.  aged  42,  with  a history  of 

nervousness,  palpitations,  and  tachycardia.  Severe 
headaches  at  times.  Blood  pressure  of  250/130.  Eye 
grounds  were  negative  except  for  slight  venous  en- 
gorgement. Urine  showed  no  albumen,  red  blood  cells, 
or  casts.  N.P.N.  was  32  mgms.  Urea  N.,  15  mgm.  Urea 
Clearance,  78%  of  normal.  Chest  plate  showed  slight 
hypertensive  cardiac  hypertrophy.  EKG  showed  es- 
sentially normal  findings.  BMR,  plus  5%.  Under 
amytal  sedation  the  blood  pressure  dropped  to  160/90. 

A bilateral,  two  stage,  transdiaphragmatic  sympathec- 
tomy was  done,  and  at  two  weeks,  post-operative, 
blood  pressure  was  recorded  at  156/86.  She  had  a 
marked,  postural  hypotension.  She  has  been  observed 
over  a year  and  her  blood  pressure  has  never  been 
recorded  over  160/100.  Feels  perfectly  well. 

Case  2. — Mrs.  H.F.,  aged  42,  headaches  for  three 
years,  both  frontal  and  occipital.  Blood  pressure, 
220/130;  soft  systolic  murmur  at  apex  and  loud  A-2. 
Eye  grounds,  grade  two:  N.P.N. , 24;  Blood  Urea,  14; 
Creatinine,  0.84  mgm.;  urine  negative  for  albumen. 
Intravenous  pyelogram  showed  pelvis  of  the  right 
kidney  to  be  dilated  with  a constriction  at  the  ure- 
teral-junction. EKG  showed  some  left  axis  deviation: 
otherwise,  no  change.  BMR  was  plus  15.  Under 
sodium  amytal  her  pressure  dropped  from  220/128  to 
158/106.  After  these  studies,  it  was  decided  to  explore 
her  right  kidney,  and  an  aberrant  vessel  which  was 
found  was  divided.  After  three  months  she  was  re- 
evaluated. Her  blood  pressure  was  228/120.  Urea 
clearance  showed  85%  of  normal.  She  concentrated 
to  1.023.  N.P.N.  was  23,  and  blood  urea  was  11.7.  She 
was  advised  to  have  a sympathectomy  performed,  and 
this  was  done  in  two  stages.  She  has  now  been  ob- 
served for  over  two  years.  Her  blood  pressure,  two 
weeks,  post-operative,  was  140/90,  and  it  has  re- 
mained at  this  level.  The  highest  blood  pressure 
recorded  has  been  144/90,  and  she  has  been  entirely 
asymptomatic.  There  is  a slight  postural  tachycardia. 

CONCLUSIONS:  In  conclusion  one  might  state  that 
it  is  not  intended  that  sympathectomy  should  be  the 
treatment  of  choice  in  hypersensitive  patients.  Thoro- 
columbar  sympathectomy,  if  extensive  enough,  has 
given  good  lasting  results.  Its  permanent  place  in  the 
therapy  of  hypertension  must  await  the  passage  of 
time. 

EDITORIAL  COMMENT : This  paper  was  delivered 
• before  the  El  Paso  County  Medical  Society,  and  was  dis- 
cussed freely.  The  results,  as  reported,  are  exceptional, 
but  it  must  be  remembered  that  these  cases  were  rigidly 
| selected , and  it  well  may  have  been  that  certain  cases, 
which  would  have  been  included  in  other  reported  series, 
were  rejected  because  of  fhe  rigid  criteria  employed  by 
the  author.  The  length  of  time  elapsed  is  not  more  than 
I three  years.  It  is  hoped  that  the  author  will  report  his 
I series  again  at  a later  date,  thus  giving  some  conclusions 
I as  to  the  permanency  of  the  hypotensive  effect. 

LESTER  C.  FEENER,  M.D. 
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Report  on  Revision  of 
Constitution  and  By-Laws 

(CONCLUDED) 

PARAGRAPH  2.  ARTICLE  2. 

The  Executive  Committee  shall  appoint  all 
committees  not  otherwise  provided  for  in  this  consti- 
tution, including  committees  on  nomination,  mem- 
bership. program,  resolutions  and  necrology,  as  well 
as  any  special  committees  which  may  become  neces- 
sary for  the  efficient  work  of  the  association. 

Sec.  2.  A committee  on  program  shall  be  appointed 
by  the  Executive  Committee.  This  Program  Com- 
mittee shall  be  charged  with  the  full  responsibility 
of  the  annual  meeting  and  clinical  conference.  In 
conjunction  with  the  entertaining  society  they  shall 
determine  the  type  of  program  to  be  given,  and 
the  scientific  exhibits,  the  social  entertainments, 
together  with  the  participation  of  members  of  the 
entertaining  society  in  the  scientific  program  and 
clinical  conferences,  and  any  other  matters  connected 
with  the  annual  meeting.  They  shall  conduct  cor- 
respondence with  prospective  speakers  and  arrange 
for  their  participation  in  the  program.  They  may 
appoint  committees  for  the  different  phases  of  the 
annual  program,  and  with  approval  of  the  Executive 
Committee  set  a registration  fee  for  the  annual 
meeting,  and  the  appropriation  to  be  made  by  the 
association  toward  the  expenses  of  such  meeting. 

The  Program  Committee  will  set  the  time  to  be 
allowed  the  different  speakers  on  the  program  and 
notify  them,  the  general  rule  being  that  papers  will 
be  limited  to  twenty  minutes  in  presentation  and 
discussion  to  five  minutes.  In  cases  of  invited  guests 
or  papers  of  special  interest,  additional  time  may 
be  allowed  which  will  be  indicated  on  the  printed 
program. 

Sec.  3.  The  Publication  Committee  shall  be 
composed  of  the  secretary  and  the  two  vice-presi- 
dents. They  shall  have  charge  of  publishing  the 
proceedings  of  the  association,  the  papers,  addresses 
and  clinical  discussions.  With  the  approval  of  the 
Executive  Committee,  they  shall  arrange  the  amount 
to  be  paid  SOUTHWESTERN  MEDICINE  for  serving 
as  the  official  organ  of  the  association.  They  shall 
have  charge  of  printing  any  documents,  pamphlets 
or  circulars  necessary  for  the  conduct  of  the  associ- 
ation’s affairs,  including  programs  and  other  publi- 
cations required  by  the  annual  or  special  meetings. 

Sec.  4.  On  the  first  day  of  the  annual  meeting,  or 
at  some  prior  time,  the  Executive  Committee  shall 
announce  a Committee  on  Nominations,  composed  of 
three  active  members  in  good  standing.  This  com- 
mittee shall  study  the  needs  of  the  association  and 
the  qualifications  of  the  members  and  shall  report 
one  or  more  nominations  for  each  of  the  offices  to 
be  filled  at  the  annual  election.  This  report  will  be 
made  at  the  annual  business  meeting  on  the  second 
day  of  the  annual  session  and  opportunity  will  then 
be  given  for  nominations  from  the  floor,  following 
which  the  election  will  proceed  in  regular  manner. 
The  officers  will  take  office  the  following  day. 

Sec.  5.  A Committee  on  Necrology  shall  be 
appointed  at  or  prior  to  the  opening  of  the  annual 
meeting.  This  committee  will  bring  in  appropriate 
resolutions  regarding  any  deceased  members  of  the 
association. 

Sec.  6.  On  or  before  the  first  day  of  the  annual 


meeting  a Committee  on  Resolutions  shall  be 
appointed.  To  this  committee  will  be  referred  any 
resolutions  or  recommendations  regarding  matters 
on  which  the  voice  of  the  association  is  desired.  The 
committee  is  also  charged  with  the  duty  of  bringing 
resolutions  upon  any  matters  regarding  which  they 
themselves  think  the  association  should  give  ex- 
pression. They  shall  make  their  report  at  the  busi- 
ness meeting  of  the  association. 

ARTICLE  3.  MEMBERSHIP 
Sec.  1.  Any  regularly  licensed  physician  who  is 
a member  in  good  standing  of  his  county  medical 
society  who  attends  the  annual  meeting  of  the 
Southwestern  Medical  Association  and  pays  his  regis- 
tration fee  shall  be  a member  for  that  year. 

Sec.  2.  Honorary  members  may  be  appointed  at 
any  annual  meeting  and  shall  require  unanimous 
vote  of  those  present  to  elect. 

ARTICLE  4.  MISCELLANEOUS 
Sec.  1.  All  papers  read  before  the  association  shall 
become  its  property  to  be  published  at  the  discretion 
of  the  Publication  Committee,  in  its  official  journal. 

Sec.  2.  Twelve  active  members  in  good  standing 
shall  constitute  a quorum  for  the  transaction  of 
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business  at  any  regular  or  special  meeting  of  the 
association. 

Sec.  3.  Robert’s  Rules  of  Order  shall  govern  all 
proceedings,  unless  otherwise  provided  for. 

ARTICLE  5.  AMENDMENTS 
These  by-laws  may  be  amended  or  suspended  at 
any  business  meeting  by  resolution  and  a two-thirds 
vote  of  those  present,  provided  said  amendments  or 
suspensions  are  not  in  violation  of  the  constitution. 


National  Heart  Act 

The  80th  Congress  enacted  Public  Law  655  known 
! as  the  National  Heart  Act.  By  this  act  the  U.  S.  Public 
Health  Service  was  given  authority  to  launch  a full 
scale  attack  on  cardiovascular  diseases,  the  leading 
cause  of  death  in  the  U.  S. 

Statistical  studies  reveal  need  for  an  all  out  effort 
to  control  cardiovascular  diseases  which  account  foi 
one  out  of  every  three  deaths.  It  is  estimated  about 
60  million  Americans  now  living  will  die  of  cardio- 
vascular diseases  unless  new  treatments  and  cures 
are  discovered.  The  act  provides  funds  for  research, 
fellowships  for  training,  and  grants  or  aid  designed 
to  provide  stimulation  to  local  heart  disease  control 
programs. 

Heart  disease  is  a leading  cause  of  death  in  the 
Southwest.  The  American  Heart  Association  plans  a 
campaign  similar  to  that  now  being  conducted  by  the 
National  Tuberculosis  Foundation  for  the  eradica- 
tion of  tuberculosis.  Supervised  by  the  national  group 
the  campaign  against  cardiovascular  diseases  will  be 
administered  through  the  respective  state  groups, 
such  as  the  Texas  Heart  Association,  and  their  local 
agencies. 


CHARLES  PERCY  BROWN 

Dr.  Charles  Percy  Brown,  a co-founder  of  the 
Southwestern  Medical  Association,  died  November  20, 
in  his  home  at  2900  Federal  Street,  El  Paso.  He  was  73. 

Dr.  Brown  and  his  brother,  the  late  Dr.  W.  L.  Brown, 
practiced  jointly  for  many  years  and  were  instru- 
mental in  founding  the  old  Southwestern  Medical 
Society.  Dr.  C.  P.  Brown  was  secretary  of  the  group 
for  two  years.  He  was  also  a member  of  El  Paso 
County  Medical  Society  and  a captain  in  the  Medical 
Corps  during  World  War  I. 

Dr.  Brown  was  born  in  Charleston,  Illinois,  in  1875. 
He  graduated  from  the  University  of  Iowa  and  from 
the  Rush  Medical  School,  University  of  Chicago,  in 
1902.  With  the  exception  of  three  months  spent  in 
Bisbee,  Arizona,  his  entire  practice  was  confined  to 
El  Paso. 

Dr.  Brown  retired  in  1946  following  a leg  amputa- 
tion but  would  not  be  content  with  inactivity.  He 
spent  considerable  time  in  charity  work,  particularly 
at  the  San  Jose  Clinic. 

Dr.  Brown  is  survived  by  his  wife,  Elizabeth  Howell 
Brown. 
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Lest  We  Forget 

Modern  medicine  has  made  rapid  strides.  The 
demands  upon  the  practitioner  have  become  increas- 
ingly acute  and  complex.  Specialization  has  increased, 
perhaps  not  wisely,  but  factually.  We  still,  however, 
must  remember  that  the  general  practitioner  repre- 
sents the  first  echelon  of  medical  care,  to  which  the 
patient  turns  when  he  falls  ill.  Nor  can  we  allow  our- 
selves to  forget  that  medicine  is  not  only  a science, 
but  an  art  as  well. 

The  layman,  while  he  realizes  that  medicine  well 
may  be  making  tremendous  strides  scientifically, 

■ feels  perhaps  that  the  art  of  medical  practice  is 
becoming  lost  in  the  face  of  increasing  specialization. 
This  has  very  recently  been  exemplified  by  the  fol- 
lowing editorial  which  appeared  in  the  El  Paso 
Times: 

“The  Changing  Times” 

“El  Paso  and  the  Valley  lost  two  well  known  and 
loved  doctors  on  Tuesday.  They  were  Dr.  Willis  W. 
Waite  and  Dr.  J.  D.  Love.  The  former  was  72  years 
old  and  the  latter  80.  Both  had  lived  among  us  for 
many  years. 

“The  Times  wishes  to  make  no  criticism  of  the 
modern  methods  of  practicing  medicine.  The  physi- 
cians know  more  about  that  than  we  do.  But  there 
has  been  a decided  change  in  the  last  quarter  of  a 
century  in  relations  between  physicians  and  patients. 
Perhaps  the  physicians  have  become  too  busy  to  take 
time  to  chat  with  patients  in  a friendly  manner  and 
ask  all  about  ‘Cousin  Sarah’  or  ‘Uncle  Mat'  or  ‘Aunt 
Julia.’  Today  with  a reception  room  filled  with  people, 
they  have  more  than  they  can  do.  And  few  of  them 


today  take  time  to  indulge  in  friendly  gossip  when 
they  make  home  visits. 

“Dr.  Waite  and  Dr.  Love  belonged  to  the  old  school. 
In  his  latter  years,  Dr.  Waite  did  most  of  his  work  in 
x-ray  and  other  laboratory  examinations,  but  he 
always  had  time  to  chat  with  patients  who  were 
inclined  to  chat.  Dr.  Love  was  an  institution  in  El 
Paso  and  the  Valley. 

“Perhaps  the  change  in  the  relations  between  phy- 
sicians and  patients  is  merely  in  keeping  with  the 
times.  Perhaps  all  of  us  are  living  too  fast  and  not 
taking  time  to  enjoy  the  small,  every-day  things  in 
life.  The  ‘good  old  days’  weren’t  so  bad.” 

The  medical  profession  today  is  engaged  in  a con- 
troversy which  threatens  the  relationship  between 
physician  and  patient,  on  which  the  art  of  medicine 
is  based.  As  physicians,  we  must  not  lose  sight  of  the 
fact  that  the  patient  is  an  individual,  living  and  warm, 
and  not  simply  a scientific  curiosity;  and.  whether 
the  case  in  hand  is  perplexing  or  not,  we  must  exer- 
cise the  greatest  of  care  to  assure  the  patient  that  we 
are  interested  in  him  as  an  individual,  and  not  simply 
as  a medical  problem. 

Oliver  Wendell  Holmes  in  a stanza  of  his  poem, 
The  Morning  Visit,  beautifully  portrays  the  point 
which  the  El  Paso  Times  editorial  wished  to  make. 

“And  last,  not  least,  in  each  perplexing  case 
Learn  the  sweet  magic  of  a cheerful  face; 

Not  always  smiling,  hut  at  least  serene. 

When  grief  and  anguish  cloud  the  anxious  scene. 

Each  look,  each  movement,  every  word  and  tone, 
Should  tell  your  patient  that  you  are  nil  his  own 
Not  the  mere  artist,  purchased  to  attend, 

But  the  warm,  ready,  self -forgetting  friend, 

Whose  genial  visit  in  itself  combines 

The  best  of  cordials,  tonics,  anodynes.  . . .” 


The  American  Heart  Association's 
Campaign  for  Funds 

In  1948  the  American  Heart  Association  and  its 
various  state  affiliates  conducted  a campaign  to  raise 
funds  for  study  of  the  etiology  and  prevention  of 
heart  disease.  This  campaign  was  successful.  For  the 
ensuing  year,  1949,  the  group’s  organization  has  been 
definitely  improved  and  the  campaign  will  be  wholly 
comprehensive. 

A national  goal  of  $5,000,000  has  been  established 
and  the  various  state  affiliates  will  be  assigned  a 
quota.  It  is  the  duty  of  these  affiliates  to  make  every 
effort  to  raise  their  individual  quotas. 

According  to  a decision  of  the  Assembly  and  Board 
of  Directors  of  the  American  Heart  Association  at  its 
annual  meeting  in  Chicago  last  June,  distribution  of 
the  funds  raised  by  the  local  affiliates  of  the  associa- 
tion in  the  1949  campaign  will  be  as  follows:  Seventy 
per  cent  to  the  local  affiliates  (e.g.,  the  Texas  or  the 
proposed  New  Mexico  Heart  Association),  and  thirty 
per  cent  to  the  American  Heart  Association.  A suc- 
cessful conclusion  of  the  S5. 000,000  national  cam- 
paign will  give  $1,500,000  to  the  American  Heart 
Association,  and  $3,500,000  to  its  local  affiliates. 

Of  the  lesser  amount  at  least  fifty  per  cent  will  be 
used  to  continue  and  expand  vital  research  projects 
and  to  institute  new  projects  in  many  important 
areas  of  cardiovascular  disease.  These  projects  will 
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be  recommended  by  the  Research  Allocations  Com- 
mittee of  the  Scientific  Council  and  approved  by  the 
Board  of  Directors.  A local  committee  has  for  its 
function  the  integration  of  local  facilities  into  an 
effective  community  cardiac  program.  This  local  com- 
mittee also  has  responsibility  for  educating  the  com- 
munity in  the  vital  facts  about  the  preservation  of 
normal  health  and  the  care  and  treatment  of  disease 
of  the  heart  and  blood  vessels. 

It  is  recognized  that  research  into  heart  disease  is 
urgently  needed.  Dr.  Tinsley  Harrison,  president  of 
the  American  Heart  Association,  has  invited  applica- 
tions for  fellowships  and  research  grants  in  the 
cardiovascular  field.  Application  blanks  for  these 
grants  are  available  from  the  association’s  medical 
director  at  its  national  office,  175  Broadway,  New 
York  19.  New  York. 

In  discussing  these  research  grants,  Dr.  Harrison 
said:  “It  is  especially  appropriate  that  these  research 
grants  and  fellowships  be  made  available  at  this  time. 
Support  for  research  into  heart  disease,  the  nation’s 
leading  cause  of  death,  is  one  of  the  most  important 
objectives  of  the  national  campaign  we  shall  conduct 
next  February.  Ninety  per  cent  of  all  heart  disease  is 
due  to  three  major  conditions:  rheumatic  fever,  high 
blood  pressure,  and  hardening  of  the  arteries.  Medi- 
cal science  does  not  yet  know  the  causes  of  these 
conditions. 

“Experience  has  shown  that  where  the  causes  are 
made  known,  prevention  and  cure  can  follow.  Scien- 
tific research  is  the  answer.  For  that  reason  the  ulti- 
mate aim  of  the  American  Heart  Association  is  to 
develop  a continuing  nation-wide  program  of  produc- 
tive research  within  the  broad  field  of  diseases  of  the 
heart  and  blood  vessels.  Our  research  program  will 
be  closely  co-ordinated  with  that  of  the  National 
Heart  Institute  of  the  U.  S.  Public  Health  Service, 
and  with  the  Life  Insurance  Medical  Research  Fund.’’ 

The  campaign  will  be  conducted  on  a national 
scale  between  February  7 and  February  28,  1949.  It 
is  the  duty  of  every  practitioner  of  medicine  to  get 
solidly  behind  this  campaign  and  make  every  effort 
to  see  that  the  quotas  are  raised.  Disease  of  the 
cardiovascular  system  is  not  the  problem  of  the 
cardiologist  alone.  It  is  the  problem  of  the  general 
practitioner  and  the  surgeon  as  well.  The  advances 
in  surgery  of  the  heart  and  blood  vessels  made  in  the 
past  decade  have  been  brought  about  solely  through 
the  untiring  efforts  of  both  physicians  interested  in 
cardiovascular  research  and  the  practicing  surgeons. 
The  attack  by  surgeons  upon  lesions  of  the  heart, 
congenital  in  origin,  has  been  dramatic.  Undoubtedly, 
such  campaigns  as  will  be  instituted  by  the  American 
Heart  Association  will  bring  about  further  surgical 
procedures  which  will  rehabilitate  many  young  car 
diacs  who  now  face  a rather  dismal  future. 

The  local  affiliates  have  extremely  important  func- 
tions. They  must  formulate  a policy  which  will  inte- 
grate local  facilities  in  order  that  they  function  not 
only  adequately  but  efficiently.  These  local  facilities 
include  medical,  nursing,  and  social  services,  health 
and  welfare  agencies,  hospitals,  convalescent  homes, 
educational  and  vocational  training  services.  For 
example,  the  New  England  Heart  Association  has 
very  recently  instituted  a committee  known  as  the 
Penicillin  Committee.  This  committee  is  supplied 
with  funds  to  pay  the  cost  of  penicillin  for  needy 


patients  with  subacute  bacterial  endocarditis.  This  is 
only  one  of  the  many  worthy  projects  which  the  local 
committee  must  by  necessity  institute. 

Let  us  all  place  our  shoulder  to  the  wheel,  and 
work  and  labor  to  complete  successfully  the  aims  of 
this  campaign.  Let  us  support  our  local  heart  associa- 
tions by  at  least  joining.  Let  us  endeavor  to  convince 
our  lay  brothers  of  the  necessity  of  this  campaign  so 
that  we  may  continue  the  great  progress  which  has 
been  made  in  the  study  of  cardiovascular  disease  in 
the  past  years. 


Anatomy  Drawings  Released 

Soon  to  be  issued  in  book  form  are  illustrations  of 
anatomy  and  pathology  prepared  by  Frank  H.  Netter, 
M.D.  These  full  color  drawings  have  been  distributed 
to  physicians  for  the  last  several  years  in  portfolio 
form  by  Ciba  Pharmaceutical  Products,  Inc. 

While  portfolios  of  new  drawings  will  be  issued 
from  time  to  time,  the  current  book  will  bring  to- 
gether those  that  were  distributed  up  to  January  1, 
1948.  The  book  will  measure  9V2  x 12V2  inches  and 
contain  224  pages,  showing  191  of  these  anatomical 
charts  printed  in  full  color.  It  will  be  sold  at  a price 
to  cover  only  the  actual  printing  and  binding  costs. 

The  subjects  covered  in  the  book  will  be  as  follows: 
Lungs  and  Chest,  Injuries  to  the  Chest,  the  Esopha- 
gus, the  Stomach,  the  Duodenum,  the  Small  Intestine, 
the  Colon,  Injuries  of  the  Abdomen,  the  Testicle,  the 
Prostate,  the  Male  Breast,  the  Female  Breast,  and 
the  Heart  and  Aorta. 
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THE  MANAGEMENT  OF  BRONCHIECTASIS 

Carlton  R Souders,  M D 

Department  of  Internal  Medicine.  The  Lahey  Clinic.  Boston.  Massachusetts 


After  the  diagnosis  of  bronchiectasis  has  been  es- 
tablished the  method  of  treatment  must  be  chosen. 
However,  experience  with  a large  number  of  cases 
has  made  it  apparent  that  a single  therapeutic  meas- 
ure seldom  produces  satisfactory  results  and  that  all 
patients  cannot  be  treated  by  the  same  means.  The 
plan  of  therapy  must  be  individualized  or  “tailor 
made”  for  the  patient,  taking  into  consideration  all 
facts  pertaining  to  the  problem. 

The  first  decision  is  whether  or  not  surgery  should 
be  advised.  Since  medical  measures  never  cure  bron- 
chiectasis in  the  anatomical  sense  but  only  cause 
more  or  less  improvement  in  the  symptoms,  and, 
since  surgical  resection  of  all  of  the  diseased  lung 
can  produce  complete  and  permanent  cure,  the  latter 
method  is  advisable  if  at  all  possible.  Medical  manage- 
ment must  suffice  if  surgery  is  contraindicated. 

INDICATIONS  FOR  SURGERY 
The  primary  indications  for  surgical  resection  are 
enumerated  in  Table  I. 


TABLE  1. 

BRONCHIECTASIS 

Indications  for  Surgical  Resection 

1. 

Younger  age  group 

2. 

Unilateral  disease 

3. 

Good  general  health 

4. 

Disease  and  symptoms  severe  enough 

5. 

Vital  capacity  adequate 

6. 

Frequent  severe  hemorrhage 

7. 

No  other  serious  disease  to  contraindicate 

8. 

Future  life  expectancy  and  health  expectancy 
patient  warrants  it 

of 

the 

9. 

When  surgery  can  eliminate  all  or  almost 
disease 

all 

the 

The  exact  age  at  which  the  surgical  risk  contra- 
indicates the  operation  is  impossible  to  define.  Al- 
though children  and  persons  under  30  respond  best, 
most  patients  under  50  years  of  age  do  very  well 
unless  there  are  other  complications,  and  recently 
people  as  old  as  60  years  have  undergone  operations 
quite  safely.  The  incidence  of  complicating  diseases 
and  bilateral  pulmonary  involvement  is  greater  in 
the  older  age  groups  and  often  influences  the  decision 
toward  more  conservative  treatment. 

Since  it  is  possible  to  be  rid  of  all  the  disease  in  a 
single  operation  if  bronchiectasis  is  confined  to  one 
lung  or  one  lobe,  this  type  of  case  lends  itself  particu- 
larly to  radical  cure.  Adequately  good  general  health 
is  desirable,  of  course,  but  it  is  important  to  distin- 
guish ill  health  due  to  the  effects  of  a chronic  infected 
focus  in  the  lung  from  such  things  as  inadequate 
pulmonary  ventilation,  arteriosclerosis,  coronary  or 
renal  disease.  The  former  will  be  improved  by 
operation,  the  latter  are  likely  to  cause  disastrous 
complications. 

The  disease  and  the  patient’s  symptoms  both  must 
be  sufficiently  severe  to  warrant  the  surgical  pro- 
cedure. Patients  with  minimal  or  no  symptoms  and 
only  one  or  two  small  segments  involved  may  not 
need  operations.  It  is  to  be  remembered,  however, 
tha  such  patients,  as  a rule,  eventually  develop  symD- 
toms  of  repeated  respiratory  infections.  Therefore,  if 


as  much  as  one  lobe  is  involved  and  the  disease  even 
fairly  severe,  operation  is  desirable  before  the 
patient  reaches  the  age  of  increased  risk. 

Bronchiectasis  is  a frequent  cause  of  bleeding.  The 
hemotypses  characteristically  are  small  but  some 
patients  are  subject  to  massive  hemorrhages  haz- 
ardous to  life.  If  bleeding  episodes  are  severe  or 
numerous,  only  surgical  resection  of  the  diseased 
area  can  remove  this  danger. 

Whether  by  special  tests  or  by  clinical  judgment, 
a careful  estimate  of  a patient’s  respiratory  capacity 
must  be  made  before  he  is  subject  to  surgery.  It  is 
ill  advised  to  remove  all  the  bronchiectasis  if  so  doing 
will  leave  insufficient  lung  to  maintain  useful  life.  It  is 
also  unwise  to  remove  any  portion  of  one  lung  with- 
out removing  all  the  disease  in  that  lung.  Failure  to 
heed  this  precaution  almost  always  is  followed  by  an 
increase  in  bronchiectasis  in  the  residual  diseased 
area  and  a recrudescence  of  symptoms. 

The  association  of  some  other  severe  disease  may 
make  it  impossible  to  operate  safely  or  in  itself  may 
endanger  life  and  make  the  bronchiectasis  of  sec- 
ondary importance.  In  this  category  are  valvular  or 
coronary  heart  disease,  severe  hypertension,  nephri- 
tis, severe  asthma  or  pulmonary  emphysema,  cancer 
in  any  part  of  the  body,  active  tuberculosis,  and 
brain  abscess,  to  mention  only  a few  of  the  commonly 
associated  or  unrelated  conditions  encountered. 

Of  equal  importance  is  the  stipulation  that  the 
patient's  future  life  and  health  expectancy  must 
justify  the  procedure.  What  value  in  curing  the  bron- 
chiectasis if  the  patient  has  only  a short  while  to  live 
or  will  be  so  crippled  from  whatever  cause  as  lo 
prevent  useful  life? 

Finally,  an  operation  is  indicated  if  it  can  eliminate 
all  or  nearly  all  the  disease.  Thus,  if  70  per  cent  or 
more  of  the  bronchiectasis  is  in  one  lung,  removal  of 
that  portion  may  produce  sufficient  improvement  in 
the  symptoms  to  justify  the  procedure,  even  though 
a little  disease  remains  on  the  other  side.  It  is  also 
indicated  if  the  patient  is  young  enough  or  in  suffi- 
ciently good  condition  to  warrant  bilateral  surgery. 

INDICATIONS  FOR  MEDICAL  TREATMENT 

The  indications  for  medical  treatment  (Table  II) 
are  essentially  the  contraindications  to  surgery  or  the 
converse  of  the  above.  They  require  little  comment 
in  addition  to  the  previous  discussion.  It  is  justifiable 
to  treat  patients  who  have  minimal  symptoms  medi- 
cally for  a sufficient  period  of  time  to  evaluate  the 
course  of  the  disease.  There  are  borderline  and 
doubtful  cases  in  which  treating  the  associated  bron- 


TABLE  II. 

BRONCHIECTASIS 
Indications  for  Medical  Treatment 

1.  Older  age  group 

2.  Diffuse  bilateral  disease 

3.  Low  vital  capacity 

4.  Minimal  symptoms 

5.  Symptoms  of  recent  origin 

6.  Generally  debilitated  patient 

7.  Severe  or  dangerous  associated  or  unrelated  diseases 
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chitis  gives  relief  from  symptoms  and  further  ob- 
servation indicates  that  true  bronchiectasis  was  not 
present.  Similarly,  after  atelectasis,  a recent  pneu- 
monia or  the  removal  of  a foreign  body,  there  may  be 
a moderate  cylindrical  dilatation  of  bronchi  demon- 
strable by  bronchograms  which,  if  treated  conserva- 
tively but  vigorously,  will  subside  and  revert  to 
normal  size.  Therefore,  if  symptoms  are  of  only  a 
few  weeks'  duration,  such  a possibility  should  be  con- 
sidered. Except  for  severe  hemorrhage  bronchiectasis 
is  never  an  emergency. 

Forms  of  medical  treatment  which  have  proved  to 
be  of  value  are  listed  in  Table  III.  Patients  with  bron- 
chiectasis harbor  a chronic  infection  and  so  are 
subject  to  the  depletions  in  energy,  vitamins,  iron, 
proteins,  and  so  forth,  which  always  accompany 
chronic  infectious  diseases.  Increased  hours  of  rest, 
a nutritious  diet  high  in  protein  to  replace  protein 
lost  in  the  sputum,  vitamins  in  excess  of  the  daily 
requirements  in  health,  and  iron  in  appropriate 
dosage  may  improve  the  patient's  feeling  of  well- 
being appreciably  and  help  him  to  combat  the  infec- 
tion by  his  own  powers  of  healing.  In  very  severe 
cases  or  in  ordinary  cases  after  the  exacerbation  pro- 
duced by  an  acute  respiratory  infection,  complete  bed 
rest  may  be  indicated.  A change  of  jobs  from  a heavy 
to  a lighter  form  of  employment  is  often  helpful.  In 
some  cases  where  the  appetite  is  poor  and  there  is 
considerable  debility,  the  addition  of  protein  supple- 
ments may  boost  the  protein  intake  to  the  desired 
level.  No  one  vitamin  is  better  than  another  but  the 
usual  commercial  polyvitamin  preparations  are  used. 
Some  patients  are  actually  anemic,  most  have  deple- 
tion of  iron  storage  even  if  peripheral  blood  levels  of 
hemoglobin  are  within  normal  limits.  Ferrous  sulfate 
in  daily  doses  of  12  to  20  grains  is  usually  effective 
and  well  tolerated. 

In  accord  with  good  medical  or  surgical  principles, 
drainage  of  pus  is  always  desirable.  This  can  be  ac- 
complished only  by  inverting  the  patient  so  that 
secretions  retained  in  the  depth  of  the  bronchieetatie 
lung  are  spilled  out  by  gravity.  A facedown  position 
with  head,  shoulders  and  thorax  over  the  side  of  the 
bed  and  legs  and  buttocks  uppermost  is  ideal  for  most 
patients  but  trial  and  error  will  soon  determine 
whether  a turn  to  the  right  or  left  or  some  other 
position  is  even  more  effective.  This  posture  is  con- 
tinued for  ten  minutes  at  a time,  and  efforts  are 
made  to  cough  and  raise  the  sputum.  The  entire  pro- 
cedure is  at  first  repeated  four  times  daily,  then 
cither  increased  or  decreased  depending  upon  how 
much  sputum  is  obtained.  It  should  be  possible  for 


1. 

TABLE  III. 

BRONCHIECTASIS 
Medical  Treatment  of  Bronchiectasis 

Rest 

2 

Nutrition 

3 

Vitamins 

4. 

Iron 

5. 

Postural  drainage 

6. 

Expectorants 

7. 

Antibiotics 

8. 

Sulfadiazine 
Penicillin 
Streptomycin 
Allergic  management 

9. 

Vaccines 

10. 

Treatment  of  sinus  disease 

11. 

Climate 
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the  patient  to  do  all  of  his  coughing  at  these  appointed 
times  and  not  to  find  it  necessary  at  other  times. 
Most  persons  who  practice  postural  drainage  thor- 
oughly report  prompt  reduction  in  the  amount  of 
sputum  and  an  increase  in  energy  and  well-being. 
Sputum  varies  greatly  but  is  often  thick,  sticky  and 
hard  to  raise.  Expectorants  are  helpful  in  correcting 
this  situation.  Many  drugs  may  be  useful  but  potas- 
sium iodide  is  better  than  most  when  given  in  doses 
of  10  drops  of  saturated  solution  in  water  or  milk 
three  times  daily.  The  result  is  usually  a thinner, 
more  watery  sputum  requiring  less  effort  to  bring  up. 
Paradoxically,  the  amount  of  sputum  sometimes  seems 
to  decrease  on  this  medication,  a result  possibly  ex- 
plained by  the  fact  that  this  watery  secretion  can  be 
removed  by  normal  ciliary  action  of  the  tracheal  and 
bronchial  mucosa  and  does  not  require  cough  to  aid 
in  discharge  from  the  respiratory  passages. 

USE  OF  ANTIBIOTICS 

The  use  of  antibiotics  has,  of  course,  followed  the 
development  of  each  new  type  of  antibacterial  drug. 
All  have  been  of  some  use.  Sulfadiazine  is  still  of 
value  in  many  cases  because  of  the  simplicity  and 
ease  with  which  it  can  be  taken  by  the  patient  at 
home.  Occasional  reactions  of  minor  or  more  serious 
nature  and  the  fact  that  it  does  not  inhibit  all  bac- 
teria prevent  its  general  use.  Penicillin  has  proved 
safer  and  more  effective.  It  can  be  given  by  mouth 
although  this  is  the  least  effective  method.  In  serious 
cases  or  hospitalized  patients,  intramuscularly  in- 
jected penicillin  is  used.  In  both  ambulatory  and 
hospitalized  patients  the  inhalation  of  an  aerosol  or 
more  recently  the  penicillin  powder  or  “dust”  has 
been  used.1  Dosages  should  be  adequate,  300,000 
units  or  more  daily  by  injection,  25,000  to  50,000 
units  of  a nebulized  aerosol  five  or  more  times  a day 
by  inhalation,  or  100,000  units  of  powdered  penicillin 
inhaled  two  or  three  times  a day.  If  improvement  is 
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to  occur  it  will  come  within  seven  to  ten  days  and 
will  be  manifested  by  reduction  in  the  amount  of 
sputum  which  will  be  thinner  and  lighter.  This  will 
be  accompanied  by  a general  feeling  of  better  health. 
In  some  cases  it  is  then  wise  to  discontinue  the  drug, 
resuming  it  at  the  first  occurrence  of  a respiratory 
infection.  Other  patients  seem  to  do  best  on  a main- 
tenance dose  or  prophylactic  use  of  the  inhalations 
once  a day  or  two  to  three  times  a week. 

Since  bronchiectasis  is  always  a mixed  infection, 
some  bacteria  will  be  found  which  are  penicillin- 
resistant.  As  the  more  sensitive  ones  are  inhibited 
these  resistant  strains  may  multiply  and  allow  recur- 
rence of  symptoms  or  persistence  of  sputum  in  large 
amounts.  In  these  cases  streptomycin  may  be  effec- 
tive and  can  be  used  in  doses  of  Vz  gm.  intramuscu- 
larly four  to  six  times  a day.  The  combined  use  of 
the  two  drugs  is  often  advantageous. 

An  allergic  individual  usually  reacts  excessively 
and  with  prolonged  symptoms  to  any  respiratory  in- 
fection. Bronchiectasis  is  no  exception  to  this  rule 
even  though  allergy  has  nothing  to  do  with  the  eti- 
ology of  the  disease.  Disregard  of  the  allergic  factor 
may  cause  failure  in  an  otherwise  well-handled  case. 
If,  therefore,  there  is  any  evidence  of  personal  or 
family  allergy,  appropriate  skin  tests  are  done  and 
measures  undertaken  to  eliminate  the  allergens  from 
the  environment  or  to  desensitize  if  advisable.  Vac- 
cines seem  to  work  best  in  this  group  of  patients, 
either  autogenous  vaccines  made  from  the  bacteria 
isolated  from  the  patient's  own  sputum  or  a commer- 
cial respiratory  vaccine. 

Sinus  disease  when  present  should  be  thoroughly 
treated,  by  conservative  methods  when  this  suffices, 
by  radical  surgery  when  necessary.  It  is  usually 
desirable  to  do  radical  sinus  operation  before  pul- 
monary resection,  thus  avoiding  the  possibility  of  a 
flare-up  of  sinus  infection  immediately  after 
operation. 

Finally,  a word  might  be  said  for  the  beneficial 
effect  of  change  of  climate.  No  matter  how  salubrious, 
there  is  no  climate  which  in  itself  will  cure  bronchiec- 
tasis. Yet,  as  has  been  frequently  pointed  out,  recur- 
ring respiratory  infections  always  cause  flare-ups  in 
patients  with  bronchiectasis  and  if  these  can  be 
avoided,  symptoms  will  be  less  severe.  Therefore,  a 
warm,  dry  climate  with  plenty  of  sunshine  and  few 
changes  in  temperature,  where  respiratory  infections 
are  at  a minimum,  should  prove  ideal.  Such  condi- 
tions are  found  in  the  southwestern  part  of  the 
United  States.  Many  patients  who  are  economically 
able  to  make  the  change  are  helped  by  moving  to  that 
area  permanently  or  at  least  during  the  winter 
months. 

In  addition  to  patients  who  are  treated  entirely  by 
medical  means,  the  above  measures  are  useful  in  the 
preoperative  and  postoperative  care  of  bronchiectatic 
patients  treated  surgically  so  it  becomes  apparent 
that  it  is  necessary  to  combine  a number  of  thera- 
peutic methods  in  handling  any  one  case.  Except  for 
those  cases  radically  cured  by  surgical  resection, 
patients  with  bronchiectasis  must  be  taught  how  to 
live  with,  control  and  master  their  disease. 
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LAS  CRUCES  CONSTRUCTING  MODERN,  100  BED  HOSPITAL 


Las  Cruets  Memomal  Hospital 

Vas  Ouces  Ntv  Mexico 

(Also  See  Illustration  on  Page  Thirty-six) 


During  the  past  decade  the  medical  profession  and 
business  interests  in  Las  Cruces,  New  Mexico,  have 
considered,  at  various  times,  the  feasibility  of  obtain- 
ing more  hospital  beds  for  the  city  and  its  sur- 
rounding territory.  Like  the  Southwest  in  general. 
Las  Cruces  has  increased  in  population,  and  with  an 
augmented  citizenry  has  come  an  expanded  trade 
area.  The  trade  area  today  includes  an  estimated 
population  of  45,000  to  60,000  people.  A trade  area  of 
this  size  requires  150  available  hospital  beds. 

The  McBride  Hospital  as  originally  designed  pro- 
vided only  17  beds  and  later  was  increased  to  24  beds. 
Realization  of  the  inadequacy  became  acute.  Geo- 
graphically, Las  Cruces  is  situated  at  the  intersection 
of  three  major  highways.  The  traumatic  work  alone 
is  sufficient  at  times  to  overcrowd  the  small  bed  ca- 
pacity of  the  local  hospital.  The  overflow  could  not  be 
accommodated  in  El  Paso  because  that  city  lacks  bed 
capacity  sufficient  to  supply  its  own  needs  and  is 
similarly  faced  with  the  problem  of  expanding 
hospital  capacity  and  facilities. 

Accordingly,  in  April,  1946,  Mayor-Elect  Sam  Klein 
of  Las  Cruces  called  together  representative  citizens 
of  both  the  professions  and  business.  At  this  meeting 
the  equipment  of  the  Masonic  Hospital  and  Nurses’ 
Home  of  El  Paso  was  purchased  and  stored  in  Las 
Cruces  for  future  use. 

During  the  next  two  years  the  project  gained  sup- 
port and  the  citizens  of  Las  Cruces  voted  a sufficient 
bond  issue.  Federal  aid  was  also  sought  and  obtained. 
Today,  by  virtue  of  their  efficiency  and  tenacity,  the 
citizens  of  Las  Cruces  have  realized  their  aim: 
Ground  has  been  broken  and  the  foundation  laid  for 
a thoroughly  modern,  100  bed,  general  hospital.  With 
the  wisdom  of  foresight  the  Hospital  Board  has  so 
planned  the  institution  that  bed  space  may  be  added 
if  that  becomes  necessary  without  fundamentally 
changing  the  design  of  the  hospital. 

The  hospital  is  air  conditioned  throughout.  Bed 
space  is  divided  into  thirds;  one-third  devoted  to  four- 
bed  wards,  the  second  third  devoted  to  two-bed 
wards,  and  the  remaining  third  to  private  rooms. 
The  operating,  laboratory,  and  x-ray  suites  are  en- 
tirely of  modern  design.  A feature  new  to  South- 
western hospitals,  remote  vocal  control  between  the 
bedside  and  the  nurse’s  station,  is  to  be  installed 
throughout  the  entire  hospital.  By  this  means  the 
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patient  can  talk  to  the  nurse  at  her  station  at  any 
time  he  sees  fit.  This  will  save  many  footsteps,  ard  a 
great  deal  of  time,  and  will  promote  more  eTicOnt 
and  adequate  care  from  the  patient’s  standpoint. 

SOUTHWESTERN  MEDICINE  extends  its  heartiest 
congratulations  and  best  wishes  to  the  Board  of  Directors 
and  the  Staff  of  the  new  Memorial  Hospital  in  I.as 
Cruces.  It  is  hoped  that  other  cities  in  this  area  will 
fellow  the  splendid  example  which  has  been  set  and 
expand  their  bed  capacity  in  a like  manner.  This  can 
only  be  done , as  has  been  exhibited  in  Las  Cruces , by  the 
close  and  unselfish  co-operation  of  both  business  and 
professional  groups  working  hand-in-hand. 

THE  EDITORS 
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RECURRENT  VOLVULUS  WITH  AN  UNUSUAL  COMPLICATION 

J Leighton  Green,  M D . F ACS 

EL  PASO.  TEXAS 


This  case  of  recurrent  volvulus  is  considered 
worthy  of  reporting  because  of  the  following  unusual 
features:  (1)  volvulus  recurred  in  this  patient  on 
several  occasions;  (2)  the  mercury  bulb,  a part  of 
the  Cantor  tube,  had  to  be  removed  from  the  ileum 
by  surgical  procedure. 

CASE  REPORT 
FIRST  ADMISSION 

History:  C.  M.,  a twelve  year  old  Latin-American 
boy,  was  admitted  to  Southwestern  General  Hospital, 
January  21st,  1947,  complaining  of  acute,  fulminating 
abdominal  pain.  The  past  history  revealed  that  he 
had  had  two  previous  admissions  in  the  past  month, 
the  first  because  of  an  acute  lymphocytic  chorio- 
mengitis,  and  the  second  because  of  acute  bacterial 
endocarditis.  His  past  history  was  not  remarkable 
with  the  exception  of  a statement  by  his  parents 
that  he  had,  at  infrequent  intervals  in  the  past 
months,  experienced  episodes  of  transient  acute 
abdominal  pain.  On  admission  to  the  hospital  the 
patient's  pain  was  epigastric  in  type,  intermittent, 
severe,  and  accompanied  by  nausea  and  vomiting, 
and  was  said  to  have  been  present  for  the  past 
twenty-four  hours. 

Physical  examination  revealed  a rather  thin,  but 
essentially  normally-developed  boy,  seriously  ill.  His 
abdomen  was  moderately  distended,  tympanitic 
throughout,  but  with  no  localized  tenderness  or  defi 
nite  mass.  Auscultation  revealed  moderate  borboryg- 
mus.  Enemas  were  ineffective. 

Laboratory  Findings:  A blood  count  showed  14,600 
white  blood  cells  with  80%  neutrophiles,  4.2  million 
red  blood  cells  with  80%  hemoglobin. 

A flat  plate  of  the  abdomen  with  the  patient  up- 
right showed  sufficient  fluid  levels  and  gaseous  dis- 
tention to  justify  a diagnosis  of  intestinal  obstruction. 

Clinical  Course:  Laparotomy  through  a lower  right 
rectus  incision  was  done  on  the  day  of  his  admission, 
January  21st.  This  was  the  first  of  a series  of  four 
operative  procedures.  Approximately  two-thirds  of 
the  ileum  was  found  collapsed.  Proximal  to  this  was 
a small  area  of  ileum  containing  some  gas.  The 
cecum  was  freely  mobile  and  was  quite  large.  The 
entire  colon  was  moderately  distended.  There  was 
very  little  fluid  in  the  peritoneal  cavity.  The  entire 
intestinal  tract  was  examined,  but  no  obstructed  area 
was  found.  Routine  appendectomy  was  performed, 
and  the  abdomen  closed  without  drainage.  Post-opera- 
tive diagnosis  was  volvulus  of  the  intestine,  spon- 
taneously corrected. 

Except  for  a tachycardia  (rate  140  to  148)  on  the 
second  and  third  days,  post-operative,  the  convales- 
cence was  uneventful.  The  patient  was  discharged 
from  the  hospital  on  January  26th,  the  fifth  post- 
operative day. 

SECOND  ADMISSION 

Approximately  six  months  later,  on  July  9,  1947, 
the  boy  was  readmitted.  About  6:00  P.M.  on  the 
previous  day  he  had  developed  severe  abdominal 
pain  with  vomiting.  He  was  unable  to  retain  any  food. 
On  admission  he  was  fretful  because  of  pain.  He  had 
the  pale  and  pinched  facies  of  an  acutely-ill  patient. 


His  pulse  rate  was  140  and  the  volume  only  fair.  The 
skin  was  dusky  and  dry.  There  was  moderate  disten- 
tion of  the  abdomen.  In  the  lower  left  quadrant  of 
the  abdomen  was  palpable  a smooth,  irregular  mass, 
exquisitely  tender.  The  mass  extended  from  the 
suprapubic  region  almost  to  the  left  anterior  superior 
iliac  spine.  There  was  moderate  tympany.  On  auscul- 
tation, only  slight  borborygmus  could  be  heard. 
Rectal  examination  revealed  acute  tenderness  in  the 
entire  pelvis. 

Laboratory  Findings:  White  blood  count  was  14,900 
with  84%  neutrophiles.  Red  blood  count  was  4.75 
million  with  a 95%  hemoglobin. 

A pre-operative  diagnosis  of  intestinal  obstruction 
with  peritonitis  was  made,  and  surgical  procedure 
was  instituted  for  the  second  time,  three  hours  after 
the  patient’s  admission.  The  abdomen  was  opened 
again  using  a right  rectus  incision.  A large  amount 
of  sero-sanguinous  fluid  was  found  in  the  peritoneal 
cavity.  About  twenty-four  inches  of  ileum  with  its 
mesentery  was  black  and  gangrenous,  its  blood  supply 
cut  off  by  a twisted  mesentery.  This  distended  and 
gangrenous  ileum  formed  a coiled  mass  in  which 
were  numerous  adhesions.  Several  adhesive  bands 
were  drawn  tightly  across  the  root  of  the  mesentery. 
The  gangrenous  portion  of  ileum  extended  to  within 
about  four  inches  of  the  ileocecal  valve. 

Resection  of  approximately  twenty-four  inches  of 
ileum  was  done,  and  end-to-end  anastomosis  made. 
Sulfanilamide  (10  Gm.)  was  placed  in  the  peritoneal 


Fig.  1.  Cantor  tube  in  the  ileum. 
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cavity.  A rubber  tissue  drain  was  left  in  the  wound, 
down  to  the  site  of  anastomosis.  During  the  opera- 
tion, 500  cc.  of  citrated  blood  was  given  by  the  intra- 
venous route.  Immediate  post-operative  condition 
was  not  good.  Intravenous  fluids  and  oxygen  by  nasal 
catheter  improved  the  condition  somewhat.  Penicillin 
injections  were  begun,  25,000  units  every  three  hours. 
On  the  evening  of  the  operation,  a Miller  Abbott 
tube  was  inserted  and  continuous  suction  started. 
This  tube  worked  well  for  awhile,  then  seemed  in- 
effectual. X-ray  on  July  11th  showed  it  looped  down 
into  the  intestine  with  its  tip  back  in  the  stomach. 
The  tube  was  removed  and  a lead-tipped  Wangen- 
steen tube  introduced  oh  July  11th. 

On  July  13th,  the  fourth  post-operative  day,  there 
was  considerable  distention.  The  general  condition 
of  the  patient  appeared  improved,  but  his  pulse  was 
still  rapid.  He  was  receiving  4,000  cc.  of  fluids  paren- 
terally  every  twenty-four  hours.  Some  protein  hydro- 
lysate was  also  given  by  the  intravenous  method. 
The  Wangensteen  tube  was  removed  and  a Cantor 
tube  inserted,  suction  continued.  Distention  was  soon 
relieved.  That  night  several  bowel  movements 
occurred,  and  the  abdomen  became  soft. 

On  July  21st,  after  2,050,000  units  had  been  given, 
penicillin  was  discontinued.  Progress  was  satisfactory. 
On  July  22nd,  the  thirteenth  post-operative  day,  the 
Cantor  tube  was  removed,  but  its  mercury  bulb  was 
missing,  cut  off  flush  with  the  end  of  the  tube.  On 
July  23rd  the  rubber  tissue  drain  was  removed.  The 
wound  healed  promptly.  The  patient  was  up  in  a chair 
on  the  23rd.  His  temperature  had  not  exceeded  100 
after  the  third  post  operative  day.  On  the  24th,  after 
being  up  two  hours,  he  vomited  and  showed  some 
distention.  However,  on  July  26th  he  was  discharged. 


Fig.  2.  Bulb  containing  mercury,  in  lower  ileum. 


X-ray  examination  at  this  time  revealed  the  mercury 
bulb  about  at  the  site  of  the  anastomosis.  There  was 
some  distention  of  loops  of  ileum  and  some  gas  was 
noted  in  the  colon. 

INTERIM  COURSE 

The  boy  was  observed  in  his  home.  His  appetite 
was  fair.  He  had  recurrent  attacks  of  vomiting  and 
complained  of  slight  recurring  episodes  of  abdominal 
pain.  The  bowel  movements  were  normal.  Dr.  M.  O. 
Cantor,  designer  of  the  tube,  in  a personal  communi- 
cation gave  assurance  that  the  mercury  bulb  world 
pass  through  the  intestinal  tract.1  But  it  did  not. 
Various  therapeutic  procedures  were  instituted,  such 
as  purgatives,  bulky  diet,  postural  procedure.  Indeed, 
all  apparent  means  were  used  to  effect  the  passage  of 
the  bulb,  but  proved  unavailing.  Repeated  X-ray 
examinations  showed  the  bulb  still  proximal  to  the 
ileocecal  valve. 

THIRD  ADMISSION 

On  August  13th,  1947,  one  month  after  the  Cantor 
tube  had  first  been  inserted,  the  patient  was  re- 
admitted for  surgical  removal  of  the  mercury  bulb. 
His  general  condition  appeared  good.  However,  his 
red  blood  count  had  dropped  to  3.81  million  with  a 
hemoglobin  of  75%.  The  white  blood  count  at  this 
time  was  10,700.  Urinalysis  revealed  a trace  of 
albumen  and  occasional  granular  casts.  Examination 
of  the  abdomen  showed  a slight  distention  and  mod- 
erate tympany,  but  no  definite  tenderness.  Ausculta- 
tion revealed  active  borborygmus.  The  healed  opera- 
tive scar  on  the  abdomen  showed  a keloid  tendency. 

On  August  14th,  the  third  operation  was  performed. 
The  scar  was  excised.  The  terminal  ileum  was  found 
densely  matted  with  adhesions  about  the  site  of  the 
anastomosis.  The  descending  colon  was  adherent  in 
this  region,  and  there  were  adhesions  to  the  parietal 
peritoneum.  The  ileum  was  somewhat  dilated  proxi- 
mal to  the  anastomosis,  and  in  this  sagging,  dilated 
segment  the  mercury  bulb  could  be  palpated.  At- 
tempts to  milk  it  into  the  cecum  were  unsuccessful. 
The  ileum  was  therefore  opened  longitudinally,  proxi- 
mal to  the  anastomosis,  and  the  mercury  bulb  re- 
moved. (The  bulb  was  not  distended,  as  had  been 
suggested  by  both  Harris"  and  Cantor.  The  rubber 
bag  containing  the  mercury  was  intact.  It  had  been 
sawed  across  at  the  neck,  flush  with  the  end  of  the 
intestinal  tube,  leaving  the  glued  portion  adherent 
to  the  tube,  and  the  silk  ligature  still  tying  the  neck 
of  the  bag.)  The  ileum  was  closed  transversely.  Sul- 
fanilamide (5.0  Gm.)  was  left  in  the  peritoneal  cavity. 
The  abdomen  was  closed  without  drainage.  Trans- 
fusion of  500  cc.  of  citrated  blood  was  given. 

Penicillin  therapy  was  again  instituted  post-opera- 
tively.  Forty-eight  hours  after  operation,  the  abdo- 
men was  soft,  but  the  pulse  rate  wa§  130.  A Miller- 
Abbott  tube  was  inserted  and  suction  started.  Suction 
was  continued  for  seventy-two  hours,  then  omitted 
and  the  tube  removed.  On  August  20th,  sixth  post- 
ooerative  day,  the  patient  was  out  of  bed  in  a chair. 
The  wound  healed  promptly.  He  was  discharged  in 
good  condition  on  August  21st.  He  received  825.000 
units  of  penicillin  during  this  admission. 

INTERIM  COURSE 

The  boy  was  able  to  return  to  school.  He  had 
normal  bowel  function:  his  appetite  was  good,  and  he 
had  no  subjective  symptoms  referable  to  his  a^do- 
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men.  All  went  well  for  fourteen  months.  Then  on 
October  12th,  1948,  following  participation  in  a foot- 
ball game,  he  developed  sudden  and  acute  abdominal 
pain. 

FOURTH  ADMISSION 

The  following  day,  October  13th,  1948,  he  was 
brought  to  the  hospital  by  his  mother  with  essen- 
tially the  same  picture  of  obstruction  he  had  shown 
previously.  He  was  obviously  acutely  ill,  in  excruci- 
ating pain.  This  pain  was  accompanied  by  vomiting. 
Physical  examination  revealed  an  acutely-tender,  dis- 
tended, and  tympanitic  abdomen.  A mass  could  be 
seen  and  palpated  in  the  left  lower  quadrant.  Peri- 
staltic waves  were  visible  and  were  loud  on  ausculta- 
tion. The  white  blood  count  at  this  time  was  14,700, 
with  92%  neutrophiles. 

On  October  13th,  the  day  of  admission,  the  fourth 
operation  was  performed.  Numerous  adhesions  were 
found,  and  some  dark  serous  fluid  in  the  peritoneal 
cavity.  A double  loop  of  ileum  was  gangrenous,  its 
mesentery  twisted  and  bound  with  adhesions  in 
approximately  the  same  region  as  with  the  previous 
volvulus.  Again  twenty-four  inches  of  ileum  had  to  be 
removed.  Resection  had  to  be  done  close  to  the 
cecum,  leaving  insufficient  ileum  for  an  end-to-end 
anastomosis.  Both  ends  of  ileum  were  therefore 
closed,  and  the  proximal  end  of  the  ileum  was  anas- 
tomosed to  the  ascending  colon,  side-to-side.  A trans- 
fusion of  500  cc.  of  citrated  blood  was  given 
during  the  operation. 

The  patient’s  post  operative  course  was  not  par- 
ticularly stormy.  He  ran  a pulse  of  130  for  seventy- 
two  hours,  and  his  temperature  rose  to  102  on  the 
third  day.  Suction  by  means  of  the  Miller-Abbott 
tube  was  again  employed.  On  this  admission  he  re- 
ceived 2,100,000  units  of  Duracillin.  On  the  seventh 
post  operative  day  he  was  sent  home  by  ambulance. 

Final  recheck  on  November  20th,  1948,  found  the 
boy  to  be  in  good  health.  He  had  no  complaints.  His 
appetite  was  excellent,  and  his  bowel  function  was 
normal.  During  the  period  covered  by  this  case 
report  the  patient  had  grown  several  inches  in  height. 
His  physical  examination  at  this  time  was  unreveal- 
ing except  for  the  presence  of  murmurs  over  the 
mitral  area,  the  residuals  of  his  previous  endocardial 
lesion.  There  was  no  evidence  of  decompensation. 

DISCUSSION 

Volvulus  always  concerns  the  midgut;  i.  e.,  the  ali- 
mentary tube  from  the  duodenum  to  the  midportion 
of  the  transverse  colon.  From  the  sixth  to  the  tenth 
weeks  of  embryonic  life,  the  alimenary  tube  grows 
faster  than  the  celomic  cavity,  and  a portion  of  the 
midgut  protrudes  out  into  the  base  of  the  umbilical 
cord,  forming  an  omphalocele.  At  about  the  tenth  week 
the  peritoneal  cavity  grows  at  a greater  rate  and  the 
midgut  is  withdrawn  into  it.  As  this  recedes  into  the 
abdomen,  it  rotates  in  counterclockwise  direction  (as 
one  faces  the  fetus).  The  terminal  ileum,  cecum, 
ascending  colon,  and  transverse  colon  lie  wholly  in 
the  left  side  of  the  abdomen.  The  cecum  migrates 
across  the  upper  abdomen  and  finally  reaches  the 
right  lower  quadrant.  As  this  peritoneal  rotation  is 
completed,  cecum  and  ascending  colon  become  at- 
tached in  the  right  side  of  the  abdomen  and  the 
mesentery  of  the  small  bowel  becomes  attached  to 
the  posterior  abdominal  wall,  from  duodeno-jejunal 
junction  to  cecum.  Anywhere  along  the  way,  rotation 
may  stop.  Such  incomplete  rotation  is  responsible  for 


the  condition  of  volvulus.  An  incompletely-anchored 
mesentery  may  give  rise  to  volvulus  of  the  entire 
midgut  or  a portion  of  it. 

The  effect  of  volvulus  is  (1)  to  angulate  and  ob- 
struct the  involved  loop  of  intestine,  and  (2)  to  cut 
off  blood  supply  from  the  mesentery.  Infarction  of 
the  involved  gut  results.  Such  a twisting  of  the  small 
bowel  may  occur  intermittently,  giving  rise  to  symp- 
toms of  acute  abdominal  distress.  With  spontaneous 
righting  or  untwisting  of  the  mesentery,  symptoms 
disappear.  Diarrhea  and  vomiting  may  occur.  A pa- 
tient, reported  by  Tiscenco,a  had  attacks  of  violent, 
intermittent  abdominal  pain  lasting  several  days  at 
a time,  and  accompanied  by  diarrhea.  Diagnosis  of 
volvulus  was  made  by  radiology,  confirmed  at  opera- 
tion. Children  have  been  treated  for  food  poisoning 
or  intestinrl  flu  because  of  abdominal  pain,  nausea, 
and  vomiting  due  to  volvulus.  The  attacks  of  abdom- 
inal pain  which  our  patient  had  might  well  have  been 
due  to  a partial,  transient  twisting,  and  he  undoubt- 
edly had  a severe  twist  before  the  first  operation.  A 
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case,  reported  by  Ladd  and  Gross,'  was  treated  for 
celiac  disease  for  several  monthe  before  operation 
discovered  volvulus. 

According  to  Emerson  and  Brenner,5  volvulus  of 
the  small  intestine  is  rare.  Brenner"  says  that  late 
cases,  requiring  resection,  seldom  survive.  In  some 
cases  a two-stage  operation  is  necessary,  due  to  the 
poor  condition  of  the  patient.  At  times,  simply  reliev- 
ing rotation  of  the  intestine  will  be  all  that  is  re- 
quired, but  in  such  a case,  one  should  examine  the 
duodenum.  In  complete  rotation,  a band  may  persist 
across  the  duodenum,  causing  obstruction.  Failure  to 
find  and  remove  this  band  has  resulted  in  some 
fatalities. 

At  Children’s  Hospital,  Boston,  Mass.,  eight  deaths 
were  reported  in  thirty-five  cases — most  of  them  in- 
fants during  the  first  three  weeks  of  life.7 

Intestinal  intubation  and  suction  undoubtedly 
played  an  important  part  in  saving  this  patient.  Vari- 
ous modifications  of  the  Miller-Abbott  tube  have  been 
devised.  In  1928  Wilkins"  used  mercury  in  such  a 
tube  to  help  the  descent  of  the  tube.  Harris  in  1944 
devised  a mercury-tipped  tube.'1  Cantor’s  modification 
appeared  in  1946."'  This  intestinal  tube,  with  a mer- 
cury bag  attached  to  the  end,  has  these  advantages: 

1.  Ease  of  insertion.  Fluidity  of  the  mercury 
causes  the  tube  practically  to  flow  down  the  intestine. 

2.  The  weight  and  cohesive  power  of  the  mercury 
help. 

3.  The  mercury  is  innocuous  in  the  intestinal  tract 
and  does  no  harm  if  spilled. 

4.  The  Cantor  tube  is  a large,  single  lumen  tube, 
therefore  more  efficient  than  the  double-lumen  tube. 

In  his  first  500  cases  in  which  this  tube  was  used. 
Cantor1  had  one  case  in  which  the  mercury  was  spilled 
and  was  excreted,  and  two  cases  in  which  mercury 
and  bag  were  excreted  intact.  He  had  no  case  similar 
to  the  case  considered  in  this  report.  He  advises 
using  heavier  rubber  at  the  bulb  neck. 

Harris"  had  to  perform  an  ileotomy  to  remove  a 
distended  mercury  bulb.  The  bulb  apparently  had 
accumulated  gas  by  osmosis. 

SUMMARY 

1.  An  unusual  case  is  presented  of  volvulus  oc- 
curring in  a boy  twelve  years  of  age,  for  whom  three 
laparatomies  were  necessitated  by  repeated  attacks. 
In  two  instances  resection  of  gangrenous  ileum  was 
done. 

2.  An  additional  operation  was  required  in  the 
same  patient  to  remove  the  rubber  bulb  of  mercury 
which  became  detached  from  a Cantor  tube. 

3.  The  etiology  of  volvulus  is  discussed. 

4.  Mercury-tipped  intestinal  tubes  are  discussed. 
They  present  advantages  as  well  as  minor  dangers. 
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Sierra  County  Society 
Elects  Officers 

The  final  meeting  of  1948  of  the  Sierra  County 
Medical  Society  was  held  in  Hot  Springs,  New  Mex- 
ico, December  16.  The  following  officers  were  elected: 
Dr.  A.  C.  White,  president;  Dr.  H.  B.  Johnson,  vice- 
president;  Dr.  E.  E.  Hubble,  secretary-treasurer.  Dr. 
H.  B.  Johnson  was  named  Corresponding  Editor  to 
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JEROME  D.  LOVE 


WILLIS  W.  WAITE 


Dr.  Jerome  D.  Love,  pioneer  Southwestern  physi- 
cian and  inventor  of  the  first  trailer  hospital,  died, 
December  14,  at  his  home,  3101  Federal  Street,  in 
El  Paso.  He  was  80  and  had  practiced  medicine  for 
53  years. 

A native  of  Russellville,  Arkansas,  Dr.  Love  re- 
ceived his  medical  degree  from  the  University  of 
Arkansas.  He  practiced  in  Lincoln  County,  N.  M., 
and  Thatcher,  Arizona,  before  moving  to  El  Paso  in 


1901. 

Dr.  Love  conceived  the  idea  of  the  first  mobile  hos- 
pital while  recuperating  from  serious  injuries  sus- 
tained in  an  auto  accident.  Equipped  for  almost  any 
emergency,  the  hospital  was  air  conditioned  and  con- 
tained a portable  x-ray  machine,  oxygen  tanks,  and 
surgical  facilities.  Power  was  supplied  by  a generator. 
Dr.  Love  received  national  recognition  for  his  hospi- 
tal, and,  in  1939,  addressed  the  National  Congress  of 
Obstetricians  and  Gynecologists  in  Cleveland,  Ohio. 

Dr.  Love  was  married  in  1902  to  Ollie  Payne,  in 
Palmer.  Texas.  He  was  a 33rd  degree  Mason. 

Survivors  include  his  widow';  a son,  Frederick,  Las 
Cruces,  N.  M.;  a daughter,  Mrs.  Jerome  Owen,  El 
Paso;  a sister,  Mrs.  Ida  Jeffers,  Dallas,  Texas;  and 
three  grandchildren. 


If  you  are  changing  or  have  changed  your 
office  location,  please  notify  SOUTH- 
WESTERN MEDICINE,  310  N.  Stanton,  El 
Paso,  Texas.  We  are  not  always  informed  of 
changes  of  address  by  the  Post  Office. 


Dr.  Willis  W.  Waite,  prominent  Southwestern 
clinical  pathologist  and  a past  president  of  the  El 
Paso  County  Medical  Society,  died.  December  14,  in 
an  El  Paso  hospital.  He  was  72. 

Dr.  Waite  came  to  El  Paso  from  Syracuse,  N.  Y.. 
where  he  was  with  the  City  Health  Department. 

He  graduated  from  the  University  of  Wisconsin 
and  received  his  medical  degree  from  Johns  Hopkins, 
Baltimore,  Md. 

Dr.  Waite  did  extensive  research  on  cardiovascular 
diseases  and  was  pathologist  for  El  Paso  City-Coi  nty 
Hospital  until  the  time  of  his  death. 

He  was  on  the  board  of  directors  of  Pilgrim  Congre- 
gational Church.  His  wife.  Adele  Cook  Waite,  died  in 
1936. 

Survivors  include  two  sons,  Willard  of  Oxnard. 
Calif.,  and  Charles,  Los  Angeles,  Calif.;  two  brothers, 
Edwin,  Washington,  D.  C.,  and  John,  Waukesha,  Wis  ; 
a sister,  Jesse  Waite  Rachel,  Whitewater.  Wis.;  and 
three  grandchildren. 
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Methergine  is  a partial  synthetic  ergot  alkaloid  (C20  H25  O2  N3) . Experimentally  and 
clinically  it  was  found  to  be  a safe  and  reliable  oxytocic  in  the  management  of  the 
third  stage  of  labor. 

Methergine  reduces  normal  blood  loss  and  shortens  the  third  stage  of  labor,  and  in 
many  instances  it  has  proven  more  effective  than  natural  ergonovine. 
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spastic  colon 


TRASENTINE- 

PHENOBARBITAL 


RELAXES  by  selective  action 


In  the  so-called  "irritable  colon,”  or  wherever  an  antispasmodic  effect  is 
needed,  1 rasentine  acts  selectively  on  the  smooth  muscle  “receptor  sub- 
stance of  the  abdominal  viscera,  blocking  the  effects  of  post-ganglionic 
cholinergic  nerve  impulses.  I herefore  there  is  little  or  no  pupillary  dilatation 
or  drying  of  the  mouth  as  with  belladonna  or  atropine. 

Irasentine-Phenobarbital  combines  synergistically  the  spasmolytic  action  of 
Trasentine  with  the  mild  sedative  effect  of  phenobarbital.  This  combination 
is  especially  advantageous  in  a high  percentage  of  gastrointestinal  spastic  com- 
plaints, since  most  are  of  both  central  and  autonomic  nervous  system  origin. 

The  effectiveness  and  lack  of  untoward  reactions  of  Trasentine-Phenobar- 
bital  have  established  its  leadership  in  the  field  of  antispasmodics. 

Average  adult  dose  is  one  or  two  tablets  3 or  4 times  daily  as  required. 

Trasentine-Phenobarbital  — Tablets  (yellow)  contain  50  mg.  Trasentine 
hydrochloride  with  20  mg.  phenobarbital  in  packages  of  40,  too  and  500. 

Trasentine  — Tablets  (white)  of  75  mg.  in  bottles  of  50  and  500;  also 
suppositories  of  100  mg.,  and  ampuls  of  50  mg. 
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TRASENTINE  (brand  of  adiphenine)  — Trade  Mark  Reg.  U.S.  Pat. Off. 
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the  good 

without  the 

bad 


OBSERVATION 

. . a saturated  aqueous  or  urinary  solution  of  one  derivative  of  sul- 
phanilamide  could  still  be  fully  saturated  with  a second  and  third 
sulphonamide  . . . each  of  the  compounds  behaving  as  though  it 
were  present  alone  and  exerting  no  influence  on  the  solubility  of 
the  others.’ 

CONCLUSION 

. . the  danger  of  the  formation  of  sulphonamide  crystals  in  the 
renal  tubules  could  be  considerably  reduced  by  employing  com- 
binations of  partial  dosages  of  two  or  three  therapeutically  equiva- 
lent sulphonamides  rather  than  the  full  dosage  of  any  one  single 
compound.”1 

APPLICATION 

With  Combisul*  (consisting  of  equal  parts  of  sulfadiazine,  sul- 
fathiazole  and  sulfamerazine ) , full  therapeutic  sulfonamide  effect 
is  obtained,  while  the  danger  of  renal  toxicity  is  markedly  de- 
creased. Treatment  with  the  combined  sulfonamides  is  charac- 
terized by  infrequent  crystalluria,  never  of  the  “massive”  type; 
absence  of  any  signs  of  serious  renal  irritations;  rarity  of  nausea 
and  vomiting;  and  decreased  incidence  of  allergic  reactions. - 

I Vt.K  : Combisul,  combined  sulfonamides,  is  available  in 

tablets  containing  0.166  Gm.  sulfadiazine,  0.166  Gm.  sulfamerazine  and 
0.166  Gm.  sulfathiazole— a total  of  0.5  Gm.  per  tablet.  Bottles  of  100  and 
1000  tablets. 

Combisul  Liquid  is  available  in  bottles  of  4 and  16  oz.  Each  teaspoon- 
ful (4  cc.)  contains  0.166  Gm.  sulfadiazine,  0.166  Gm.  sulfamerazine 
and  0.166  Gm.  sulfathiazole— a total  of  0.5  Gm. 

BIBLIOGRAPHY:  (1)  Lehr,  D.:  Brit.  M.  J.  2:943,  1947.  (2)  Lehr,  L>.:  Brit.  M.  J. 
2:543,  1948. 
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Inhaler  'Forthane'  (Methylhexa- 
mine,  Lilly)  is  likely  to  gratify  the 
most  fastidious  patient.  The  odor 
is  pleasant,  the  decongestant  ef- 
fect prompt  and  prolonged.  Pre- 
scribed as  an  adjunct  to  office 
treatment,  Inhaler  'Forthane'  may 
be  depended  upon  to  contribute 
materially  to  the  patient’s  comfort. 
Inhaler  'Forthane'  is  now  available 
at  retail  drug  stores. 
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The  ‘Why’  Of  Public  Relations 

There  can  be  no  doubt  that  the  medical  profession  has 
made  rapid  strides  in  both  clinical  and  scientific  fields. 
This  is  an  accepted  fact,  at  least  in  the  minds  of  every 
rational  individual.  Sad  but  true,  this  great  profession  is 
suffering  and  has  suffered  from  inertia  in-so-far  as  its 
relations  to  the  public  are  concerned.  The  profession 
must  acknowledge  its  blunders  and  its  indifference  to 
public  opinion,  and  make  a concentrated  effort  to  wipe 
out  these  moth-eaten  principles.  We  must  attempt  to 
make  up  in  months  for  the  years  we  have  lost  in  the 
cultivation  of  public  relations. 

The  medical  profession  must  acknowledge  and  accept 
its  role  in  the  education  of  the  public.  When  the  physi- 
cians as  a whole  are  faced  with  unfavorable  publicity, 
this  publicity  can  not  be  ignored.  Senator  Walter  Tynan 
of  San  Antonio,  Texas,  has  recently  introduced  the 
Minimum  Standards  Medical  Bill  in  the  state  legislature. 

Commenting  on  this  bill,  Hugh  Warren,  president  of 
the  State  Chiropractic  Institute,  made  the  following  state- 
ment: 

"If  they  (the  physicians)  want  to  put  chiropractors 
out  of  business,  all  they’ve  got  to  do  is  get  their  patients 
well  and  we  ll  all  starve  to  death.  If  they  are  so  inter- 
ested in  protecting  the  public,  why  don’t  they  stop  tak- 
ing a poor  widow’s  money,  bleeding  her  to  death  and 
then  say  there  is  no  hope  for  her,  or  she  needs  a change 
of  climate?  Why  don't  they  get  on  the  stand  and  admit 
one  of  their  members  has  been  insane  for  years,  and  they 
have  allowed  him  to  operate  on  little  children?  Why  do 
they  wait  until  he  has  killed  four  or  five  people  before 


they  admit  he  has  been  insane?  How  many  more  are  in- 
sane and  won’t  admit  it?” 

Let  us  pause  and  consider  who  is  going  to  read  this. 
This  is  going  to  be  read  by  the  people  who  actually  do 
the  voting.  Are  we  to  continue  to  crawl  into  our  shell 
and  preserve  our  dignity,  or  shall  we  attempt  to  make 
some  effort  at  least  to  defend  our  profession? 

It  will  be  of  interest  to  many  readers  that  in  the  state 
of  New  Mexico  Representative  John  Coury  of  Santa 
Rosa,  in  discussing  a measure  to  permit  the  practice  of 
naturopathy,  made  the  following  comment: 

"If  the  Lord  Christ  came  to  this  earth  to  practice  his 
healing  art,  the  American  Medical  Association  probably 
would  have  him  thrown  in  jail.” 

This  statement,  of  course,  approaches  absurdity. 
When  The  Resurrection  occurs,  it  is  doubtful  that  there 
will  be  any  necessity  for  either  the  American  Medical 
Association  or  the  politicians.  However,  it  must  be  recog- 
nized that  the  lay  people  will  read  this  and  accept  it  as, 
let  us  say,  at  least  a witticism.  It  will  be  repeated  at  the 
ladies'  bridge  parties,  and  in  the  locker  rooms.  The  pro- 
fession will  again  consider  an  answer  beneath  its  dignity. 

It  must  be  remembered  that  a newspaper  is  a busi- 
ness. It  must  show  a profit.  A certain  percentage  of  its 
operating  expense  is  derived  from  its  advertising.  Who 
advertises?  Not  the  doctors,  but  the  various  charlatans 
and  cultists.  In  order  to  combat  the  abuses  heaped  on 
the  profession  by  the  cultists,  we  must  sacrifice  certain 
of  our  cherished  beliefs  of  other  days.  We  must  adver- 
tise ethically  and  in  a dignified  manner. 

This  may  appear  somewhat  radical  to  our  readers, 
but  this  fact  is  recognized  throughout  the  United  States. 
For  example  the  NEW  ENGLAND  JOURNAL  OF 
MEDICINE  of  January  20,  1949,  under  an  editorial  en- 
titled "FISH  OR  CUT  BAIT,"  says  in  part: 

"The  medical  profession,  which  has  made  such  im- 
pressive advances  along  clinical  and  scientific  lines,  must 
decide,  and  shortly,  whether  it  has  also  the  ability  and 
the  interest  to  maintain  and  control  and  modernize  its 
own  time-honored  standards  of  service.” 

The  El  Paso  Medical  Society  has  for  the  past  year 
employed  professional  public  relations  counsel,  and  in  the 
present  year  will  intensify  its  effort  to  improve  its  public 
relations.  Each  individual  doctor  can  well  ask  himself, 
"What  can  I do  to  improve  public  relations  and  per- 
petuate the  present  standards  of  medical  practice?” 

This  is  best  answered  by  NOT  following  the  thirteen- 
point  health  program  of  Dr.  Anthony  B.  Diepenbrock, 
of  San  Francisco,  which  he  says  "might  be  interesting 
to  our  colleagues”: 

1.  Continue  to  sit  on  your  fat  derriere  and  do  nothing. 

2.  Be  apathetic  and,  like  5,000,000  registered  Repub- 
lican voters  who  failed  to  vote,  do  not  bother  to  make 
your  opinion  known.  If  you  think  as  they  did,  that  your 
opinion  or  your  vote  is  not  worth  anything,  the  opposi- 
tion will  agree  with  you  and  act  accordingly,  as  they 
have. 

3.  Write  an  occasional  letter  to  your  congressman, 
tell  him  off,  and  then  explain  proudly  to  the  interne  in 
the  surgical  dressing  rooms  how  smart  you  are  and  what 
a stinker  your  congressman  is. 

4.  Tell  everybody  you  see  that  the  jig  is  up,  and  we 
might  as  well  prepare  for  the  inevitable. 

5.  Moan  and  groan  and  issue  explosive  and  unprint- 
able epithets. 
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6.  Refer  to  your  medical  leadership  as  a group  of 
impotent,  ineffective  and  bumbling  ignoramuses. 

7.  Make  speeches  before  sympathetic  lay  audiences, 
and  convert  those  who  already  believe  in  free  enter- 
prise. 

8.  Don't  bother  to  tell  your  county  society  heads, 
your  state  society  heads,  or  your  national  association 
heads,  what  you  want  them  to  do.  Expect  them  to  find 
a way  for  you  without  your  guidance. 

9.  Scream  about  high  medical  society  dues  and  forget 
that  our  friends  in  the  trades  un’ons  demand  many  times 
what  we  pay;  in  other  words,  make  the  situation  as  diffi- 
cult as  possible,  then  grumble  about  it. 

10.  Oppose  any  program  developed  by  the  majority 
of  your  colleagues  because  it  demonstrates  your  superior 
wit  and  your  general  greatness. 

11.  Remain  superbly  and  learnedly  dignified  when 
Joe  Doakes  asks  why  you  oppose  state  medicine.  Brush 
him  aside  with  any  insult  you  can  think  of.  Joe  will 
like  you  for  that. 

12.  Don’t  bother  to  use  the  selling  methods  which 
actually  bring  messages  before  the  public.  Continue  to 
depend  on  occasional  radio  feature  programs.  Billboard 
advertising,  newspaper  advertising,  national  magazine 
advertising,  radio  advertising,  and  above  all,  continuous 
and  daily  spot  programs  over  national  hookups  and  all 
such  like  are  too  commercial,  too  troublesome,  too  ex- 
pensive and  too  undiginified;  don’t  use  them. 


Sierra  Society  Meets 

The  Sierra  County  Medical  Society  met  Jan.  18  in 
the  home  of  Dr.  E.  E.  Hubble  in  Hot  Springs,  N.  M. 
The  55  per  cent  county  population  response  to  the  public 
health  chest  x-ray  campaign  was  discussed.  This  con- 
stitutes a record  for  any  New  Mexico  county. 

Dr.  Peavy  of  the  Public  Health  Service  explained 
the  plan  for  financing  the  diagnosis  and  treatment  of 
unreported  cases  of  syphilis. 

Dr.  Fulwider  presented  the  scientific  program  with 
a discussion  of  the  pictures  of  some  of  the  most  interest- 
ing pathological  specimens  in  his  collection. 

Members  present  were  Drs.  Cantrell,  Hubble,  John- 
son, Minear,  and  Williams.  Guests  were  Drs.  Fulwider 
and  Peavy.— H.  B.  JOHNSON,  M.  D. 


Lecture  Series  At  Lois  Grunow  Clinic 

The  staff  of  the  Lois  Grunow  Memorial  Clinic  pre- 
sented its  third  annual  lecture  series  in  medical  sciences 
Feb.  24-26  at  the  clinic,  926  East  McDowell  Road,  Phoe- 
nix, Ariz. 

Guest  speakers  included: 

John  C.  Jones,  M.  D.,  assistant  professor  of  surgery 
(thoracic),  University  of  Southern  California,  Los  An- 
geles. 

Kinsey  Macleod  Simonton,  M.  D.,  assistant  professor 
of  otolaryngology,  Mayo  Clinic,  Rochester,  Minn. 

A.  G.  Bower.  M.  D..  clinical  professor  of  medicine, 
communicable  diseases,  LIniversity  of  Southern  Cali- 
fornia, Los  Angeles. 

Joseph  Boyes,  M.  D.,  plastic  surgery  of  the  hand, 
Los  Angeles.— JOHN  A-  EISENBEISS.  M.  D. 


Committeemen  Named 

Dr.  J.  Leighton  Green,  president  of  El  Paso  County 
Medical  Society,  has  named  14  committeemen  to  function1 
during  1949.  The  committees,  with  respective  chairmen 
named  first  are: 

Program:  Drs.  H.  D Garrett,  D.  M.  Cameron  and 
H.  D.  Hatfield. 

Public  Health  and  Legislation:  Drs.  E.  W.  Rhein- 
heimer,  W.  E.  Vandevere  and  A.  P.  Black. 

Public  Relations:  Drs.  W.  W.  Schuessler,  Delphin 
von  Briesen,  J.  D.  Martin  and  Ralph  Homan. 

Cancer:  Drs.  R J.  Fuchlow,  M.  S.  Hart,  H.  F.  Hes- 
lington  and  Russell  Deter. 

Military  Affairs:  Drs.  B.  H.  Cooley,  Paul  Gallagher, 
C.  C.  Boehler  and  W.  M.  Tubbs. 

Hospital:  Drs.  H.  H.  Varner,  F.  P.  Schuster,  Branch 
Craige  and  C.  C.  Stapp. 

Blood  Bank:  Drs.  A.  L.  Perry,  M.  S.  Hart,  R.  J.  Card- 
well  and  W.  C.  Basom. 

Tuberculosis:  Drs.  Robert  B.  Homan,  C.  E.  Egbert, 
J.  W.  Laws  and  R.  T.  FucHow 

Economic:  Drs.  M.  P.  Spearman,  C.  D.  Awe,  D.  M. 
Cameron  and  H.  J.  Bell. 

Milk:  Drs.  E.  P.  Jones  and  B.  K.  Byrne. 

Turner  Memorial  Home:  Drs.  George  Turner,  J.  J. 
Gorman.  H.  H.  Varner  and  G E.  Carpenter. 

Membership:  Drs.  F.  P.  Schuster,  F.  O.  Barrett  and 
Russell  Holt. 

Board  of  SOUTHWESTERN  MEDICINE:  Drs. 
L.  W.  Breck  and  L.  M.  Smith. 

Nominating:  Drs.  H.  H.  Varner,  J.  J.  Gorman  and 
W.  R.  Curtis. 


Book  Review 

AN  INTRODUCTION  TO  MEDICAL  MYCOLOGY.  By 

Geo.  M.  Lewis,  M.  D.,  and  Mary  E.  Hopper,  M.  S.  Third 
Edition.  Yearbook  Publishers,  Chicago. 

This  book,  which  is  a product  of  years  of  study  of 
pathogenic  fungi  and  fungous  diseases  by  two  outstand- 
ing medical  mycologists,  one  a clinician  and  the  other 
a laboratory  research  worker,  correlates  the  clinical,  im- 
munological, and  laboratory  data  on  this  subject  and 
places  it  at  our  disposal  in  a volume  of  366  pages  which 
the  busy  clinician  or  laboratory  worker  will  find  to  be 
a valuable  reference. 

It  is  well  illustrated  with  photographs  of  les;ons,  and 
of  the  gross  and  microscopic  appearance  of  cultures  of 
the  various  fungi. 

The  book  contains  a section  on  the  non-pathogenic 
fungi  which  is  valuable  in  the  differentiation  of  these 
from  fungi  of  etiological  importance.  Being  of  relatively 
small  size,  and  very  readable,  it  will  be  a distinct  addi- 
tion to  the  library  of  anyone  who  is  interested  in  my- 
cology.—LESLIE  M SMITH,  M.  D. 


New  Mexico  Meeting,  May  5-7 

Programs  are  now  being  arranged  for  the  New  Mex- 
ico Medical  Society’s  annual  meeting.  May  5-7  in  the 
women’s  club  building  in  Roswell.  Information  concern- 
ing the  meeting  may  be  obtained  from  Dr.  Robert  Boice, 
Second  and  Kentucky  Streets;  Dr.  Van  A.  Odle,  506 
North  Richardson  Avenue:  and  Dr.  R.  D.  Haire,  Jr.,  706 
West  Second  Street,  all  of  Roswell — R.  D.  HAIRE,  JR. 
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EL  PASO  COUNTY  MEDICAL  SOCIETY’S 
PUBLIC  RELATIONS  PROGRAM 


The  El  Paso  County  Medical  Society  under  the  pro- 
gressive leadership  of  its  recently  elected  board  of  offi- 
cers has  initiated  a medical  public  relations  program 
which,  it  is  hoped,  will  provide  locally  concrete  and 
constructive  answers  to  some  of  the  problems  currently 
confronting  the  profession. 

The  program  is  being  directed  by  Dr.  J.  Leighton 
Green,  the  society's  new  president,  along  with  an  able 
staff  of  co-officers  and  a Public  Relations  Committee 
headed  by  Dr.  W.  W.  Schuessler. 

In  addition  to  Dr.  Green  the  society’s  officers  for 
1949  are  Drs.  Ralph  H.  Homan,  president-elect;  Maynard 
S.  Hart,  vice-president;  and 
Celso  C.  Stapp,  secretary- 
treasurer.  Dr.  Schuessler's 
committee  consists  of  Drs. 

Delphin  von  Briesen,  J.  D. 

Martin  and  Ralph  Homan. 

Dr.  Green,  who  has  prac- 
ticed in  El  Paso  since  1930, 
was  born  in  Dardanelle, 

Ark.,  on  May  29,  1899,  and 
has  lived  in  Texas  since 
1908.  He  attended  high 
school  at  Cuero,  Texas,  then 
Austin  College  at  Sherman, 

Texas,  where  he  served  in 
the  Student  Army  Training 
Corps  during  World  War  I. 

He  then  attended  Davidson 
College  in  North  Carolina. 

Dr.  Green  took  his  M.  D. 
degree  at  Tulane  University 
in  1928,  and  internship  and 
residency  at  Charity  Hos- 
pital in  New  Orleans. 

He  has  practiced  in  El 
Paso  since  1930  except  for 
post-graduate  work  and  serv- 
ice in  the  Army.  He  studied 
surgery  and  gynecology  in 
London,  Berlin  and  Vienna 
in  1932  and  1933. 

During  World  War  II 
Dr.  Green  served  in  the 


DR.  J.  LEIGHTON  GREEN 


Army  Medical  Corps.  For  22  months  he  was  stationed  in 
Brazil.  For  18  of  these  months  he  was  chief  of  surgery 
at  194th  Station  Hospital,  Natal. 

Dr.  Green  specializes  in  general  and  gynecological 
surgery. 

He  is  a Fellow  of  the  American  College  of  Surgeons. 

He  is  a former  chief  of  staff  of  Hotel  Dieu,  South- 
western General  Hospital,  and  El  Paso  City-County 
Hospital.  Currently  he  is  chairman  of  the  board  of  El 
Paso  City-County  Hospital. 

The  El  Paso  County  Society’s  public  relations  pro- 
gram ties  in  with  recent  creation  of  an  A.  M.  A.  com- 
mittee "to  guide  a nation-wide  plan  of  education  on  the 
progress  of  American  medicine,  the  importance  of  the 


conservation  of  health  and  the  advantages  of  the  Ameri- 
can system  in  securing  a wide  distribution  of  a high 
quality  of  medical  care." 

The  program  calls  for  publicizing  constructive  activi- 
ties of  the  El  Paso  Society  through  all  available  media 
and  particularly  press  and  radio. 

Special  attention  will  be  given  to  circumventing  the 
efforts  of  groups  attempting  to  place  the  medical  practice 
in  the  LInited  States  in  an  unfavorable  light. 

Every  support  will  be  given  to  the  battle  against  the 
encroachment  of  socialized  medicine.  Also  every  support 
will  be  given  to  passage  of  the  "Minimum  Standards 

Law,"  in  the  Texas  legisla- 
ture. This  proposal,  if  passed, 
will  be  a long  step  in  the 
running  battle  against  char- 
latanism and  quackery  in  the 
practice  of  the  healing  arts. 

Besides  publicity  in  news 
columns  and  on  the  radio, 
the  El  Paso  County  Medi- 
cal Society  is  undertaking 
a carefully  planned  program 
of  dignified  institutional  and 
educational  advertising  in  El 
Paso’s  two  daily  newspapers. 

Bi-weekly  the  Society  will 
take  space  to  point  to  some 
of  the  services  it  renders  to 
the  community.  For  instance 
the  first  notice  pointed  out 
that  physicians’  service  at 
any  hour  is  available  to  any 
resident,  and  that  the  So- 
ciety maintains  a physician’s 
exchange  and  special  phone 
to  see  that  all  requests  for  a 
doctor  are  answered  swiftly. 

A second  notice  calls  at- 
tention to  the  extensive  med- 
ical library  which  the  So- 
r defy  maintains  open  to  the 
k.-- public  at  1301  Montana  St. 

A third  notice  will  point  out  the  tremendous  function 
performed  without  charge  by  the  members  of  the  Society 
in  the  operations  of  El  Paso  City-County  Hospital. 

A fourth  will  call  attention  to  the  tumor  clinic  of  El 
Paso  County  Medical  Society  which  is  a leader  in  the 
battle  against  cancer  in  the  Southwest,  without  reward 
to  any  member  of  the  Society. 

The  object  of  the  Society  campaign  will  be  always 
to  emphasize  the  important  part  the  medical  profession 
plays  in  the  community,  and  the  imperative  need  that  its 
independence  and  integrity  be  protected  from  any  and 
all  political  encroachments. 
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The  Use  Of  Chemotherapeutic  Agents  In  Obstetric  Practice 

By  E.  D.  Plass,  M.  D. 

Department  of  Obstetrics  and  Gynecology,  State  University  of  Iowa.  Iowa,  City,  Iowa 


The  introduction  of  chemotherapeutic  agents  has  al- 
tered the  treatment  of  certain  obstetric  conditions  without 
materially  changing  fundamental  concepts.  It  is  yet  too 
early  to  forecast  the  final  status  of  even  those  products 
now  available  for  wide  clinical  application,  much  less  to 
prophesy  what  lies  in  the  future,  as  new  materials  be- 
come available.  Nevertheless,  it  appears  that  in  some 
areas  confusion  and  overenthusiasm  are  giving  way  to 
more  rational  thinking  as  the  limitations  of  the  new  drugs 
are  more  generally  recognized.  On  the  other  hand,  the 
expense  of  chemotherapeutic  attack,  especially  w'ith  peni- 
cillin and  streptomycin,  is  raising  a serious  economic 
problem,  wThile  the  effect  of  the  agents  upon  pathogenic 
bacteria  is  causing  certain  fears  among  those  interested  in 
the  more  scientific  phases  of  the  problem. 

Penicillin  is  the  most  popular  of  the  chemotherapeutic 
drugs  now  available  because,  as  Kolmer  points  out,  it  has 
a high  affinity  for  pathogenic  bacteria  and  very  low- 
toxicity  for  the  human  host.  Experience  has,  however, 
shown  that  the  viruses,  rickettsiae,  fungi,  and  parasites 
are  generally  resistant  to  its  action,  and  that  gram-nega- 
tive bacteria  commonly  are  unaffected.  The  bacteriostatic 
action  of  the  drug  is  thought  to  be  due  to  its  interference 
with  some  vital  intracellular  enzymes,  especially  during 
the  period  of  reproduction  of  sensitive  organisms. 

Penicillin-resistance  is  usually  ascribed  to  the  develop- 
ment of  penicillinase  by  the  resistant  organisms — this 
enzyme  breaking  the  penicillin  down  to  some  impotent 
fractions,  but  this  is  not  necessarily  the  case.  In  some  in- 
stances, resistance  is  attributed  to  the  presence  in  a lesion 
of  organisms  of  varying-  susceptibilities  so  that  the  drug 
destroys  the  more  easily  killed  but  increases  the  resist- 
ance of  the  others.  Fortunately,  there  is  little  such  natural 
resistance  in  the  gonococcus  and  the  group  A hemolytic 
streptococcus,  two  important  pathogens  in  obstetric  prac- 
tice, and  in  the  spirochaeta  pallidum.  In  contrast,  the 
anaerobic  hemolytic  streptococcus,  which  is  implicated  in 
many  puerperal  and  postabortal  infections,  is  said  to  be 
250  times  as  resistant  as  the  aerobic  variety.  Staphylo- 
cocci show  variable  properties,  with  15  per  cent  of  strains 
isolated  from  humans  being  unusually  resistant.  The  colon 
bacillus  is  susceptible  only  to  high  concentration. 

The  question  of  the  necessity  for  maintenance  of  high 
blood  levels  has  never  been  answered  completely,  but 
there  is  a growing  belief  that  it  is  not  necessary  in  the 
presence  of  most  pathogens  so  long  as  an  adequate 
amount  is  injected  every  day.  The  total  daily  dose  ap- 
pears to  be  the  important  consideration.  Wider  apprecia- 
tion of  this  concept,  should  it  be  finally  confirmed,  will 
reduce  both  the  cost  of  administration,  although  not  the 
cost  of  the  drug,  and  the  inconvenience  to  patients.  With 
the  production  of  preparations  that  are  less  rapidly  ab- 
sorbed, even  those  who  still  demand  continuous  signifi- 
cant blood  levels  can  be  satisfied  with  less  frequent  but 
larger  doses. 

In  strictly  obstetric  practice,  penicillin  is  usually  ad- 
ministered intramuscularly  or  applied  locally.  Very 
rarely,  in  neglected  patients,  the  intravenous  route  may 
be  advisable. 

Penicillin  is  known  to  pass  the  placenta,  with  the 


fetal  blood  concentration  being  approximately  one-half 
that  of  the  maternal  blood.  It  appears,  however,  that  it 
does  not  enter  the  amniotic  fluid. 

There  is  accumulated  evidence  that  penicillin  in  large 
doses  may  stimulate  uterine  contractions  and  lead  to  pre- 
mature termination  of  the  pregnancy.  Consequently,  it  is 
advisable  to  build  up  the  dosage  slowly  over  the  first  48 
hours  of  therapy,  unless  the  intercurrent  condition  is  suf- 
ficiently serious  to  warrant  the  risk  of  interruption. 

It  is  in  the  field  of  uterine  infections  that  penicillin 
apparently  has  its  greater  field  of  usefulness  in  spite  of 
the  fact  that  it  is  not  uniformly  effective.  The  majority 
of  fatal  puerperal  fevers  were  formerly  due  to  group  A 
aerobic  hemolytic  streptococci  which  are  ordinarily  sensi- 
tive to  this  antibiotic.  In  the  early  enthusiasm  for  peni- 
cillin administration,  it  was  frequently  forgotten  that  the 
majority  of  minor  febrile  episodes  following  delivery  are 
due  to  other,  and  usually  non-sensitive,  organisms,  and 
that  such  infections  are  frequently  self-limited.  It  is  now 
more  reasonable  practice  to  withhold  penicillin  until  it 
can  be  determined  whether  the  infection  is  clinically  sig- 
nificant and  then  to  give  full  therapeutic  doses  together 
with  proper  supportive  treatment.  Generally  speaking,  if 
the  temperature  does  not  show  a downward  trend  after 
48  hours  of  treatment  with  adequate  doses,  there  is  little 
advantage  in  continuing  the  penicillin  administration.  It 
is  estimated  that  approximately  90  per  cent  of  severe 
puerperal  streptococcic  infections  can  be  controlled.  On 
the  other  hand,  parametritis  and  thrombophlebitis,  gen- 
erally attributable  to  the  anaerobic  streptococcus,  may 
develop  even  during  the  administration  of  penicillin. 

Keettel,  in  our  clinic,  has  used  penicillin  prophylacti- 
cally  in  several  hundred  patients;  alternate  women  serv- 
ing as  controls.  Three  hundred  or  six  hundred  thousand 
units  were  injected  intramuscularly  as  soon  as  possible 
after  the  onset  of  labor  and  300,000  units  were  given  24 
hours  later.  When  labor  lasted  for  more  than  24  hours, 
a second  dose  of  300,000  units  was  given  24  hours  after 
the  first.  There  was  no  reduction  in  one-day  fevers,  but 
fevers  lasting  more  than  24  hours  were  reduced  by  50 
per  cent,  or  more. 

It  appears  also  that  penicillin  given  prophylactically 
before  abdominal  delivery  reduces  the  hazard  of  infection 
and  probably  increases  the  scope  of  cesarean  section, 
especially  in  the  management  of  prolonged  labor  with  or 
without  early  rupture  of  the  membranes.  Whether  the 
protection  thus  offered  justifies  the  use  of  other  than  the 
extra-peritoneal  type  of  operation  remains  to  be  shown, 
but  some  groups  are  having  seeming  success  with  the 
low  section  in  women  thus  protected. 

The  routine  exhibition  of  penicillin  in  prolonged  labor 
not  only  reduces  the  incidence  of  postpartum  fever  but 
evidently  protects  the  child  from  infection  and  thus  de- 
creases the  fetal  risk  especially  from  septicemia  and  pneu- 
monia, the  more  serious  sequels  of  amnionitis.  Such  pro- 
phylactic use  of  the  drug  is  more  advisable,  when  the 
membranes  have  ruptured  prematurely,  thus  exposing  the 
amnion  to  bacterial  invasion  from  below. 

Gonorrhea  in  the  female  is  now  best  treated  with 
penicillin  although  the  sulfonamides  are  useful  in  selected 
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cases.  The  consensus  favors  the  administration  of  100,000 
to  200,000  units  of  penicillin  in  one  to  four  doses  within 
12  hours.  Such  a therapeutic  regimen  is  effective  in  more 
than  90  per  cent  of  all  cases;  and  the  occasional  resistant 
patient  can  be  given  a second  course  of  treatment  with 
two  or  three  times  the  original  dosage.  Larger  initial 
doses  are  inadvisable  because  of  the  danger  of  concealing 
simultaneously  acquired  syphilis,  since  the  drug  may  pro- 
duce prompt  heaiing  of  the  primary  lesion. 

It  is  becoming  increasingly  evident  that  penicillin  of- 
fers the  best  and  safest  method  for  treat.ng  syphilis  dur- 
ing pregnancy,  in  spite  of  the  increased  likelihood  of 
treatment  reactions.  There  has  been  a tendency  to  give 
reduced  doses  during  the  first  24  to  48  hours  in  the  hope 
of  eliminating  therapeutic  shock,  or  Herxheimer  reac- 
tions, but  it  now  appears  that  there  is  little  relation  be- 
tween the  size  of  the  initial  doses,  within  any  reasonable 
therapeutic  range,  and  the  incidence  or  severity  of  the 
reactions.  The  danger  or  premature  interruption  of  the 
pregnancy  is  probably  related  to  the  appearance  of  the 
therapeutic  reactions. 

The  minimal  recommended  dosage  schedule  offers 
2,400,000  units  distributed  over  eight  days,  but  generally 
the  total  dose  is  double  this  amount  in  the  same  period 
of  time.  Apparently  it  is  equally  effective  to  give  the 
proportionate  daily  dose  in  one  or  several  intramuscular 
injections.  The  advisability  of  the  simultaneous  adminis- 
tration of  arsenic  or  bismuth  is  still  under  debate,  but 
many  clinics  give  40  mgm.  mapharsen  daily  for  the  eight 
days  of  treatment. 

Until  recently,  the  majority  of  obstetricians  and  syphi- 
lologists  have  recommended  antisyphilitic  treatment  dur- 
ing pregnancy  for  all  women  with  histories  of  the  disease, 
irrespective  of  previous  therapy  or  the  serologic  reaction 
during  gestation.  At  present,  there  is  a growing  tendency 
to  assume  that  reversal  of  the  serologic  reaction  resulting 
from  earlier  therapy  means  final  and  complete  cure,  and 
that  consequently  it  is  unnecessary  to  treat  during  preg- 
nancy those  women  who  have  been  made  serologically 
negative  by  earlier  treatment.  This  attitude  involves  the 
concept  that  modern  therapy  actually  cures  syphilis  by 
eradicating  all  spirochetes  rather  than  merely  rendering 
them  innocuous  in  the  tissues.  With  penicillin  as  harm- 
less to  the  pregnant  woman  as  it  evidently  is,  most  ob- 
stetricians still  feel  that  any  patient  with  a history  of 
syphilis  should  receive  a course  of  injection  during  gesta- 
tion. Time  alone  can  decide  which  concept  is  correct. 

The  prevention  of  congenital  infection,  one  of  the 
primary  objectives  of  the  treatment  of  syphilitic  pregnant 
women,  is  as  effective  under  penicillin  treatment  as  with 
the  older  forms  of  therapy.  At  least  95  per  cent  of  the 
children  of  syphilitic  mothers  intensively  treated  during 
gestation  will  present  no  clinical  or  serologic  evidence 
of  intrauterine  infection.  Children  of  untreated  syphilitic 
women  born  with  congenital  syphilis  can  be  effectively 
treated  with  20,000  units  of  penicillin  per  kg.  of  body 
weight  intramuscularly  every  four  hours  for  eight  days. 

Puerperal  mastitis  is  usually  caused  by  staphylococci 
which  evidently  gain  access  to  the  mammary  gland 
through  the  lactiferous  ducts.  The  infection  ordinarily 
manifests  itself  after  the  first  week  of  the  puerperium  by 
fever  and  localized  induration  and  tenderness  in  the 
breast.  Prompt  treatment  with  penicillin  (300,000  units 
every  24  hours)  will  usually  abort  the  infection  and  pre- 
vent abscess  development.  Sulfadiazine  (4.0  to  6.0  Gm. 


daily)  orally  will  generally  be  equally  effective,  since  it 
also  is  secreted  by  the  mammary  gland  and  is  in  position 
to  attack  the  etiologic  organism  in  the  ducts.  In  spite  of 
the  fact  that  certain  strains  of  staphylococci  are  rela- 
tively resistant  to  both  penicillin  and  the  sulfonamides, 
the  concentrations  of  the  two  drugs  in  the  milk  are  so 
high  that  few  organisms  can  survive. 

Breast  abscess  is  best  treated  by  dependent  drainage 
(under  general  anesthesia)  through  a small  incision  com- 
bined with  intramuscular  injections  of  penicillin  in  full 
therapeutic  dosage.  Earlier  attempts  to  treat  such  ab- 
scesses by  aspiration  of  the  pus  through  a large-bore 
needle  and  instillation  into  the  cavity  of  penicillin  solu- 
tion were  rarely  successful,  possibly  because  such  a small 
puncture  wound  does  not  provide  for  discharge  of  the 
necrotic  inflammatory  lining  of  the  cavity. 

The  rare  cases  of  mastitis  and  breast  abscess  in  the 
new-born  can  be  treated  effectively  in  the  same  fashion. 

Penicillin  ointment  (200  to  2,000  or  more  units  per 
gram  of  base)  has  been  advocated  in  the  treatment  of 
cracked  nipples.  The  apparent  tendency  of  the  custane- 
ous  application  of  this  drug  to  invoke  dermal  sensitivity 
would  appear  to  argue  against  its  employment  in  a minor 
complication  that  can  be  attacked  successfully  by  other 
measures. 

Pyelitis,  or  pyelonephritis,  in  pregnancy  and  the  puer- 
perium is  almost  invariably  caused  by  the  colon  bacillus. 

E.  coli  is  recognized  as  being  very  resistant  to  the  action 
of  penicillin,  but  clinically  the  drug  is  effective  when 
the  organism  inhabits  the  urinary  tract.  Since  about  60 
per  cent  of  aqueous  penicillin  injected  intramuscularly  is 
excreted  by  the  kidneys  within  the  first  hour,  the  con- 
centration of  the  drug  in  the  urine  is  much  greater  than 
that  obtaining  elsewhere  in  the  body.  The  antibiotic 
should  be  given  in  large  doses  and  continued  until  the 
temperature  has  been  normal  for  48  hours.  It  is  prob- 
ably also  advisable  to  administer  sufficient  fluids  to  pro- 
vide a good  (2000  cc.)  daily  urinary  output. 

The  occurrence  during  pregnancy  of  acute  infections 
that  ordinarily  respond  to  penicillin  calls  for  exhibition 
of  the  usual  doses,  except  that  in  the  less  serious  cases 
it  may  be  advisable  to  raise  the  dose  gradually  over  24 
to  36  hours  to  the  desired  level.  Obviously,  in  serious 
intercurrent  infections,  the  possible  oxytocic  action  of  the 
antibiotic  must  be  ignored. 

By  reason  of  the  fact  that  occasional  patients  with  * 
rheumatic  cardiac  disease  develop  bacterial  endocarditis 
soon  after  delivery,  some  clinicians  advise  that  all  such 
women  be  given  penicillin  prophylactically  in  full  doses 
for  the  first  week  or  ten  days  of  the  puerperium.  It  is 
clearly  impossible  in  a particular  case  to  determine  the 
value  of  such  preventive  therapy;  only  the  statistical 
comparison  of  hundreds  or  thousands  of  patients  so 
treated  wath  an  untreated  group  of  equal  size  will  an- 
swer the  question. 

Penicillin  has  been  advocated  as  a substitute  for  the 
time-honored  CREDE  method  of  ophthalmic  prophylaxis 
in  the  new-born,  but  sufficient  data  are  not  available  to 
permit  evaluation  of  its  effectiveness.  Four  methods  of 
administration  are  being  used  experimentally:  (a)  intra- 
partum intramuscular  injections  to  the  mother;  (b)  in- 
tramuscular injections  to  the  child  soon  after  birth;  (c) 
instillation  into  the  conjunctival  sacs  of  aqueous  solu- 
tions of  2,000  or  more  units  per  cubic  centimeter;  (d)  in- 
sertion into  the  sacs  of  an  ointment  containing  up  to 
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100,000  units  per  gram  in  a water-soluble  base.  Our  own 
experience  suggests  that  the  indirect  attack  through  the 
mother  may  be  the  best,  but  more  experience  is  needed 
before  a sound  opinion  can  be  voiced.  Many  investiga- 
tors doubt  the  need  for  a substitute  for  silver  nitrate, 
which  has  proved  safe,  when  properly  administered,  effi- 
cient, and  inexpensive.  Penicillin  is  so  effective  in  gono- 
coccic eye  infections  that  prompt  treatment  after  the 
diagnosis  of  gonorrheal  ophthalmia  has  been  made  is  al- 
most uniformly  successful  in  preventing  serious  damage 
to  the  eyes.  In  many  states,  silver  nitrate  is  specified  by 
law  as  the  only  acceptable  prophylactic,  and  deviation 
from  this  practice  puts  a physician  in  a difficult  legal 
situation  if  he  institutes  another  type  of  prophylaxis. 

In  the  presence  of  neonatal  eye  infections  due  to 
staphylococci  and  to  inclusion  bodies,  penicillin  has 
proved  very  effective  when  applied  locally.  Whether 
simultaneous  intramuscular  injections  of  the  drug  are  ad- 
visable is  doubtful.  Incidentally,  the  fact  that  ‘inclusion 
body''  conjunctivitis  is  curable  with  penicillin  has  been 
advanced  as  an  argument  against  the  virus  character  of 
the  "bodies.” 

Impetigo  neonatorum,  another  staphylococci  infection, 
generally  responds  well  to  penicillin  given  intramuscu- 
larly in  average  doses. 

Little  mention  has  been  made  of  the  sulfa  drugs  but 
it  should  be  remembered  that  they  are  still  useful  in  most 
of  the  obstetric  conditions  for  which  penicillin  has  been 
advised,  the  notable  exception  being  syphilis.  They  are 
admittedly  more  toxic,  a fact  which  militates  against 
their  extensive  use,  but  the  least  toxic  of  the  group  may 
well  regain  some  of  their  early  popularity  by  reason  of 
the  advantages  of  oral  administration  and  economy. 
Some  observers  believe  that  their  employment  simulta- 
neously with  penicillin  may  be  advisable  in  more  severe 
infections  due  to  organisms  sensitive  to  both  drugs.  At 
least,  there  appears  to  be  no  valid  objection  to  such  bi- 
lateral therapeutic  attack  in  selected  cases.  The  employ- 
ment of  three  different  members  of  the  sulfa  group,  each 
in  one-third  the  therapeutic  dosage,  appears  largely  to 
eliminate  the  danger  of  renal  blockage  by  crystalline  de- 
posits, especially  if  the  urine  is  alkalinized  at  the  same 
time. 

The  place  of  streptomycin  in  the  treatment  of  obstet- 
ric infections  has  not  yet  been  clarified  but  some  ob- 
servers feel  that  it  is  too  dangerous,  and  cite  pregnancy 
as  one  of  the  contra-indications  to  its  employment.  For- 
tunately, there  are  relatively  few  conditions  commonly 
encountered  during  gestation  or  the  puerperium  where 
its  use  might  be  indicated.  The  results  in  pregnant  tuber- 
culous women  treated  with  relatively  small  daily  doses 
have  been  encouraging,  but  more  controlled  data  are 
needed  before  its  final  place,  in  the  therapy  of  such 
patients,  can  be  assessed. 

The  early  tendency  to  view  penicillin,  and  to  a 
smaller  extent  the  other  antibiotics,  as  a true  wonder 
drug  and  to  give  it  for  everything  without  the  formality 
of  diagnosis  is  diminishing,  but  it  is  still  being  employed 
in  many  cases  where  there  is  no  indication  for  its  use. 
Those  who  have  had  most  experience  with  penicillin 
and  who  best  appreciate  its  value  and  its  limitations  are 
now  urging  that  it  be  employed  only  when  indicated  and 
then  in  full  therapeutic  doses.  There  are  two  good  rea- 
sons why  such  a policy  is  reasonable  and  sound. 

First,  certain  bacteriologists  are  fearful  lest  its  indis- 


criminate use  will  produce  penicillin-resistant  forms,  as 
can  evidently  be  done  with  many  of  the  normally  sensi- 
tive strains.  Certain  bacteria,  when  grown  in  media  con- 
taining penicillin,  produce  variants  that  closely  resemble, 
and  may  be  identical  with,  the  pleuropneumonia-like  or- 
ganisms, or  ”L  forms,”  which  are  penicillin  resistant. 
There  is  some  evidence  that  the  same  variation  (muta- 
tion?) occurs  in  penicillin  treated  humans  suffering  from 
diseases  caused  by  these  organisms.  There  is,  so  far,  no 
indisputable  evidence  that  these  bacterial  variants  are 
pathogenic  to  humans,  but  bacteriologists  fear  that  may 
be  the  case. 

The  second  objection  is  financial  and,  by  reason  of 
the  constantly  increasing  cost  of  medical  care,  cannot 
be  ignored.  While  penicillin  is  much  less  expensive  than 
when  it  was  first  introduced,  its  cost  to  the  patient  when 
given  in  proper  dosage  is  considerable,  and  there  is  no 
reason  for  giving  it  except  in  full  doses.  When  its  em- 
ployment is  strictly  indicated  it  not  only  greatly  improves 
the  prognosis  but  may  actually  reduce  the  total  cost  of 
an  illness  by  shortening  the  period  of  hospitalization.  On 
the  other  hand,  its  indiscriminate  use  will  frequently  en- 
tail no  benefit  commensurate  with  the  expense  involved. 
When  the  present  period  of  clinical  testing  is  over,  its 
use  may  be  expected  to  be  more  rational  than  it  is  now. 

The  antibiotics  as  a group  have  proved  useful  in 
many  infectious  complications  involving  obstetric  pa- 
tients, but  their  final  status  in  curative  and  prophylactic 
therapy  is  yet  to  be  determined.  It  is,  however,  becoming 
evident  that  they  should  be  employed  only  when  indi- 
cated by  the  nature  of  the  etiologic  agent,  and  shoulS 
then  be  administered  in  full  therapeutic  doses. 
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Phenobarbital  1/4  gr. 
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Polio  Treatment  At  Southwestern  General  Hospital 


Rehabilitation  of  polio  victims  at  Southwestern  General  Hospital. 


El  Paso  has  yet  to  see  a major  epidemic  of  anterior 
poliomyelitis,  but  the  city  and  its  surrounding  territory 
experienced  more  new  cases  during  the  summer  and  fall 
of  1948  than  in  any  previous  year.  Acute  cases  were  ad- 
mitted to  general  hospitals  under  contagious  precautions, 
as  well  as  to  the  Army's  William  Beaumont  General 
Hospital.  Civilian  contagious  facilities  were  provided  by 
the  isolation  unit  of  El  Paso  City-County  Hospital.  Iron 
lungs  were  available  at  all  of  the  hospitals  through  dona- 
tions by  private  individuals  and  by  the  El  Paso  Chapter 
of  the  National  Foundation  for  Infantile  Paralysis. 

Early  in  the  spring  of  1948  El  Paso  Chapter,  carrying 
out  the  policy  of  the  National  Foundation,  undertook  to 
provide  acceptable  facilities  for  convalescent  care  of 
polio  patients.  Following  a canvass  of  local  institutions, 
Southwestern  General  Hospital  generously  offered  about 
three  thousand  feet  of  floor  space  previously  occupied 
by  five  general  hospital  beds,  in  a ground  floor  wing 
readily  accessible  to  both  resident  and  out-patients. 

El  Paso  Chapter  purchased  a complete  line  of  physi- 
cal therapy  equipment  and  subsidized  the  salary  of  an 
accredited  technician  until  such  time  as  the  department 
became  self-supporting.  Recently  a new  iron  lung  has 
been  donated  by  the  Mary  L.  Peyton  Foundation.  Serv- 
ices are  available  to  convalescent  and  late  polio  cases, 
out-patient  or  resident,  as  well  as  to  other  cases  of  in- 
jury or  disease  in  which  physical  therapy  may  be  in- 
dicated. 


Equipment  includes  a galvanic  and  sinusoidal  current 
generator,  a frequency  controlled  short  wave  diathermy 
machine,  a paraffin  bath,  a whirlpool  or  hydromassage 
bath,  bakers,  ultraviolet  lamps,  infrared  lamps,  suction- 
pressure  therapy  units,  a complete  Hubbard  tank,  and  a 
fever  therapy  unit. 

Mrs.  Linnea  Grandgenett,  a member  of  the  American 
Registry  of  Physical  Therapy  Technicians,  a Bachelor 
of  Science,  and  a graduate  of  the  School  of  Physical 
Medicine  of  the  University  of  Wisconsin,  who  was  dis- 
charged from  the  Army  of  the  United  States  at  William 
Beaumont  General  Hospital  following  World  War  II,  is 
in  charge. 

Physical  therapy  is  available  to  surgical  cases  before 
and  after  operations  for  the  correction  of  paralytic  de- 
formities. 

The  physical  therapy  department  at  Southwestern 
General  Hospital  is  rendering  excellent  services  to  con- 
valescent poliomyelitis  patients  in  the  entire  El  Paso 
area.  Certainly  its  installation  and  operation  are  an  ideal 
example  of  co-operation  between  many  agencies  and  in- 
dividuals— a forward-looking  Foundation  Chapter,  a pri- 
vate hospital,  related  governmental  and  voluntary 
agencies,  benevolent  citizens,  and  the  doctors  of  the 
community. 

S.  PERRY  ROGERS,  M.  D. 

EL  PASO,  TEXAS 

Editorial  comment : Southwestern  Medicine 
on  behalf  of  both  the  Southwestern  Medical  Associa- 
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tion  and  El  Paso  County  Medical  Society  herewith 
takes  this  opportunity  to  express  the  appreciation  of 
the  physicians  of  the  Southwest  for  the  splendid  and 
generous  co-operation  of  Southwestern  General 
Hospital  in  the  battle  against  anterior  poliomye- 
litis■ Not  only,  in  view  of  the  shortage  of  hospital 
beds,  does  the  sacrifice  of  this  much  space  repre- 
sent a substantial  financial  loss,  it  splendidly  ex- 
emplifies the  unselfish  spirit  which  has  done  so 
much  to  aid  those  individuals  crippled  by  polio. 
— The  Editors. 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


CHRISTOPHER’S 
Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


TURNER’S 
CLINICAL  & X-RAY 
LABORATORIES 


First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 
X-RAY  DIAGNOSIS 
X-RAY  THERAPY 

RADIUM  THERAPY 


GEORGE  TURNER,  M.  D. 
DELPHIN  VON  BRIESEN,  M.  D. 
H.  F.  HELSINGTON,  M.  D. 
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SADDLE  BLOCK  ANESTHESIA  IN  OBSTETRICS 

A Review  Of  121  Cases 

By  G.  M.  Carpenter,  M.  D.,  El  Paso,  Texas 


Since  the  introduction  by  Adriana  and  Parmley^1)  in 
1946  of  "saddle  block”  anesthesia  for  the  control  of  ob- 
stetric pain,  numerous  papers  have  appeared  setting  forth 
the  virtues  and  limitations  of  the  method.  In  the  present 
report,  the  results  obtained  by  this  method  of  analgesia 
in  121  cases  picked  at  random  at  the  Newark  Maternity 
Hospital  will  be  considered. 

Before  proceeding  further,  a brief  review  of  the  neuro- 
anatomy of  the  female  reproductive  tract  should  be 
given.(2> 

The  nerve  supply  of  the  uterus  is  derived  mainly 
from  the  sympathetic  system;  that  of  the  cervix  and 
upper  portion  of  the  vagina  comes  principally  from  the 
para-sympathetic  system;  while  that  of  the  lower  part 
of  the  vagina  and  the  perineum  is  derived  in  large  part 
from  the  somatic  or  cerebro-spinal  portion  of  the  nervous 
system.  Sensory  fibers  from  the  body  and  fundus  enter 
the  cord  at  the  levels  of  T 1 2 and  T 11;  hence  in  order 
to  secure  analgesia  from  contractions  of  the  uterine  mus- 
culature during  labor  by  use  of  saddle  block,  the  block 
must  extend  as  high  as  T 11.  The  motor  fibers  to  the 
body  and  fundus,  however,  have  their  origin  from  seg- 
ments T 4 through  T12,  so  that  a block  which  extends 
as  high  as  T 11  or  T 10  accomplishes  its  purposes  of 
analgesia  by  blocking  the  sensory  fibers  from  the  uterus, 
while  leaving  the  motor  supply  largely  intact. 

METHODS 

The  patients  presented  in  this  series  were  picked  at 
random,  no  attempt  being  made  to  secure  consecutive 
cases.  This  was  largely  a matter  of  convenience.  The 
time  elapsed  during  the  study  covers  a period  of  fifteen 
months,  extending  from  May  1947  through  August  1948. 
Of  the  121  cases  collected.  83  were  primigravidae,  while 
the  remaining  38  were  multigravidae,  ranging  in  parity 
from  one  to  seven.  There  appeared  to  be  no  relationship 
between  parity  and  success  or  failure  of  the  method,  or 
between  parity  and  the  development  of  unpleasant  se- 
quelae. 

In  the  group  of  121  patients,  127  blocks  were  given. 
Seventy-nine  of  the  83  primigravidae  received  only  one 
block;  two  received  two  blocks  each;  and  two  received 
three  blocks  each.  All  of  the  multigravidae  received  only 
one  block  each,  termination  of  labor  occurring  in  this 
group  before  it  became  necessary  to  repeat  the  anes- 
thesia. 

All  of  the  patients  except  nine  were  given  blocks 
while  in  the  sitting  position.  Nine  patients  were  given 
spinal  anesthesia  when  the  presenting  part  was  on  the 
perineum,  making  it  difficult  for  the  patients  to  assume 
the  sitting  position.  They  were,  therefore,  given  the  anes- 
thesia while  in  the  lateral  position,  as  a terminal  proce- 
dure, for  delivery  alone. 

Of  the  83  primigravidae,  51  were  given  blocks  when 
the  cervix  was  completely  dilated;  20  were  given  blocks 
when  the  cervix  was  dilated  from  7 to  8 cm.;  and  12 
were  blocked  when  the  cervix  was  from  5 to  6 cm.  di- 
lated. No  patient  in  this  group  received  a block  when 
the  dilatation  was  less  than  4 cm. 

Twelve  of  the  multigravidae  were  given  blocks  when 
the  cervix  was  completely  dilated;  16  were  given  blocks 


when  the  dilatation  was  from  7 to  8 cm.;  and  nine  when 
the  dilatation  was  from  4 to  6 cm.  One  patient  in  this 
group  was  given  a block  when  the  dilatation  was  be- 
tween 2 and  3 cm.  The  baby  was  delivered  51  minutes 
later. 

Nupercaine  was  used  as  the  anesthetic  agent  in  all 
cases.  In  some  cases  Nupercaine  mixed  with  10  per  cent 
dextrose  to  produce  a hyperbaric  solution  was  used. 
Other  cases  received  heavy  Nupercaine.  The  amount  of 
Nupercaine  varied  from  2.5  mg.  to  4.0  mg.  The  patients 
remained  upright  after  administration  of  the  anesthetic 
agent  for  period  ranging  from  20  to  30  seconds  before 
being  placed  in  the  supine  position. 

A mimeographed  check  form  was  kept  on  each  pa- 
tient. These  forms  contained  spaces  for  recording  data 
which  we  were  interested  in  tabulating. 

TECHNIC  OF  ADMINISTRATION 

When  it  was  decided  to  induce  saddle  block  anes- 
thesia the  patients  were  moved  to  the  delivery  room.  The 
site  of  the  block  was  prepared  with  ether,  alcohol  and 
merthiolate,  the  patient  being  assisted  by  a nurse  in 
maintaining  the  sitting  position.  At  first  a 20  gauge  needle 
was  used,  but  later  a 22  gauge  needle  was  considered 
better.  Lumbar  puncture  was  performed  in  the  usual  man- 
ner and  the  stylet  withdrawn.  On  obtaining  a free  drip 
of  spinal  fluid  the  syringe  containing  the  Nupercaine  was 
attached  to  the  needle  and  injection  made  rapidly,  but  be- 
tween pains.  The  needle  was  then  slowly  withdrawn.12) 
In  later  cases  in  the  series  the  needle  was  advanced 
about  one-fourth  inch  after  a drip  of  spinal  fluid  was  ob- 
tained to  insure  that  the  tip  was  lying  completely  within 
the  canal.  After  maintaining  the  patient  in  the  upright 
position  for  the  pre-determmed  length  of  time,  she  was 
quickly  placed  in  the  supine  position,  with  the  head  sup- 
ported on  a double  pillow.  Blood  pressure  readings  were 
taken  every  two  to  three  minutes  during  the  first  10  to 
15  minutes,  and  then  every  10  minutes.  After  the  lapse 
of  10  minutes  it  was  not  felt  necessary  to  keep  the  pa- 
tient absolutely  in  the  supine  position. 

RESULTS 

Anesthesia  was  obtained  promptly  in  the  majority  of 
cases,  relief  of  pain  occurring  usually  within  the  first 
five  minutes. 

The  duration  of  anesthesia  was  considered  to  be 
from  the  time  the  block  was  instituted  until  labor  was 
terminated,  or  until  it  became  necessary  to  repeat  the 
block  or  substitute  some  other  form  of  anesthesia  be- 
cause of  return  of  pain.  For  the  entire  group  the  longest 
time  was  four  hours,  the  shortest  was  12  minutes,  and 
the  average  was  one  hour  and  19  minutes.  The  average 
in  multigravidae  was  one  hour  and  28  minutes,  and  for 
primigravidae  one  hour  and  nine  minutes. 

Most  of  the  labors  were  terminated  before  it  became 
necessary  to  repeat  the  block.  Eight  patients  were  given 
ether  for  the  actual  delivery.  Of  these  eight,  four  were 
considered  failures  due  to  faulty  technic  in  administering 
the  block,  in-as-much  as  the  pain  was  not  completely 
relieved  in  any  instance.  In  one  patient  the  pain  was 
relieved  for  only  about  one  hour.  This  patient  was  given 
ether  for  delivery  after  three  and  one-half  hours. 
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Faulty  technic  was  considered  to  be  the  major  factor 
responsible  in  cases  obtaining  unfavorable  results,  i.  e.,  in 
which  the  patients  experienced  any  pain.  Of  secondary 
importance  was  the  amount  of  anesthetic  agent  used.  In 
the  14  cases  in  this  group,  all  but  one  had  a maximum 
dose  of  3.0  mg.  Nupercaine.  Eight  of  this  group  received 
3.0  mg.  doses;  five  received  2.5  mg.;  the  remaining  pa- 
tient was  given  4.0  mg.  of  heavy  Nupercaine.  Of  the  121 
patients  given  blocks  in  this  series  25  received  2.5  mg. 
of  Nupercaine,  72  received  3.0  mg.,  seven  were  given 
doses  of  3.5  mg.,  and  16  were  given  4.0  mg.  All  of  the 
28  patients  who  received  heavy  Nupercaine  except  the 
one  mentioned  previously  obtained  good  results,  regard- 
less of  dosage  employed.  This  was  probably  related  to 
improvement  in  technic  by  the  time  routine  use  of  heavy 
Nupercaine  was  started. 


FIGURE  1.  HEADACHE 

Number 

Per  Cent 

Patients 

121 

100 

Number  with  headache 

36 

29 

Number  with  severe  headache 
Duration  of  headache: 

5 

4.13 

Two  days 

9 

7.3 

One  day  only 

19 

15.7 

Three  or  more  days 

6 

4.9 

NOTE;  One  of  the  patients  in  the  last  group  above 
had  headache  on  three  days,  but  not  on  consecutive 
days. 

The  length  of  time  patients  remained  upright  seemed 
of  some  importance  in  the  production  of  good  or  poor 
results.  In  the  group  of  76  patients  who  remained  upright 
for  20  seconds,  poor  results  were  obtained  in  nine,  an 
incidence  of  12  per  cent.  In  the  26  patients  who  remained 
upright  for  30  seconds,  four  were  classified  as  poor  re- 
sults, an  incidence  of  15  per  cent. 

The  only  postpartum  complication  of  consequence 
noted  in  this  series  was  headache.  Of  the  121  patients 
studied,  36  developed  headache  at  some  time  during 
their  stay  in  the  hospital.  This  is  an  incidence  of  29  per 
cent.  In  the  group  of  83  primigravidae,  22  patients,  or 
26.5  per  cent  developed  headache.  Among  the  38  multi- 
gravidae,  14  patients,  or  36.8  per  cent  developed  head- 
ache. Of  the  36  patients  who  complained  of  headache 
during  the  puerperioum,  only  five  were  considered  to  be 
severe.  A severe  headache  was  arbitrarily  defined  as  one 
which  could  not  be  relieved  by  the  more  common  and 
usual  remedies,  and/or  which  persisted  for  more  than 
two  days.  By  these  criteria  only  4.13  per  cent  of  the 
total  group  could  be  said  to  have  had  severe  headaches. 
(Fig.  1). 

The  majority  of  patients  developing  headaches  dur- 
ing the  puererium  did  so  on  the  third,  fourth,  or  fifth 
day.  In  19  of  these  36  patients  the  headaches  were  of 
only  one  day  duration,  nine  had  headache  for  two 
days,  and  six  had  headache  on  three  days.  It  was  our 
impression,  although  unsupported  by  figures,  that  more 
headaches  occurred  when  the  lumbar  puncture  was  per- 
formed with  a 20  gauge  needle  than  when  done  with  a 
22  gauge  needle.  Maintaining  the  patient  flat  in  bed 
following  delivery  did  not  appear  to  decrease  the  inci- 
dence of  headache/4) 

A fall  in  blood  pressure  of  sufficient  magnitude  to 
necessitate  treatment  occurred  in  only  eight  instances. 
Sixteen  patients  had  a blood  pressure  drop  of  20  or  more 


points  systolic  during  anesthesia,  and  in  16  the  pressure 
fell  to  less  than  90,  and  only  five  had  a drop  in  systolic 
pressure  of  25  per  cent  or  more.  Most  of  these  varia- 
tions in  blood  pressure  occurred  in  patients  who  had 
remained  upright  for  only  20  seconds  following  adminis- 
tration of  the  anesthetic.  Treatment  in  all  cases  consisted 
of  ephedrine  sulfate,  50  mg.  intramuscularly  or  20  to  25 
mg.  intravenously,  plus  oxygen  inhalation.  No  patients 
failed  to  respond. 

Two  patients  delivered  twins,  giving  a total  of  123 
infants.  Of  this  number  117  cried  spontaneously  and 
vigorously;  two  required  oxygen  inhalation  because  of 
cyanosis;  two  required  resuscitation;  and  there  were  two 
stillboms.  One  of  the  stillborns  was  a macerated  fetus, 
death  of  which  was  thought  to  have  been  the  result  of  a 
short  cord  looped  twice  about  the  neck.  The  other  still- 
born infant  followed  the  difficult,  prolonged  breech  de- 
livery of  a large  infant  in  a primigravida.  (Fig.  2). 

There  were  nine  breeches  in  the  series,  five  in  primi- 
gravidae and  four  in  multigravidae.  One  hundred  four- 
teen delivered  by  vertex.  Of  this  number  78  were  ante- 
rior positions  of  the  occiput;  20  were  transverse  positions 
of  the  occiput,  and  16  were  posterior  positions.  Of  the 
36  cases  in  which  the  occiput  was  other  than  anterior, 
34  were  rotated  with  forceps  and  two  manually.  There 
wrere  94  forceps  deliveries  and  20  spontaneous  deliveries, 
in  addition  to  the  nine  breeches. 

The  average  duration  of  the  third  stage  was  eight 
minutes;  the  longest  was  32  minutes;  and  the  shortest 
was  two  minutes.  The  average  duration  was  raised  be- 
cause of  the  fact  that  in  some  cases  the  episiotomy  repair 
was  effected  before  the  placenta  was  delivered. 

Blood  loss  was  considered  slight  to  moderate  in  the 
majority  of  cases,  averaging  what  was  estimated  as  being 
between  100  and  200  cc.  One  patient  lost  an  estimated 
500  cc,  and  five  patients  lost  an  estimated  300  cc. 
CONCLUSIONS 

In  our  experience,  this  method  has  proved  to  be  an 
effective  means  of  relieving  the  patient  in  labor  of  the 
major  part  of  the  discomfort  coincident  to  the  latter  part 
of  the  first  stage  and  the  entire  second  and  third  stages. 
In  no  instances  were  the  uterine  contractions  stopped  by 
this  type  of  anesthesia,  and  in  the  majority  of  cases  labor 
appeared  to  be  hastened,  probably  due  to  the  better, 
more  complete  relaxation  of  the  muscles  of  the  pelvic 
floor.  This  relaxation,  together  with  the  loss  of  the  bear- 
ing down  reflex,  probably  accounts  for  the  slightly  in- 
creased incidence  of  persistent  transverse  and  posterior 
position  of  the  occiput.  Transverse  positions  occurred  in 
16.5  per  cent,  while  posterior  positions  occurred  in  13 
per  cent.  Low  spinal  anesthesia  was  felt  to  be  of  marked 
benefit  in  breech  deliveries.  Indeed  breech  position  has 
come  to  be  in  our  minds  an  indication  for  saddle  block 
anesthesia  for  delivery  because  of  the  better  relaxation 
obtained  and  the  better  oxygenation  which  can  be  main- 
tained. 

It  was  not  felt  that  this  type  of  anesthesia  increased 
the  overall  incidence  of  low  forceps  operations  except  in 
the  group  of  transverse  and  posterior  positions,  in-as- 
much  as  we  resort  to  this  procedure  to  effect  delivery 
in  the  majority  of  cases. 

We  feel  that  in  the  primigravida,  saddle  block  anes- 
thesia should  be  withheld  until  the  cervix  is  dilated  to 
between  six  and  eight  cm.  This  should  insure  that  de- 
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livery  will  occur  before  it  becomes  necessary  to  resort 
to  a repeat  block  or  some  other  form  of  anesthesia.  We 
believe  that  repeated  lumbar  punctures  are  undesirable 
and  should  be  avoided  if  possible.  Multigravidae  can  be 
given  blocks  when  the  cervical  dilatation  is  between  four 
and  six  cm.  if  labor  is  progressing  satisfactorily. 

We  have  finally  decided  on  a dose  of  3.0  mg.  of 
heavy  Nupercaine  as  the  optimum,  and  the  upright  posi- 
tion for  20  sections  to  be  most  effective.  Attention  to 
detail  is  most  important  when  administering  the  anes- 
thetic agent.  Of  major  importance  is  being  as  certain  as 
possible  that  the  needle  tip  lies  wholly  within  the  spinal 
canal,  otherwise  results  will  be  most  disappointing. 

As  was  pointed  out  previously,  of  the  121  viable  in- 
fants delivered,  only  two  required  resuscitation.  It  is  our 
practice  to  administer  oxygen  to  the  mother  while  she  is 
be-ng  prepared  for  delivery.  By  means  of  this  procedure, 
adequate  oxygenation  of  the  fetal  blood  is  insured  in 
most  instances,  and  the  babies  cry  spontaneously  and 
quickly.  The  fact  that  nearly  all  patients  received  both 
demerol  and  tuinal  as  analgesia  during  labor  did  not 
appear  to  increase  the  incidence  of  neo-natal  asphyxia 
in  this  series  of  cases. 

Delivery  was  made  easier  in  all  cases.  Haste  was 
not  felt  to  be  necessary  as  it  is  in  many  cases  delivered 
under  ether  anesthesia.  A more  meticulous  repair  of  the 
pelvic  floor  could  be  effected  when  this  became  neces- 
sary, and  we  consider  this  to  be  of  pronounced  benefit  to 
the  patient. 

Blood  loss,  we  believe,  was  less  in  patients  delivered 
under  saddle  block  anesthesia  than  in  those  delivered 
under  other  methods.  This  is  so  probably  because  of  the 
fact  that  the  tone  of  the  uterine  musculature  is  not  lost 
during  saddle  block  anesthesia  as  it  is  during  general 
anesthesia.  For  this  reason  also,  the  method  cannot  be 
used  in  cases  in  which  relaxation  of  the  uterus  is  desired. 


FIGURE  2.  CONDITION  OF  NEWBORN 


Total  number  of  babies 

Number 

123 

Per  Cent 
100 

Cried  spontaneously 

119 

95.2 

Required  oxygen  (cyanotic) 

2 

1.6 

Required  resuscitation 

2 

1.6 

Stillborn 

2 

1.6 

Complications  of  the  method  can  be  divided  into  two 
groups:  those  occurring  during  labor,  and  those  occur- 
ring during  the  puerperium.  Of  the  complications  during 
labor,  drop  in  blood  pressure  was  easily  combatted  by 
the  measure  previously  mentioned.  Nausea  and  vomiting, 
which  occurred  in  a few  patients,  usually  in  those  in 
which  there  was  a significant  drop  in  blood  pressure, 
were  treated  by  measures  designed  to  restore  the  blood 
pressure  to  normal,  and  by  the  inhalation  of  oxygen  by 
the  patient.  This  was  successful  in  nearly  all  cases. 
Failure  of  the  method  and  poor  result  can  be  overcome 
by  rigid  adherence  to  technical  details,  and  by  the  judi- 
cious choice  of  cases. 

Complications  occurring  during  the  puerperium  were 
practically  exclusively  limited  to  headache.  In  the  latter 
part  of  this  study  it  was  felt  that  employing  a 22  gauge 
needle  for  the  lumbar  puncture  would  reduce  the  inci- 
dence of  headache.  Encouraging  the  patient  to  move 


about  in  bed  early,  rather  than  being  kept  flat  was  felt 
to  be  of  valued4*  We  have  not  found  tight  abdominal 
binders  to  be  of  the  value  in  treating  these  headaches 
that  others  have.15*  Few  patients  failed  to  respond  to 
aspirin  and  codeine,  and  as  was  pointed  out  previously, 
only  six  patients  complained  of  headache  for  three  days 
or  longer.  One  patient  had  a headache  which  persisted 
for  seven  days.  She  had  received  three  blocks,  and 
demerol  was  necessary  to  control  the  pain  of  the  head- 
ache. This  distressing  complication  cleared  up  at  the 
end  of  this  time  and  there  has  to  our  knowledge  been  no 
recurrence.  We  do  not  believe  that  the  incidence  of 
headache  during  the  puerperium  is  of  such  severity  as 
to  offset  the  benefits  to  be  derived  from  the  method. 

That  the  method  is  more  time  consuming  than  de- 
livery using  ether  anesthesia  cannot  be  denied,  and  this 
very  fact  will  probably  limit  its  use  in  private  practice, 
especially  in  those  hospitals  in  which  there  is  no  house 
staff. 

SUMMARY: 

1.  Results  obtained  in  121  deliveries  in  which  saddle 
block  anesthesia  was  employed  are  presented. 

2.  The  advantages  and  disadvantages  of  the  method 
are  considered. 

3.  Recommendation  of  this  type  of  anesthesia  for 
breech  deliveries  is  made. 
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Methergine  is  a partial  synthetic  ergot  alkaloid  (C~°  H-°  O'-  N3).  Experimentally  and  clini- 
cally it  was  found  to  be  a safe  and  reliable  oxvtocic  in  the  management  of  the  third  stage 
of  labor. 

Methergine  reduces  normal  blood  loss  and  shortens  the  third  stage  of  labor,  and  in  many 
instances  it  has  proven  more  effective  than  natural  ergonovine. 
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Post-Graduate  Papers 
From  San  Antonio 

SOUTHWESTERN  MEDICINE  takes  pleasure  in  an- 
nouncing that  through  the  co-operation  of  the  officers 
and  Board  of  Directors  of  the  International  Post-Graduate 
Medical  Assembly  of  Southwest  Texas,  that  the  program 
presented  January  25th,  26th,  and  27th  of  1949  in  San 
Antonio,  Texas,  will  be  published  in  part.  This  Assembly 
has  as  its  objective  the  dissemination 
of  practical  post-graduate  instruction. 
The  speakers,  leaders  in  their  respec- 
tive fields,  present  the  current  views 
on  the  every-day  problems  in  the 
practice  of  medicine. 

The  problem  of  post-graduate  in- 
struction in  the  Southwest  differs 
materially  from  the  same  problem  in 
metropolitan  centers.  At  present  we 
are  not  endowed  with  medical  schools 
and  teaching  hospitals.  We  must,  by 
necessity,  derive  a great  deal  of  our 
knowledge  from  the  reading  of  medi- 
cal periodicals  and  from  assemblies. 
These  assemblies  must  furnish  mate- 
rial which  is  usable  in  the  every-day 
practice  of  medicine.  This  material  further  must  be  varied 
so  that  each  physician  in  attendance  can  derive  some- 
thing which  is  particularly  beneficial  to  him.  The  Inter- 
national Post-Graduate  Medical  Assembly  definitely  ful- 
filled these  requirements. 

The  Editors  of  Southwestern  Medicine  particularly 
wish  to  express  their  thanks  to  Dr.  Boen  Swinny,  presi- 
dent; Dr.  C.  F.  Lehmann,  president-elect;  Dr.  Merton  M. 
Minter,  first  vice-president;  Dr.  Charles  L.  McGehee, 
second  vice-president;  and  Dr.  John  J.  Hinchey,  secretary- 
treasurer,  for  their  sincere  efforts  and  co-operation  in 
making  proceedings  of  this  assembly  available  to  the 
readers  of  Southwestern  Medicine. 


Boen  Swinny,  M.D. 

President  of  the  In- 
ternational Post- 
Gradifate  Assembly 
of  Southwest  Texas. 


Seven  Outstanding  Speakers 
At  New  Mexico  Medical 
Society  Meeting 

Seven  distinguished  medical  speakers  from  all  sections 
of  the  nation  will  feature  the  annual  meeting  of  the  New 
Mexico  Medical  Society,  May  5 - 7 in  Roswell,  Dr.  Van 
A.  Odle,  president  of  the  Chavez  County  Medical  So- 
ciety, which  is  sponsoring  the  convention,  has  announced. 

The  seven  speakers  all  have  gained  national  recogni- 
tion in  their  specialties.  The  scientific  program  will  not 
only  be  highly  interesting  but  of  great  practical  value  to 
both  general  practitioners  and  specialists. 

Dr.  M.  Edward  Davis,  chief-of-staff,  Lying-In  Hos- 
pital, Chicago,  Illinois. 

Dr.  E.  S.  Judd,  Jr.,  surgeon,  Mayo  Clinic,  Rochester, 
Minnesota. 

Dr.  T.  Leon  Howard,  urologist,  Denver,  Colorado. 

Dr.  J.  Mackenzie  Brown,  otolaryngologist,  University 
of  Southern  California,  Los  Angeles,  Calif. 

Dr.  F.  R.  Keating,  Jr.,  internist,  Mayo  Clinic,  Roches- 
ter, Minnesota. 

Dr.  A.  J.  Quick,  internist,  Marquette  University,  Mil- 
waukee, Wisconsin. 

Dr.  Earl  D.  McBride,  orthopedist,  Oklahoma  City, 
Oklahoma. 

The  convention  will  open  with  the  meeting  of  the 
House  of  Delegates  May  5.  The  scientific  program  will 
follow  over  the  three-day  period.  The  usual  luncheons 
will  include  question  and  answer  periods. 

There  will  be  excellent  entertainment.  A smoker  with 
tops  in  entertainment  and  drinks  will  be  held  at  Roswell 
Country  Club.  The  banquet  for  physicians  and  their 
wives  will  be  held  in  the  American  Legion  hut  May  6. 
The  scientific  and  business  sessions  will  close  Saturday 
noon.  May  7,  and  a golf  tournament  will  be  held  that 
afternoon. 

Daily  entertainment  is  scheduled  for  ladies  attending 
with  their  husbands.  There  will  be  a fine  group  of  tech- 
nical displays.  All  sessions  both  for  men  and  women  will 
be  held  in  the  Roswell  Women's  Club  building.  The  ex- 
hibits will  be  located  there.  Luncheons  and  other  enter- 
tainment will  be  held  in  convenient  and  nearby  locations. 

Officers  of  the  Chavez  County  Medical  Society,  spon- 
sor of  the  1949  New  Mexico  Medical  Society  meeting, 
are:  Dr.  Van  A.  Odle,  president;  Dr.  R.  D.  Haire,  vice- 
president;  and  Dr.  Earl  L.  Malone,  secretary-treasurer. 
The  program  committee  members  are:  Dr.  R.  P.  Waggo- 
ner, chairman;  Dr.  George  S.  Morrison,  and  Dr.  I.  J. 
Marshall. 

Southwestern  Medicine  urges  the  attendance 
of  all  readers.  At  present  the  physician  is  the  target  of 
the  bureaucrats.  We  of  the  Southwest  are  so  situated 
that  distances  between  us  are  relatively  great.  We  do 
not  have  the  opportunity  of  exchanging  views  with 
our  fellow  practitioners  as  often  as  ive  should.  This 
exchange  of  viewpoints  is  healthy  and  should  be  fos- 
tered. This  meeting  will  serve  as  a medium  for  this 
exchange  of  viewpoints.  If  is  assured  that  all  attend- 
ing this  meeting  will  not  only  come  away  repaid  from 
a didactic  standpoint,  but  with  a sense  of  fidler  cam- 
araderie.— The  Editors. 


66 


SOUTHWESTERN  MEDICINE 


APRIL,  1949 


ACUTE  ABDOMEN  IN  CHILDREN 

By  Jesus  Lozoya  S.,  M.  D.,  F.  A.  C.  S.,  F.  A.  A.  P. 

Chief  of  the  Department  of  General  Surgery,  Children’s  Hospital,  Mexico,  D.  F. 


The  surgeon  is  often  confronted  with  the  problem  of 
giving  promptly  the  diagnosis  of  a patient  with  an  acute 
abdomen.  The  problem  is  complex:  it  involves  in  each  case 
the  diagnosis  and  the  following  steps  which  have  to  be 
defined  quickly  and  at  the  right  moment.  We  have  to 
face  these  difficulties  in  our  department  at  the  Hospital 
Infantil  of  Mexico  almost  every  day.  And  the  problem 
becomes  complicated  when  our  decision  forms  the  basis 
for  the  judgment  of  the  assistant  doctors,  interns,  or 
pupils  in  the  Surgical  Department. 

We  have  studied  this  subject  in  the 
best  books  and  medtcai  journals, 
through  direct  observation  and  by 
personal  talks  with  surgeons  in  the 
best  clinics  of  the  LI.  S.;  yet  we  have 
not  been  able  to  find  a definite  cri- 
terion, precise  and  synthetic,  that 
covers  all  cases.  That  is  why  we 
were  moved  to  think  out  and  deduct 
from  our  own  experience  the  general 
lines  that  guide  our  conduct  and  sup- 
port our  criterion.  Naturally  we  take 
into  account,  as  a basis  for  judg-  Jesfis  Lozoya,  51. D. 
ment,  the  experience  of  the  great  masters  in  this  field. 
But  the  arrangement  of  the  ideas  serving  as  a guide  for 
diagnosis  is  mainly  the  result  of  our  observations  during 
five  and  a half  years'  work  as  Chief  Surgeon  in  the  Hos- 
pital Infantil  of  Mexico,  with  12,817  surgical  cases  (45 
per  cent)  out  of  a total  of  28,440  discharges. 

The  cases  here  studied  refer  only  to  to  the  acute- 
abdomen  syndrome  in  children  ranging  from  0 to  15  years 
of  age  in  a population  where  malnutrition  is  very  high 
and  medical  culture  very  low. 

Being  a syndrome,  the  acute  abdomen  may  have  dif- 
ferent causes,  all  producing  the  same  picture,  "the  ab- 
dominal catastrophe  which  demands  immediate  surgical 
intervention.”  That  is  what  is  generally  understood  by 
term  “acute  abdomen”  though  it  is  not  included  in  the 
International  Code  as  a nosological  entity. 

We  can  go  over  the  symptoms  and  signs  that  con- 
stitute th^s  syndrome  fo’lowing  this  proposed  sequence: 

1.  P3in. 

2.  Vomiting. 

3.  Temperature,  pulse,  respiration. 

4.  Bowel  movements. 

5.  General  condition  and  facies. 

6.  Physical  examination  of  the  abdomen. 

7.  Rectal  examination. 

8.  Complete  and  repeated  examinations. 

9.  Laboratory  data:  W.B.C.,  hematocrit,  blood  chem- 
istry; urine:  glucose,  acetone  and  diacetic  acid. 

10.  X-rays. 

Each  one  of  these  signs,  symptoms,  or  examinations 
has  special  characteristics  for  each  group.  That  is  why 
we  shall  study  them  in  detail  in  connection  with  each 
chapter. 

Now,  when  we  are  confronted  with  a patient  with 
abdominal  complaints,  vomiting,  difficult  bowel  move- 
ments, intense  colic,  etc.,  which  suggests  the  syndrome 
of  "acute  abdomen,”  one  must  be  sure  that  that  is  the 
This  Paper  was  presented  before  the  International 
Post-Graduate  Medical  Assembly,  San  Antonio,  Texas, 
January  25-27,  1949. 


case.  If  so,  one  has  to  find  out  the  etiology  of  the  syn- 
drome, to  make  a more  precise  diagnosis  and  to  be  able 
to  apply  a reasonable  treatment. 

Here  is  where  our  observations  may  be  valuable, 
dividing  all  the  patients  from  the  etiological  as  well  as  the 
pathogenic  point  of  view  in  four  basic  groups  and  two 
secondary  ones. 

BASIC  GROUPS 

1.  Of  infectious  origin=Peritonitis. 

2.  Of  mechanical  origin=Intestinal  obstruction. 

3.  Of  vascular  origin  = Infarct  of  intra-abdominal 
viscera. 

4.  Of  traumatic  origin  = Acute  abdominal  trauma. 

SECONDARY  GROUPS 

5.  Intra-abdominal  tumours. 

6.  Pseudo-acute-abdomen. 


FIRST  GROUP  (of  Infectious  Origin) 

Appendictis:  Acute  catarrhal;  suppurated; 


gan- 


grenous. 

2.  Peritonitis: 

I.  — Primitives. 

II.  — Secondary: 

a)  perforation  of  the  appendix. 

b)  intestinal  perforation  in  typhoid  fever. 

c)  perforation  due  to  ascarids  or  oxiours. 

d)  gall-bladder  perforation  in  typhoid  fever. 

e)  perforation  of  gastroduodenal  ulcer. 

f)  intestinal  perforation  in  salmonellosis. 

3.  Meckel’s  Diverticulitis. 

4.  Acute  intra-abdominal  adenitis: 

a)  mesenteric  (nasopharingitis,  adenoamig- 
dalitis) . 

b)  post-vaccination,  in  the  lower  extremities. 

c)  consecutive  to  infected  wounds  on  the 
lower  extremities. 

5.  Cholecystitis. 

6.  Subphrenic  abscess. 

7.  Hepatic  abscess. 

8.  Splenic  abscess. 

SECOND  GROUP  (Mechanical  Origin) 

1.  Duodenal  obstructions: 

a)  stenosis  or  atresia  of  duodenum. 

b)  Ladd's  syndrome  (malrotation  of  the 
bowels) . 

2.  Intestinal  obstruction  (high): 

a)  stenosis  or  atresis  of  jejunum  and  ileum. 

b)  intussusception  ileoileum,  ileocecal-colonic. 

c)  strangled  hernias:  (umbilical,  funicular, 

diaphragmatic  internal). 

d)  volvulus. 

e)  obstruction  due  to  foreign  bodies:  (copro- 
lits,  parasits,  seeds,  earth,  sand,  diverse 
objects) . 

f)  chronic  Ladd's  syndrome  in  acute  phase. 

g)  meconial  ileus. 

3.  Intestinal  obstruction  (low): 

a)  stenosis  and  atresias  of  colon. 

b)  colonic  intussusception. 

c)  anal  atresia:  simple  and  with  fistula  recto- 
vesical or  recto  urethral,  recto-vaginal 
or  recto-perineal. 
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d)  congenital  malformation  of  the  ileo-ceco- 
appendicular,  criss-cross. 

4.  Paralytic  ileus  (last  stage). 

THIRD  GROUP  (Vascular  Origin) 

a)  intestinal  infarct:  post-splenectomy:  thrombosis  in 
severe  infection,  (typhoid,  salmonellosis,  typhus, 
etc.). 

b)  twisting  of  pedicles:  ovaric,  epiploic  or  mesenteric 
cysts:  spermatic  chord  or  Morgani's  hydatid;  tor- 
sion of  omentum. 

c)  duplication  of  different  parts  of  the  digestive  tract. 

d)  pancreatic  necrosis. 

FOURTH  GROUP  (Traumatic  Origin) 

a)  severe  abdominal  contusion. 

b)  rupture  of  solid  intra-abdominal  viscus. 

c)  rupture  of  hollow  intra-abdominal  viscus. 

FIFTH  GROUP  (Intra-abdominal  Tumors) 

1.  Wilms  tumor. 

2.  Giant  hydronephrosis. 

3.  Neurobiastoma  sympatheticum. 

4.  Unattached  retroperitoneal  embryoma. 

5.  Other  tumors  of  the  adrenal  gland. 

6.  Intra  peritoneal  tumors: 

Intramesenteric  cyst  (serous  and  chylous). 
Epiploic  cysts  and  tumors. 

T uberculous  lymphnodes. 

Lymphosarcomas, 
intestinal  sarcomas. 

Hepatic  sarcoma. 

1 eratoma. 

Congenital  dilitations  of  the  bile  ducts. 

Hydatid  cyst. 

duplications  of  the  digestive  tract. 

Giant  splenomegaiias  caused  by  malarias,  Gauch- 
er s or  rSanti's  disease, 
bpleen  tumors. 

Teratoma  of  the  abdominal  wall. 

The  last  two  groups  are  quite  special;  the  fifth  one 
referring  to  intra-abdominal  tumors,  has  to  be  entered  as 
abdominal  emergencies,  because  the  growth  of  these 
tumors  is  extraordinarily  accelerated  in  children;  and  the 
chances  lor  the  patient  to  survive  are  in  direct  relation 
to  the  promptness  with  which  the  diagnosis  is  made  and 
the  treatment  started.  A tew  weeks,  or  even  days,  are 
sufficient  to  actually  see  the  tumor  grow.  Delay  in- 
volves repeated  examinations  which  always  give  rise  to 
metastasis.  That  is  why  we  consider  all  intra-abdominal 
tumors  in  children  as  emergency  cases.  We  forbid  ab- 
dominal examination  more  than  twice  before  operation. 
Surgical  removal  is  performed  if  it  is  not  too  late  and  as 
soon  as  the  elementary  pre-operative  requirements  have 
been  fulfilled.  We  do  not  feel  ashamed  if  more  than  once 
the  final  diagnosis  has  been  made  by  the  pathologist. 

When  operating,  we  make  a wide  incision,  to  get  to 
the  pedicle  as  soon  as  possible  in  order  to  tie  it  and 
avoid  metastasis. 

SIXTH  GROUP  (Pseudo-Acute  Abdomen) 

a.  Acute  lobar  pneumonia  and  pleurisy,  right  side. 

b.  Acetonemic,  cyclic  vomiting. 

c.  Severe  toxicosis. 

d.  Rheumatic  purpuric  ileitis. 

e.  Acute  gastroduodenal  distension. 

f.  Paralytic  ileum  (not  in  the  last  stage). 

g.  Severe  dysenteric  recto-colitis. 


h.  Chronic  ulcerative  colitis  (acute  stage). 

i.  Segmentary  ileitis. 

j.  Shock  after  accelerated  or  excessive  venoclysis 
(blood  or  saline). 

k.  Traumatic  shock  (without  real  abdominal  contu- 
sion) . 

l.  Intra-abdominal  pain  in  nephrotic  and  nephritic 
cases,  without  true  peritonitis. 

m.  Nephritic  colic. 

n.  Acute  pyelitis,  hydronephrosis  (not  giant). 

o.  Intra-abdominal  pain  in  some  hematological  pic- 
tures. 

p.  Acute,  temporary  reaction  of  the  mesenteric  lymph- 
nodes  in  acute  amigdalitis. 

q.  Hematocolpos. 

r.  Suppurated  cyst  of  the  urachus. 

s.  Extraordinary  distension  of  the  bladder. 

t.  Large  abscesses  in  the  abdominal  wall. 

u.  Allergic  colic. 

v.  Lead  poisoning. 

The  sixth  and  last  group  is  very  important.  It  corre- 
sponds to  what  we  call  pseudo-acute-abdomen,  and  a 
great  variety  of  diseases  have  been  placed  here.  Some 
are  located  beyond  the  abdomen  but  give  a very  dra- 
matic abdominal  symptomatology.  There  is  only  a mod- 
erate peritoneal  reaction,  mild  in  proportion  to  the  catas- 
trophic character  of  the  abdominal  picture  present.  In 
other  cases  there  may  be  a considerable  (peritoneal  reaction, 
but  this  must  not  be  treated  by  surgical  means.  We  must 
know  very  well  all  the  diseases  that  constitute  this  group, 
in  order  to  be  able  to  distinguish  them  from  the  real, 
acute  abdomen.  This  justifies  our  constant  insistence  on 
pediatric  surgery  as  a specialty  by  itself  and  our  feeling 
that  those  who  practice  in  this  field  should  be  expert 
pediatricians  as  well  as  skilled  surgeons. 

STUDY  LIMITED 

In  this  paper  we  cannot  study  in  detail  all  the  above 
mentioned  diseases.  We  are  limiting  ourselves  to  the  gen- 
eral guiding  points  that  form  our  criteria  for  diagnosing 
a really  acute  abdomen,  comprised  in  any  of  the  first 
four  groups,  or  a case  of  intra-abdominal  tumor.  These 
are  the  data  that  can  lead  us  to  classify  a case  in  the 
pseudo-acute-abdomen  group.  To  this  end,  one  must  take 
into  account  the  list  of  signs  and  symptoms  numbered  at 
the  beginning,  and  one  must  carefully  note  the  past  his- 
tory, the  onset  and  evolution  of  the  disease. 

INFECTIOUS  GROUP 

Here  there  is  always  hyperthermia  from  the  very  be- 
ginning of  the  pathological  condition.  The  temperature  is 
in  proportion  to  the  formation  of  an  abscess  or  to  the 
virulence  of  the  infection.  Pulse  and  respiration  follow  in 
accordance  with  temperature,  except  in  the  cases  of  gan- 
grene, where  the  temperature  falls  and  also  in  the  final 
stage  of  deep  infections,  when  the  patient  does  not  react 
any  more.  In  this  stage,  Forgue's  sign  may  appear,  with 
the  curves  criss-crossing  each  other. 

In  infectious  diseases  belonging  to  this  group  there 
is  always  considerable  leukocytosis  with  neutrophilia  ex- 
cept in  gangrene,  severe  infections  when  the  patient  does 
not  react  any  more,  typnoid  fever,  and  virus  infections. 
In  typhoid  fever  we  find  leukepenia  and  lymphocytosis 
which  combine  with  the  leukocytosis  and  neutrophilia  of 
the  peritonitis,  the  resulting  formula  showing  a relative 
leukocytosis  with  neutrophilia  within  the  blood  picture 
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pertaining  to  typhoid  fever.  In  virus  infections  (for  in- 
stance in  post-vaccinal  iliac  adenitis)  the  leukocytosis  and 
neutrophilia  of  the  intra-abdominal  infection  combines 
with  the  leukepenia  and  lymphocytosis  of  the  vaccina- 
tion. Hematrocrit  gives  the  hemo-concentration  and  blood 
and  urine  tests  show  the  acidosis  of  the  patient. 

Finally  we  have  to  look  carefully  into  the  history  to 
detect  a sudden  inflammation  of  the  peritoneum  and  its 
successive  development.  Pain  may  appear  in  two  ways 
in  this  group:  First,  as  a colic,  reflex  type,  when  the 
patient  does  not  feel  pain  at  the  site  of  the  lesion  but 
usually  at  the  origin  of  the  nervous  plexus  (following  the 
metameric  innervation  of  the  abdomen).  This  is  pain  of 
the  visceral  type;  it  is  caused  by  the  distension  of  the 
peritoneum  of  the  viscus  by  gas  or  fluid  and  can  be  pro- 
duced only  by  pressure  on  the  sick  viscus.  This  pain  is 
typical  in  acute  appendicitis  with  suppuration,  during  the 
first  hours,  before  the  infection  invades  a large  area  of  the 
peritoneum  or  becomes  generalized. 

The  second  -way  in  which  pain  may  appear  is  the 
type  which  comes  on  several  hours  or  even  days  after 
the  onset  of  the  infection,  when  the  infection  is  already 
extending  to  the  peritoneum.  The  patient  is  then  incapable 
of  localizing  the  pain  to  a definite  place  in  the  abdomen, 
but  it  can  be  elicited  by  pressure  in  any  place  in  the 
whole  abdomen,  or  at  least  in  a large  zone  the  muscular 
defense  is  generalizing  and  in  severe  cases  it  is  extreme. 

The  vomitus  may  vary  from  simple  food  to  the  typi- 
cal vomiting  in  peritonitis,  this  last  being  the  most  fre- 
quent in  this  group. 

PERITONITIS 

Generally  speaking  and  applying  to  90  per  cent  of 
the  cases  of  peritonitis  in  children,  there  is  a definite  diar- 
rhea, contrasting  with  the  same  cases  in  the  adult.  Peri- 
tonitis in  children  does  not  always  produce  intestinal 
paralysis  except  in  the  final  stages.  In  cases  of  gangrenous 
appendicitis  diarrhea  is  always  present  with  the  typical 
color  and  odor  of  "sewage.’’ 

In  cases  of  inflammation  or  ulceration  in  Meckel's 
diverticulum,  stools  with  pure  red  blood  are  typical. 
The  "peritoneal  facies”  is  always  present  in  this  group. 

Rectal  examination  is  fundamental.  It  is  much  more 
enlightening  in  the  child  than  in  the  adult.  In  cases  of  a 
true  intra-abdominal  complaint  we  find  the  anal  sphinc- 
ter contracted  (Yodice's  sign),  the  rectum  clogged  with 
fecal  matter,  and  if  we  can  reach  the  zone,  zones,  or 
organs  affected  with  our  finger,  we  can  easily  feel  with 
certain  acquired  ability  the  edema,  the  inflammation  or 
abscess,  and  we  may  even  increase  the  pain. 

ABDOMINAL  EXAMINATION 
The  examination  of  the  abdomen,  besides  revealing 
pain,  muscular  defense,  abscesses  or  masses,  can  also 
show  us,  if  we  learn  to  look  for  it,  the  edema  of  the 
wall,  especially  in  the  posterior  part  of  the  lateral  walls, 
in  the  advanced  stages,  especially  if  the  patient  is  an  in- 
fant. These  patients  have  to  be  examined  at  least  twice, 
on  admission  and  several  hours  later,  after  the  patient 
has  been  properly  hydrated,  given  good  rest,  and  the 
pain  calmed  by  means  of  any  barbiturate.  More  than 
once  we  have  had  to  change  our  diagnosis  on  the  second 
examination.  Plane  x-ray  films,  in  different  positions  (re- 
cumbent, sitting,  standing)  are  very  helpful.  They  give 
decisive  information  in  cases  of  peritonitis,  above  all 
when  there  is  perforation  of  a hollow  viscus.  They  show 
the  image  of  free  air  in  the  abdominal  cavity,  which 


changes  with  the  patient’s  position.  These  plates  have 
to  be  taken  after  keeping  the  patient  in  the  desired  posi- 
tion for  ten  minutes. 

MECHANICAL  GROUP 

In  the  second  group  (mechanical  origin)  the  sympto- 
matology is  more  dramatic  and  constitutes  that  of  intesti- 
nal obstruction.  The  principal  data  for  our  diagnosis, 
therefore,  will  concern  difficulty  in  the  intestinal  transit 
(colicky  pain,  constipation,  vomiting),  data  from  the 
rectal  examination  and  from  physical  examination  of  the 
abdomen;  negative  results  of  laboratory  tests  regarding 
infection;  history  of  sudden  onset  of  the  disease,  and 
more  or  less  rapid  progress,  these  last  two  obtained  by 
careful  questioning;  and,  finally  and  most  important, 
x-rays  that  confirm  the  diagnosis  of  obstruction. 

Summarizing:  in  this  group,  complete  or  incomplete 
intestinal  obstruction  is  predominant  with  its  correspond- 
ing symptomatology  of  vomiting,  which  is  really  a com- 
pensating discharge  for  the  liquids  which  cannot  follow 
the  normal  path  from  mouth  to  anus.  The  vomitus  is 
always  tinged  with  bile,  if  the  obstruction  is  located  in 
the  duodenum.  Below  Vater’s  ampulla  it  will  contain 
food,  juices  or  fecal  matter,  if  located  in  a lower  part 
of  the  intestines.  The  intestinal  movements  are  interfered 
with  either  totally  or  partially,  as  already  stated.  In 
intussusception  the  stools  have  the  typical  appearance 
of  a bloody  jelly. 

Gastro-intestinal  peristalsis  is  visible  and  audible  be- 
cause it  is  always  exaggerated  (except  in  the  severe 
cases  of  paralytic  ileus  where  it  is  completely  abolished). 
This  explains  the  intensity  of  the  colic  like  pain,  present 
in  all  the  diseases  of  this  group,  caused  by  the  butting  of 
the  peristaltic  movement  against  the  obstacle  that  clogs 
the  intestinal  pathway.  The  pain  in  these  cases  can  be 
properly  compared  to  "pains  during  labor.”  It  begins 
with  medium  intensity  and  in  a few  seconds  it  grows  to 
a paroxysmal  point.  The  patient  twists  himself,  bends 
the  legs  against  the  pelvis,  his  face  becomes  congested, 
the  abdominal  wall  contracts  and  a few  seconds  later, 
the  colic  declines  and  the  patient  relaxes  all  the  muscles. 
This  relaxation  becomes  more  marked  as  the  ailment 
advances,  or  if  the  pain  is  more  intense.  This  kind  of  pain 
is  typical  in  cases  of  intussusception.  Inspection  of  the 
abdomen,  as  said  before,  shows  intestinal  peristalsis  and 
distension  in  some  part  or  the  whole  of  the  intestinal 
tract,  unless  it  has  been  cleared  out  by  vomiting  or  at 
the  beginning  of  the  disease.  On  palpation,  muscular  de- 
fense is  found,  more  or  less  limited  to  the  zone  where  the 
obstacle  is  located.  In  cases  of  intussusception  there  is 
the  typical  sausage  shaped  mass  in  some  of  the  segments 
of  the  colon. 

RECTAL  EXAMINATION 

The  rectal  examination  gives  the  following  data:  con- 
tracted sphincter,  empty  rectum  and  a palpable  sausage 
shaped  mass,  in  the  cases  of  intussusception,  either  in  or 
out  of  the  lumen  of  the  sigmoid.  In  other  types  of  intes- 
tinal obstruction,  by  simple  rectal  examination,  one  may 
often  form  some  idea  as  to  where  the  obstacle  is. 

The  blood  count  is  normal  unless  gangrene  or  infec- 
tion has  already  set  in.  Blood  chemistry  and  urine  tests 
show  the  state  of  acidosis  or  alkalosis  of  the  patient.  The 
more  severe  the  dehydration,  acidosis  and  intensity  of 
pain,  the  more  marked  will  be  the  peritoneal  facies. 

X-rays  are  here  of  great  help,  perhaps  more  so  than 
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in  any  other  group.  If  we  use  fluoroscopy  or  simple 
films,  they  will  show  us  the  location  of  the  obstruction, 
the  level  of  liquids  and  gases  in  the  distended  bowel 
above  the  lesion,  changing  levels  according  to  the  posi- 
tion of  the  patient.  The  study  with  barium  by  mouth  gives 
the  distension  of  the  intestinal  tract  above  the  obstacle. 
This  is  absolutely  necessary  in  cases  of  high  obstruction 
from  the  duodenum  up.  Barium  enema  shows  us  the  ob- 
stacle from  down  up,  especially  in  intussusceptions;  and 
it  may  even  cure  the  colo-colic  intussusception  if  used 
with  pressure.  In  cases  of  atresia  of  the  anus,  simple 
postero-anterior  and  lateral  films,  with  the  patient  hang- 
ing by  the  feet  for  five  minutes,  show  the  distance  between 
the  rectal  pouch  and  the  anal  skin. 

VASCULAR  GROUP 

The  third  group  (vascular  disturbances)  comprises 
the  greatest  variety.  Therefore  it  is  harder  to  generalize 
about  these  cases.  Intestinal  infarct,  because  of  throm- 
bosis has  always  the  antecedent  of  a serious  generalized 
infection  through  the  whole  organism.  In  the  midst  of 
this  generalized  infection,  suddenly  the  acute-abdomen 
syndrome  appears.  The  very  special  cases  of  patients 
having  had  splenectomy  constitute  a type  by  themselves. 
The  infarct  generally  appears  within  the  first  15  days 
after  operation,  when  platelets  are  suddenly  increased. 

When  there  is  twisting  of  the  pedicle  of  the  viscus, 
the  beginning  is  very  sudden  and  intense  pain  over- 
shadows all  the  other  symptoms.  By  physical  examina- 
tion one  can  confirm  the  twisting  of  the  pedicle.  Routine 
laboratory  tests,  which  are  negative  in  these  cases,  cor- 
roborate the  diagnosis. 

Duplications  of  the  different  parts  of  the  digestive 
tract  may  present  a picture  similar  to  that  given  by  vas- 
cular disturbances,  obstruction,  or  intra-abdominal  tumors, 
or  a combination  of  these  three.  Necrosis  of  the  pancreas 
is  very  rare  in  children  with  much  more  dramatic  symp- 
tomatology than  in  the  adult. 

In  spite  of  the  intensity  of  the  pain,  the  general  condi- 
tion of  patients  in  this  group  is  usually  very  good.  In 
the  first  few  hours  blood  counts  are  normal.  Later,  in 
cases  of  large  infarcts,  leukocytosis  with  neutrophilia 
appear. 

TRAUMATIC  GROUP 

In  the  fourth  group  (traumatic)  antecedents  or  his- 
tory are  of  paramount  importance,  as  well  as  the  presence 
of  other  traumatic  lesions  and  the  state  of  shock.  The 
hematocrit  shows  marked  blood  concentration.  Contrary 
to  the  adult,  the  child  shows  considerable  rise  of  tem- 
perature while  in  state  of  shock.  This  shock  must  be  con- 
trolled immediately  by  all  possible  means.  If  the  case  is 
one  where  a hollow  viscus  has  been  perforated,  all  the 
signs  of  pneumo-peritoneum  are  found,  and  the  presence 
of  free  gas  in  the  peritoneal  cavity  shown  by  x-rays  con- 
firms the  diagnosis. 

When  one  of  the  solid  viscera  has  been  crushed  or 
torn,  we  have  the  syndrome  of  internal  hemorrhage  plus 
acute  abdomen. 

TUMOR  GROUP 

In  the  fifth  group  (intra-abdominal  tumors)  we  have 
already  stated  why  we  consider  these  cases  as  surgical 
emergencies.  Wilm’s  tumor  ranks  highest  in  statistics  and 
it  is  a condition  which  justifies  prompt  and  efficient  in- 
tervention. If  these  tumors  are  operated  at  the  beginning, 
with  good  technical  control,  and  submitting  the  patient 
afterwards  to  x-ray  therapy,  the  chances  of  survival  are 


astonishing.  In  spite  of  being  probably  the  most  malignant 
cancer  in  children,  Wilm  s tumor  is  also  the  one  most 
successfully  treated  by  the  surgeon. 

ABDOMINAL  GROUP 

The  sixth  group  (pseudo-acute  abdomen)  is  funda- 
mental in  differential  diagnosis.  To  make  correct  diag- 
nosis, thorough  pediatric  training  is  required,  as  well  as 
Jong  practice  in  children's  surgery. 

Whenever  the  syndrome  of  acute  abdomen  appears 
suddenly  in  a child,  we  must  keep  in  mind  the  possibility 
of  acute  lobar  pneumonia  on  the  right  side,  above  all  if 
the  child  has  been  suffering  from  nasopharingitis  or  ton- 
sillitis. We  can  arrive  at  the  diagnosis  by  carefully 
examining  the  thorax  in  every  case  of  acute  abdomen. 
X-rays  may  confirm  the  findings.  We  must  remember 
also  the  possibility  of  pleurisy  and  that  the  clinical  study 
is  always  more  important  in  these  cases  than  x-rays. 

Acetonemic  cyclic  vomiting  produces  the  acute  abdo- 
men syndrome;  and  it  is  difficult  to  differentiate  it  from 
the  advanced  stages  of  acute  appendicitis.  Nevertheless 
in  cyclic  vomiting  blood  count  is  normal.  The  rectal 
examination  shows  that  the  pain  is  located  in  the  ante- 
rior abdominal  wall,  not  in  the  caecum.  The  general  ap- 
pearance is  typical  of  acetonemia,  with  deeply  shaded 
circles  under  the  eyes.  The  diagnosis  is  finally  arrived 
at  by  considering  history  of  previous  attacks,  fever  or 
sunstroke,  or  excessive  exercise  some  hours  before,  and 
the  high  degree  of  acetone  and  diacetic  acid  in  the  urine. 
By  giving  10  per  cent  glucose  solution  and  insulin  intra- 
venously, one  can  make  the  syndrome  disappear  in  one 
or  two  hours. 

Advanced  cases  of  toxicosis  often  present  the  acute 
abdomen  syndrome;  that  is  when  there  is  intense  dehy- 
dration caused  by  diarrhea  and  intense  vomiting,  due  to 
the  salmonellosis  so  frequent  in  our  population.  Inter- 
vention in  these  cases  is  fatal.  Diagnosis  can  be  made  by 
the  careful  study  of  the  patient,  which  reveals  that  the 
toxic  condition  is  severe  and  that  the  abdominal  symp- 
toms do  not  correspond  to  the  intensity  of  the  diarrhea 
and  dehydration.  The  abdominal  syndrome  is  due  to  in- 
testinal distension  produced  by  small  and  multiple  hemor- 
rhages in  the  intestinal  wall.  We  have  lately  found  out, 
through  a personal  communication  with  Dr.  Castellanos 
from  Havana,  that  he  has  already  mentioned  these  cases. 
Except  for  Dr.  Castellanos’  note,  we  have  not  been  able 
to  find  anything  more  on  the  subject,  either  in  medical  or 
surgical  literature. 

Rheumatic  purpuric  ileitis  generally  has  also  a pulta- 
ceous  tonsillitis,  a discrete  number  of  petechiae,  very 
high  temperature,  high  leukocytosis  with  moderate  neu- 
trophilia and  above  all,  very  rapid  sedimentation  rate. 

Acute  gastro-duodenal  dilatation  may  appear  as  a 
post  operative  complication,  but  we  also  find  it  in  de- 
hydrated children  and  in  chronic  vomiting.  The  use  of 
the  common  syphon  clarifies  the  diagnosis. 

PARALYTIC  ILEUS 

In  the  post  operative  period  of  serious  cases,  in  pa- 
tients with  large  casts  for  the  pelvis  thorax  or  vertebrae, 
and  also  in  very  dehydrated  patients,  wre  must  keep  in 
mind  paralytic  ileus  before  making  the  diagnosis  of  acute 
abdomen. 

In  advanced  cases  of  ulcerative  recto-colitis  caused 
by  bacillary  dysentery,  frequent  in  patients  living  in  the 
tropics,  we  have  leukocytosis  (30,000  to  50,000)  with 
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very  high  neutrophilia  (90  to  95  per  cent).  Rectal  exami- 
nation gives  us  the  clue  for  diagnosis  when  the  finger 
can  reach  the  fungoid  and  ulcerated  mucosa  of  the  recto- 
sigmoid. The  material  obtained  with  the  examining  finger 
has  a definite  “sphacelus  odor."  Slides  and  cultures  can 
be  made  with  it  to  confirm  the  diagnosis. 

Chronic  ulcerative  colitis  in  the  acute  stage  may  sug- 
gest acute  abdomen.  If  we  can  discard  intussusception, 
we  can  get  at  the  diagnosis  by  the  past  history  of  typical 
stools  in  these  cases. 

Segmentary  ileo-colitis  is  another  disease  we  must 
consider  when  making  the  diagnosis  of  acute  abdomen. 
But  if  we  know  it  well  and  keep  it  in  mind,  it  is  difficult 
to  make  a mistake. 

PSEUDO-ACUTE  ABDOMEN 

We  have  not  found  any  description  in  pediatric  or 
surgical  literature  of  the  pseudo-acute  abdomen  caused 
by  venoclysis,  when  given  in  excessive  amounts  and 
too  fast,  especially  if  blood  has  been  mixed  with  different 
solutions.  We  may  also  find  it  with  a slow  venoclysis  that 
has  been  continued  too  long.  In  the  “Hospital  Infantil  of 
Mexico"  this  happens  mostly  with  the  change  of  interns. 
Past  history  and  the  state  of  shock  make  the  diagnosis. 
By  correcting  the  shock,  the  picture  of  acute  abdomen 
disappears.  This  is  not  always  easy.  A high  percentage 
of  these  patients  die  with  fever  above  105  F.  This  picture 
is  due  to  the  intense  edema  of  the  peritoneum  which  ap- 
pears before  the  edema  of  the  ankles,  brain,  or  myocar- 
dium. When  we  first  treated  these  cases,  not  knowing 
this  picture,  two  operations  were  performed  and  in  both 
the  peritoneum,  especially  the  omentum,  was  intensely 
edematous,  resembling  jelly.  Dr.  Farber  of  Boston  (per- 
sonal communication)  told  us  that  he  had  confirmed  this 
in  some  autopsies. 

We  have  sometimes  seen  children  in  an  intense  state 
of  shock  caused  by  trauma,  from  falling  out  of  a tree, 
for  example.  They  may  have  fractured  limbs  without 
abdominal  contusion  at  all,  and  yet  on  admission  to  the 
ward  they  may  be  diagnosed  as  traumatic  acute  abdomen. 
When  the  shock  is  treated  the  pseudo-acute  abdomen  dis- 
appears. 

The  acute  abdomen  in  nephrotic  or  nephritic  patients 
is  well  known,  with  very  mild  peritonitis  or  none  at  all. 
The  problem  with  these  patients  is  more  complex,  and 
we  have  to  study  them  very  carefully  before  deciding 
to  operate,  since  sulphas,  streptomycin  or  penicillin  are 
more  efficient  than  our  bistoury.  Yet  we  must  consider 
the  possibility  of  an  acute  appendicitis  or  intestinal  ob- 
struction in  patients  who  have  the  peritoneum  constantly 
flooded  by  ascites,  and  where  adhesions  or  bands  may 
appear  at  any  time. 

Colic  caused  by  calculus  in  the  kidney  or  ureters  can 
also  resemble  acute  abdomen.  Yet,  with  a careful  study, 
the  diagnosis  is  not  difficult. 

PYELITIS 

Pyelitis  or  pyelonephritis  is  also  a cause  of  error. 
We  must  explore  carefully  both  sides  and  the  lumbar  re- 
gions. A consideration  of  the  typical  temperature  chart, 
the  color  of  the  skin;  and,  above  all,  examination  of 
catheterized  urine  are  necessary  for  diagnosis. 

Some  hematological  cases,  for  instance  sickle  cell 
anemia,  may  be  accompanied  by  abdominal  pains  that 
may  mislead  us,  but  it  is  sufficient  to  have  them  in  mind 
to  avoid  mistakes. 


In  children  with  adenoidism  the  reaction  of  the  mesen- 
teric lymph  nodes  is  frequent  in  the  attacks  of  acute 
adeno-tonsillitis. 

The  string  of  painful  swollen  masenteric  lymph  nodes 
can  be  felt  by  palpating  the  abdomen  and  specially  by 
rectal  palpation.  We  have  to  be  patient  with  this  type  of 
case;  before  twelve  hours  of  treatment  with  sulphas, 
penicillin  or  streptomycin  can  rule  out  acute  abdomen. 

Hematocolpos,  suppurated  cyst  of  the  urachus,  and 
very  distended  bladder  may  be  misleading,  if  we  forget 
these  possibilities.  The  patient  always  has  pain,  muscular 
defense,  and  a rounded  mass  in  the  lower  abdomen,  yet 
diagnosis  is  relatively  easy,  if  we  make  a complete  and 
careful  examination. 

We  are  constantly  saying  to  students  that  errors  in 
the  surgeon’s  diagnosis  are  often  due  to  incomplete  or 
superficial  examinations,  or  because  of  not  having  ex- 
amined the  patient  at  all,  trusting  one’s  impression  of 
acute  abdomen  and  considering  it  too  clear  to  be  put 
to  question.  We  had  some  such  experience  in  the  case 
of  a child  with  a large  abscess  in  the  abdominal  wall. 
If  thorough  examination  is  made,  such  errors  may  be 
avoided. 

ALLERGY 

There  is  no  doubt  that  more  than  once  we  have  run 
into  a case  of  pseudo-acute  abdomen  that  is  due  to  al- 
lergy either  to  food  or  other  causes.  This  presents  diffi- 
culties in  differential  diagnosis,  if  we  do  not  know  about 
the  allergic  tendency  of  the  child.  Nevertheless  the  acute 
abdomen  in  this  case  is  never  bizarre.  And  there  are 
always  some  other  allergic  symptoms  present  that  can 
lead  us  to  the  diagnosis. 

Lead  poisoning,  as  is  well  known,  may  produce  real 
abdominal  pain  and  vomiting  which  can  confuse  the  sur- 
geon, if  he  does  not  pay  attention  to  the  general  appear- 
ance of  the  patient  and  to  the  condition  of  the  gums, 
which  should  arouse  his  suspicion.  This  should  lead  him 
to  check  the  history  again  for  exposure  to  lead.  X-ray 
films  of  the  bones  and  a study  of  the  RBCs  should  con- 
firm the  diagnosis. 

And  now,  we  have  to  say  again  what  the  great 
masters  have  said  long  ago;  “Acute  abdomen  is  always 
an  enigma.”  The  more  we  see  children  with  acute  abdo- 
men the  more  we  confirm  the  truth  of  the  saying.  That 
is  a consolation  for  the  errors  we  have  committed. 

SUMMARY 

The  author  presents  the  abdominal  emergencies  in 
the  child,  studied  in  a five  and  a half  years'  period  as 
Chief  Surgeon  in  the  Hospital  Infantil  of  Mexico,  with 
17,817  cases  (45  per  cent)  out  of  a total  of  28,440  dis- 
charges, in  children  from  0 to  15  years  of  age  and  in  a 
population  where  malnutrition  is  very  high  and  medical 
care  very  low. 

All  abdominal  emergencies  are  divided,  from  the  etio- 
logical as  well  as  the  pathogenic  point  of  view,  into  four 
basic  groups  and  two  secondary  ones:  (1)  Peritonitis,  in- 
fectious origin;  (2)  intestinal  obstruction,  mechanical 
origin;  (3)  infarct  of  intra-abdominal  viscera,  vascular 
origin;  (4)  acute  abdominal  trauma,  traumatic  origin; 
(5)  intra-abdominal  tumors,  and  (6)  pseudo-acute-abdo- 
men. 

The  purpose  of  this  paper  is  to  give  a general  plan 
that  can  serve  as  a guide  in  the  diagnosis  and  treatment 
of  these  emergencies. 
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NEUROSURGICAL  RELIEF  OF  PAIN 

By  W.  A.  Jones,  M.  D.,  El  Paso,  Texas 


This  subject  has  always  been  extremely  interesting  to 
me  because  the  relief  of  pain  is  one  of  the  fundamental 
aims  of  medicine.  Since  the  beginning  of  medicine  various 
methods  have  been  employed  in  eradication  of  pain.  There 
are  many  cases  that  will  respond  medically  but  the  re- 
fractory ones  are  the  concern  of  this  paper.  No  attempt 
will  be  made  in  this  paper  to  completely  cover  the  various 
aspects  and  manifestations  of  pain,  but  the  more  common 
varieties  encountered  by  the  physician  will  be  outlined. 
The  surgical  technique  will  not  be  discussed  as  each  sur- 
geon uses  a different  technique  and  in  most  instances  it  is 
not  interesting  to  the  average  physician.  Only  the  thera- 
peutic application  will  be  discussed  here. 

CHORDOTOMY 

Chordotomy  is  one  of  the  most  useful  procedures  in 
combatting  severe  pain  below  the  costal  margin.  Espe- 
cially is  it  useful  in  controlling  pain  due  to  malignancy  of 
the  bladder,  rectum  or  pelvis.  Whether  the  procedure  is 
bilateral  or  unilateral  will  depend  upon  the  location  of 
the  pain.  In  severe  tabetic  pain  of  the  lower  extremities 
a chordotomy  often  relieves  the  patient  of  his  pain. 
SYMPATHECTOMY 

Sympathectomy  as  operative  procedure  has  many 
valuable  applications  in  relief  of  pain  associated  with 
vascular  phenomena. 

1.  Raynaud’s  Disease — In  this  disease  so  far  there  has 
not  been  developed  a satisfactory  medical  regime  to  com- 
bat this  condition.  However  there  are  a few  agents  that 
are  appearing  in  literature  from  time  to  time  that  offer 
a measure  of  relief.  Priscoll  and  other  such  agents  as 
etamon  are  useful  adjuncts.  But  the  more  stubborn  cases 
that  do  not  respond  to  medical  management  should  be 
subjected  to  a sympathectomy,  as  this  is  the  accepted 
choice  of  treatment. 

2.  Thromboangiitis  obliterans  and  arteriosclerosis  often 
respond  favorably  to  a sympathectomy.  The  pain  is  re- 
lieved. There  is  much  improvement  in  the  vascular  supply 
to  the  limbs  involved.  It  might  be  stated  that  this  is  not  a 
curative  measure  for  these  disease  processes  but  postpones 
the  necessity  of  an  amputation  and  will  give  a better 
stump  if  prosthetic  appliances  are  indicated. 

3.  Acute  occlusion  of  a major  peripheral  vessel  is  an- 
other condition  in  which  a sympathectomy  is  employed, 
as  this  will  often  help  preserve  the  extremity  involved. 

4.  Causalgia  presents  one  of  the  most  difficult  types 
of  pain  one  encounters.  It  is  associated  with  incomplete 
peripheral  nerve  lesions,  most  commonly  associated  with 
the  median  or  sciatic  nerve.  This  condition,  in  most  in- 
stances, if  severe,  will  not  respond  to  medical  manage- 
ment, and  the  patient  should  be  subjected  to  a sympathec- 
tomy before  severe  psychic  trauma  has  developed.  It  is 
my  opinion  the  results  will  be  better. 

PREFRONTAL  LEUCOTOMY 

Prefrontal  leucotomy  operative  procedure  is  applica- 
ble to  inoperable  cancer  in  any  portion  of  the  body.  It 
can  be  carried  out  under  local  anesthesia  in  most  cases. 
This  operation  should  not  be  used  unless  the  patient  has 
longevity  of  three  to  six  months.  An  interesting  feature 
about  this  operation  is  that  it  takes  away  the  fear  of  death 
and  relieves  the  state  of  anxiety.  The  fear  of  pain  is 


often  more  dreadful  than  the  pain  itself.  After  a prefrontal 
leucotomy,  pain  becomes  bearable.  It  seems  to  divorce 
the  patient  from  his  relation  to  the  pain  and  his  natural 
reaction  to  it.  The  patient  will  often  state  that  he  has 
pain  but  it  does  not  cause  him  any  discomfort.  In  time 
I believe  that  this  will  be  a treatment  of  choice  of  all  in- 
tractable pain  associated  with  a malignancy.  So  far  there 
has  not  been  sufficient  evidence  to  determine  whether  the 
operation  should  be  unilateral  or  bilateral.  It  is  believed 
in  most  cases  that  a unilateral  approach  should  be  em- 
ployed first  as  the  mental  symptoms  and  changes  in  per- 
sonality are  less. 

Phantom  limb — I know  of  no  other  condition  that  is 
more  refractory  to  all  forms  of  therapy  than  the  pain 
associated  with  a phantom  limb.  Chordotomy,  sympathec- 
tomy, post  central  gyrectomy,  all  fail  in  the  majority  of 
cases.  The  balance  of  evidence  is  pointing  to  a pre- 
frontal leucotomy  as  the  accepted  form  of  therapy  for 
this  condition. 

RHIZOTOMY 

The  posterior  section  of  the  nerve  root  or  sensory 
root  is  at  times  valuable  in  relieving  pain,  if  the  pain  is 
confined  to  an  extremity  and  has  no  possibilities  of 
spreading,  or  if  you  have  a specific  root  involved.  This 
operation  is  limited  in  its  application. 

LOCAL  NERVE  BLOCK  OR  NERVE  CRUSHING 

This  application  for  relief  of  pain  is  also  limited.  It  is 
best  used  when  the  pain  is  confined  to  specific  nerve  and 
especially  if  it  is  sensory  in  nature. 

EXTRADURAL  BLOCK  OR  INTRASPINAL 
USE  OF  ALCOHOL 

I hesitate  to  recommend  this  procedure,  as  often  the 
results  are  unsatisfactory  and  may  leave  the  patient  in  a 
more  unfavorable  state  than  before  its  application.  The 
patient  may  complain  of  paresthesia,  weakness  of  the 
lower  extremities  and  partial  or  complete  paralysis  of  the 
sphincters  of  the  urinary  bladder,  and  rectum.  Frequently 
the  relief  is  only  for  a short  duration,  certainly  this  form 
of  therapy  is  limited.  In  cases  where  there  is  loss  of  con- 
trol of  the  sphincters  of  the  bladder  and  rectum  and  the 
patient  is  a poor  surgical  risk,  this  form  of  therapy  seems 
to  be  one  of  choice. 

MESENCEPHALIC  TRACTOTOMY 

This  procedure  is  employed  for  the  relief  of  pain  in 
the  upper  extremities.  Due  to  the  inaccessibility  of  the 
spinothalamic  tract  and  the  adjacent  structures,  this  pro- 
cedure has  not  been  generally  accepted.  The  complica- 
tions following  surgery  are  often  profound  and  the  mor- 
tality rate  is  rather  high. 

RESECTION  OF  THE  SENSORY  CORTEX 

This  procedure  is  also  limited,  due  to  the  technical 
difficulties,  but  may  be  employed  in  the  treatment  of  pain 
associated  with  the  phantom  limb  and  post  herpetic  neu- 
ralgia. 

TRIGEMINAL  NEURALGIA 

The  employment  of  the  retro-gasserian  neurotomy  by 
the  subtemporal  approach  is  the  most  commonly  accepted 
form  of  therapy  for  this  condition.  The  complications  are 
not  as  many  nor  as  severe  as  some  writers  would  have 
you  to  believe.  It  may  be  useful  to  try  alcoholic  injection 
of  the  various  branches  of  the  fifth  nerve,  but  as  a rule 
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the  pain  is  relieved  only  for  a short  time  and  finally  the 
patient  is  subjected  to  the  operation. 

2.  The  posterior  approach  of  the  fifth  nerve  carries 
with  it  a higher  mortality  and  the  complications  are 
greater.  It  should  be  reserved  for  cases  chiefly  where  there 
is  a possibility  of  a posterior  fossa  lesion  producing  the 
symptoms. 

3.  Tractotomy- — -This  operative  technique  is  used 
mainly  for  the  ophthalamic  division  of  the  fifth  nerve. 
Again  this  procedure  has  not  been  generally  accepted  as 
the  operation  of  choice  due  to  the  complications  follow- 
ing surgery. 

RADICULAR  PAIN 

Whether  the  pain  be  cervical,  thoracic  or  lumbar,  it 
should  be  carefully  evaluated  and  properly  interpreted 
and  a careful  search  should  be  made  and  the  local  cause 
be  determined  if  possible.  The  most  common  cause  of 
low  back  pain  with  sciatic  radiation  is  a herniated  disc. 
If  it  is  due  to  a herniated  disc  the  disc  should  be  removed 
after  a trial  of  conservative  management.  Good  results 
are  obtained  in  the  majority  of  cases  by  early  ambulation 
with  leg  and  back  exercises.  Here  again  it  is  believed  this 
condition  should  be  relieved  surgically  before  a severe 
psychic  trauma  has  developed.  If  there  is  a tumor  the 
treatment  is  surgical  removal. 

CERVICAL  RIB 

This  should  first  be  treated  by  section  of  the  anticus 
scalenus  muscle,  unilateral  or  bilateral,  depending  upon 
the  situation.  If  there  is  no  relief  of  pain,  then  a surgical 
approach  to  the  rib  should  be  carried  out  with  its  removal. 
NEURALGIA  OF  THE  NINTH  CRANIAL  NERVE 

This  condition  can  be  relieved  by  intra-cranial  section 
of  the  ninth  nerve. 

In  conclusion  a proper  search  should  precede  symp- 
tomatic therapy  for  the  relief  of  pain.  The  choice  of 
therapy  will  depend  upon  the  etiology  and  location  of  the 
pain.  Some  of  these  methods  of  choice  may  sound  un- 
reasonable and  radical,  but  when  one  is  dealing  with  such 
a formidable  foe  as  pain,  one  must  resort  to  the  various 
tried  methods  of  therapy  which  in  some  measure  have 
brought  relief.  — 
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Editorial  Comment:  Dr.  W.  A.  Jones,  after  13 


years  as  Chief  of  the  Neurosurgical  Service  in  the 
Veterans  Administration  Hospital,  Los  Angeles,  has 
recently  altered  the  private  practice  of  medicine  in  El 
Paso,  and  here  presents  ns  with  a neurosurgeon’s  view- 
point as  to  the  relief  of  pain.  There  can  be  no  doubt 
that  many  of  us  have  neglected  this  particular  ap- 
proach to  pain  relief.  This  paper  should  serve  as  a 
stimulus  for  further  consideration  of  this  particular 
phase  of  relief. 
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REPORT  OF  FRACTURES  AT  EL  PASO 
CITY -COUNTY  HOSPITAL 

Froru  January  1947  to  July  1948* 

By  Virgil  R.  May,  Jr.,  M.  D.t  and  W.  Compere  Basom,  M.  D.,  M.  S. 
in  Orthopedic  Surgery,  El  Paso,  Texas 


This  report  is  based  on  a review  of  250  cases  of  frac- 
tures that  have  been  admitted  to  the  fracture  service  of 
El  Paso  City-County  Hospital.  The  report  covers  cases 
observed  during  a period  of  18  months  from  January 
1947  to  July  1948.  All  these  cases  were  admitted  to  the 
hospital  wards  and  remained  in  the  hospital  at  least  24 
hours.  None  were  reported  that  were  treated  only  in  the 
out-patient  department. 

As  Darrach  has  stated,  a fracture  patient  is  an  indi- 
vidual whose  normal  activities  have  been  interrupted  by 
injury.  Frequently  this  injury  has  broken  more  than  one 
bone.  The  damage  is  not  only  limited  to  bone  but  also 
to  associated  soft  parts  which  are  often  of  greater  impor- 
tance and  need  more  attention  than  the  fracture  itself. 
In  considering  these  associated  injuries  it  is  well  to  dif- 
ferentiate between  the  primary  lesions  occurring  at  the 
time  of  the  accident  and  secondary  lesions  of  trauma 
which  occur  during  transportation,  examination  and  treat- 
ment. 

FRACTURED  VERTEBRAE 

A fractured  vertebrae  requires  correction  of  the  de- 
formity, but  if  it  is  associated  with  cord  injury  the  prog- 
nosis is  changed  as  the  injury  becomes  much  more  serious. 
Another  example  of  associated  soft  tissue  injury  being 
more  serious  is  that  of  the  supracondylar  fractures  of  the 
long  bones  in  which  vascular  or  neurological  catastrophies 
may  have  occurred.  If  such  has  occurred  consultation 
with  other  surgical  specialists  may  be  secured.  After  a 
bone  has  healed  the  patient  still  requires  treatment  in  the 
form  of  physio-therapy.  This  is  seen  in  fractured  femurs 
in  which  the  bone  heals  well  but  the  patient  is  left  with 
stiff  adjacent  joints. 

The  object  of  treatment  of  fractures  is  to  restore  to 
normal  as  quickly  as  possible  not  only  the  anatomy  of  the 
bone  but  the  physiology  of  the  extremity  and  of  the  pa- 
tient himself.  Therefore,  unless  proper  attention  is  paid 
to  these  associated  soft  part  injuries,  the  main  objective 
is  lost. 

FIVE  REQUIREMENTS 

There  are  five  requirements  which  should  be  met  on 
any  well  organized  fracture  service.  These  are  ( 1 ) reduc- 
tion of  secondary  trauma  to  a minimum,  (2)  sufficient 
restoration  of  the  fracture  to  meet  the  requirements  of 
the  specific  case,  (3)  rest  for  the  injured  part  during  the 
healing  process,  (4)  maintenance  of  function  of  the  soft 
parts,  (5)  morale  of  the  patient.  We  feel  these  require- 
ments are  given  here  through  the  facilities  we  have  in  the 
hospital  and  out-patient  department. 

The  total  number  of  fractures  admitted  numbered  325. 
Many  of  these  fractures  were  multiple  and  in  the  same 
patient.  It  is  obvious  that  many  fractures  of  the  small 
bones  were  treated  as  out-patient.  We  had  many  frac- 
tures of  the  clavicle,  phalanges,  fibulae  and  distal  radius 

(•Read  before  the  monthly  staff  meeting,  El  Paso  City- 
County  Hospital.  November  1948.) 

(fFellow  Orthopedic  Surgery.  Northwestern  University.) 


and  ulna  on  the  same  side  (Colies  fractures)  which  were 
treated  in  the  out-patient  department  and  required  no  ad- 
mission to  the  hospital  wards.  Even  if  the  fracture  pa- 


CASE  RECORD 

Bone  Involved  Number  of  Cases 

Humerus 37 

Radius 61 

Ulna 41 

Metacarpals 6 

Clavicle 5 

Scapula 1 

Vertebrae 4 

Pelvis 13 

Femur 28 

Patella 4 

Tibia 63 

Fibula  46 

Metatarsals 4 

Ankles 7 

Phalanges 5 


Total  Fractures  treated  in  Hospital  ....  325 

Total  Patients  seen  in  Out-patient  Dept.  . . 1209 

Grand  Total  Fractures  for  18  months  . . . 1534 


tient  required  anaesthesia,  it  was  given  in  the  out-patient 
department  and  the  patient  allowed  to  return  home  the 
same  day.  The  total  number  of  patients  observed  in  the 
out-patient  department  were  1209.  Thus  it  can  be  seen 
that  approximately  three-fourths  of  the  fracture  patients 
were  seen  and  treated  in  the  out-patient  department. 
Fractures  of  the  ankle  include  all  bones  of  the  foot  ex- 
cept the  metatarsals  and  phalanges.  Fractures  of  the  hip 
are  included  with  fractures  of  the  femur. 

MULTIPLE  FRACTURES 

Of  the  cases  in  which  multiple  fractures  were  seen 
include  only  these  patients  in  which  unassociated  bones 
were  involved.  Fractures  such  as  a humerus  and  tibia  of 
the  same  patient  are  included  in  the  multiple  fracture 
series.  Fractures  of  the  radius  and  ulna  or  the  tibia  and 
fibula  on  the  same  side  are  not  included.  A total  of  42 
patients  received  multiple  fractures.  The  majority  of  these 
were  the  results  of  automobile  accidents. 

As  is  true  on  all  fracture  services  many  more  simple 
fractures  are  observed  than  compound  fractures.  During 
this  period  of  observation,  38  compound  fractures  were 
treated.  All  cases  are  first  seen  in  the  dispensary.  Here 
the  well-being  of  the  patient  is  determined  as  to  shock 
and  bleeding.  Proper  splinting  is  performed.  The  patients 
are  then  x-rayed,  after  which  definitive  treatment  is  be- 
gun. The  compound  fracture  patients  are  taken  to  the 
operating  room  where  under  sterile  conditions  the  wound 
is  debrided  and  thoroughly  irrigated  with  saline.  At  the 
time  of  this  initial  operation  the  fracture  may  be  inter- 
nally fixed.  This,  of  course,  depends  upon  the  type  frac- 
ture, amount  of  soft  tissue  damage,  and  under  what  con- 
ditions the  fracture  occurred. 
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SIMPLE  FRACTURES 

Simple  fractures  are  treated  at  the  time  of  admission 
either  with  traction  or  splints  depending  upon  the  type 
of  fracture.  If  open  reduction  is  contemplated  the  patient 
is  allowed  two  to  three  days  bed  rest  for  full  evaluation 
before  surgery. 

Of  the  cases  treated  in  the  hospital  there  were  54 
open  reductions  performed  and  192  closed  reductions. 
Both  the  open  and  closed  reductions  are  those  which  re- 
quired anaesthesia.  Frequently  fracture  cases  do  not  re- 
quire any  type  of  anaesthesia,  as  there  is  no  displacement 
of  the  fracture,  or  as  in  vertebral  fractures  in  which  only 
sedation  is  used.  All  that  these  types  of  fractures  require 
is  some  form  of  immobilization. 

In  all  cases  both  open  and  closed  reductions  are  per- 
formed by  the  residents  on  the  service  under  the  super- 
vision of  the  respective  staff  member.  The  pre-operative 
and  post-operative  course,  as  well  as  follow-up  in  the 
out-patient  department,  is  also  the  responsibility  of  the 


resident. 

The  type  of  anaesthesia  used  in  the  cases  are  as  a 
rule  decided  and  administered  by  the  resident  physician. 
The  various  anaesthetics  used  were  as  follows: 

Tvpe  of  Anaesthesia  Number  of  Cases 

Spinal 16 

Ether 97 

Local 24 

Pentothal 47 

Cyclopropane 3 

Total 187 

Since  the  resident  physician  has  the  responsibility  of 
administering  the  anaesthesia,  open  drop  ether  is  used  in 
most  cases,  as  we  believe  this  has  been  found  to  be  the 
safest  general  anaesthesia. 

The  number  of  deaths  recorded  on  the  fracture  service 
were  twenty-two.  These  deaths  occurred  mostly  in  pa- 
tients who  had  been  involved  in  severe  automobile  acci- 
dents in  which  multiple  fractures  were  sustained  with 
extensive  soft  tissue  injuries.  Another  cause  of  death  was 
in  those  elderly  patients  with  fractured  hips  who  died, 
whi'e  being  prepared  for  surgery,  of  heart  disease  or 
pneumonia. 

The  fracture  service  at  the  City-County  Hospital  cares 
mainly  for  the  indigent  patient  but  any  patient  may  be 
admitted  for  emergency  treatment.  Since  the  hospital  is 
located  near  a large  military  reservation,  accident  cases 
frequently  are  admitted  and  treated,  which  are  later 
transferred.  There  was  a total  of  37  patients  who  were 
transferred  either  to  private  hospitals  or  to  the  Army 
hospital.  Only  five  patients  signed  their  own  releases 
from  the  hospital.  All  of  these  patients  received  emer- 
gency or  definitive  treatment  at  the  City-County  Hospital. 


CONCLUSION 

A total  of  250  cases  were  admitted  to  the  fracture 
service  of  the  City-County  Hospital  from  January  1947 
to  July  1948.  All  patients  admitted  are  first  seen  and 
| examined  by  the  resident  physician  on  the  service.  The 
care  of  the  patient  is  the  responsibility  of  the  resident 
with  consultation  with  the  respective  staff  member.  All 
! closed  and  open  reductions  are  performed  by  the  resi- 
dent under  the  supervision  of  the  staff  member. 
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The  Red  Cross  Drive 

Southwestern  Medicine  wishes  to  remind  its  readers 
of  the  achievements  of  the  Red  Cross.  It  is  the  duty  of 
each  and  every  reader  to  boost  the  annual  Red  Cross 
campaign,  not  only  financially,  but  by  word  of  mouth. 
Last  year,  for  example,  more  than  300  disasters  occurred 
in  widely  separated  areas. 

The  organ'zed  efforts  of  the  Red  Cross  were  made 
available  in  all  of  these  disasters.  In  many  of  these  epi- 
sodes the  physician  and  the  Red  Cross  labored  in  close 
co-operation. 

It  is  peculiarly  fitting  that  the  physicians  support  this 
campaign  and  assist  in  every  manner  in  order  that  the 
generous  response  of  the  previous  years  be  continued. 


Sierra  Meeting 

The  Sierra  County  Medical  Society  met  February  15 
at  the  home  of  Dr.  and  Mrs.  T.  B.  Williams,  Hot  Springs, 
N.  M.  A resolution  was  passed  to  the  effect  that  the 
Basic  Science  Law  in  New  Mexico  as  it  now  stands  is 
detrimental  to  medical  care  in  this  state.  The  scientific 
program  was  presented  by  Dr.  Williams.  Case  presenta- 
tion was  that  of  Situs  Inversus  (Dextro  Cardia).  Follow- 
ing adjournment  Mrs.  Williams  served  a delicious  lunch. 
Members  present  were:  Drs.  Cantrell,  Hubble.  Williams, 
and  Johnson.  Dr.  Fulwider  was  a guest. — H.  B.  JOHN- 
SON, M.  D. 
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HOTEL  Dl EU 

El  Paso’s  Oldest  Hospital 
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GRANT  AVE.  PHARMACY 
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GEO.  W.  BUSH,  MGR. 

Free  Delivery 
Phone  2-2582 
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El  Paso,  Texas 


L.  0.  DUTTON,  M.  D„  DIRECTOR 

616  Mills  Bldg.,  El  Paso,  Texas 
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Clinical  and  Pathological  Procedures: 

SEROLOGY  CHEMISTRY 
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BACTERIOLOGY  HEMATOLOGY 
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PATHOLOGY  ENDOCRINE  STUDIES 
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cular type  headaches  have  obtained  prompt  relief.  Average  dose  2 to  4 tablets  (for  individual 
attack) . 

CAFERGONE  is  contraindicated  in  the  presence  of  peripheral  vascular  disease,  angina  pec- 
toris, impaired  renal  or  hepatic  function  or  during  pregnancy. 

Available  in  bottles  of  20,  100,  500  and  1000  tablets. 
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> J.  RICHARD  FUCHLOW,  M.  D„  D.  A.  B.  R. 

> Diplomats  American  Board  Obstetrics  and  Gynecology  1 

> Practice  Limited  to  Obstetrics  and  Gynecology  i 
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j H,  M.  GIBSON,  M.  D.  < 

5 PRACTICE  LIMITED  TO  1 

> ORTHOPAEDIC  SURGERY  J 

j PRACTICE  LIMITED  TO  UROLOGY 

! 5 20  MONTANA  STREET  3-16  71  EL  PASO,  TEXAS  , 

J 209  MEDICAL  ARTS  BLDG  2“68  4 4 EL  PASO,  TEXAS  < 

> BASIL  K.  BYRNE,  M.  D.  ; 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 
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’ GENERAL  and  GYNECOLOGICAL  SURGERY 
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> 122  5 FIRST  NATIONAL  BLDG  2-9032  EL  PASO,  TEXAS  < 

I BRANCH  CRAIGE,  M.  D.  1 

> Fred  C.  Hodges,  M D J.  M.  Hooks,  M.  D.  J 

(Certified  by  American  Board  of  Internal  Medicine)  i 

! HODGES  AND  HOOKS 

[ INTERNAL  MEDICINE  I 

j ORTHOPEDIC  CLINIC  ! 
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) 144  2 N.  3RD  STREET  ABILENE,  TEXAS  ' 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S.  j 

1 (Certified  by  American  Board  of  Urology)  / 

W.  A.  JONES,  M.  D. 

i Diplomate  American  Board  of  Neurological  Surgery 

PRACTICE  LIMITED  TO  j 

1 UROLOGICAL  DIAGNOSIS  AND  SURGERY  i 

| NEUROLOGICAL  SURGERY 

, Medical  Arts  Building — Suite  300 
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L.  0.  DUTTON,  M.  D.  I 
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j ___ _ | 
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ORVILLE  E.  EGBERT,  M.  D.,  F.  A.  C.  P.  j 

, DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE  { 

! TRUETT  L MADDOX,  D.  D.  S.  i 

l ALLERGY  J 

[ DISEASES  OF  THE  CHEST  J 

> ORAL  SURGERY  | 

► 1025  FIRST  NATIONAL  BANK  BLDG.  < 

► EL  PASO,  TEXAS  < 

) 1031  FIRST  NATIONAL  ELDG,  EL  PASO,  TEXAS  ( 

’ LESTER  C.  FEENER,  M.  D„  F.  A.  C.  P.  j 
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1 310  BANNER  BLDG.  3-4478  EL  PASO,  TEXAS 

MARCH,  1949 


SOUTHWESTERN  MEDICINE 


59 


Southwestern  Physicians’  Directory 


BERNARD  L.  MELTON,  M.D.,  F.A.C.S.,  F.I.C.S. 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OPHTHALMOLOGY) 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OTOLARYNGOLOGY) 

EYE,  EAR.  NOSE  AND  THROAT 

DORSEY  R.  HOYT,  M.  D. 


EYE,  EAR,  NOSE  AND  THROAT 


S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

F.  P.  SCHUSTER,  M.  D. 

EYE,  EAR.  NOSE  AND  THROAT— BRONCHOSCOPY 


6 05  PROFESSIONAL  BUILDING 


3-8209 


PHOENIX,  ARIZ.  S FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 
X-RAY  AND  RADIUM 


LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 


5 03  BANNER  BLDG. 


EL  PASO,  TEXAS  ( 9 31  FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


ROSS  W.  RISSLER,  M.  D. 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

INTERNAL  MEDICINE— CARDIOLOGY 


M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

DIPLOMATS  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 
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INTERNAL  MEDICINE 

2001  GRANT  AVE.  3-1601  EL  PASO,  TEXAS 


W.  E.  VANDEVERE,  M.  D„  F.  A.  C.  S. 

. OP 

l or 


DIPLOMATE  AMERICAN  BOARDS  OF 


OPHTHALMOLOGY  AND 


DTOLARYNGCLOGY 


PRACTICE  LIMITED  TO 

OPHTHALMOLOGY 


1001  FlPST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


WILLARD  W.  SCHUESSLER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PLASTIC  SURGERY 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 


L.  E.  Wilcox,  M.  D.  Russell  L.  Deter,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 

1200  FIRST  NATIONAL  3LDG.  2-6  5 29  EL  PASO,  TEXAS 


HARDING  AND  ORR 

Ambulance  Service 
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FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3—1445  — EL  PASO,  TEXAS 
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DEVELOPS  THE  NEW 

Much  of  the  research  conducted  at  the  Lilly 
laboratories  is  in  little-explored  fields; 
it  is  hoped  that  this  will  lead  to  entirely  new 
pharmaceutical  products. 
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Woolston.  221  West  Central  Avenue,  Albuquerque, 
New  Mexico. 

Southwestern  Medical  Association:  Dr.  Leslie  M. 
Smith.  First  National  Bank  Bldg..  El  Paso.  Texas. 

Southwestern  New  Mexico  Medical  Society:  Dr. 
W.  B.  Cantrell,  Hot  Springs.  N.  M. 


COMPLETE  NEW  MEXICO  MEDICAL  SOCIETY 
MEETING  PROGRAM  ANNOUNCED 


The  complete  program  for  the  annual  meeting  of  the 
New  Mexico  Medical  Society,  May  5-7,  in  Roswell  has 
been  announced  by  Dr.  Van  A.  Odle,  president  of  the 
Chaves  County  Medical  Society,  sponsor  of  the  conven- 
tion. 

Papers  will  be  delivered  by  seven  outstanding  medi- 
cal speakers  from  all  sections  of  the  nation:  and  promi- 
nent physicians  from  New  Mexico  and  the  Southwest 
will  lead  the  discussions  during  the  three-day  session. 

There  will  be  a complete  program  for  the  entertain- 
ment of  visiting  doctors'  wives. 

The  guest  speakers  will  be: 

J.  Mackenzie  Brown,  M.  D.,  Professor  of  Otolaryngol- 
ogy, University  of  Southern  California  Medical' School, 
Los  Angeles,  California. 

M.  Edward  Davis,  M.  D.  Joseph  B.  DeLee  Professor 
of  Obstetrics  and  Gynecology,  Chicago,  Illinois. 

T.  Leon  Howard,  M.  D.,  Associate  Professor  Urology, 
University  of  Colorado,  Denver,  Colorado. 


E.  Starr  Judd,  Jr.,  M.  D.  Head  of  Section  in  Division 
in  Surgery,  Mayo  Clinic.  Rochester,  Minnesota. 

F.  T.  Keating,  Jr.,  M.  D.,  Division  of  Medicine,  Mayo 
Clinic,  Rochester,  Minnesota. 

Earl  D.  McBride,  M.  D.,  Associate  Professor  Ortho- 
pedic Surgery,  University  of  Oklahoma  School  of  Medi- 
cine. 

Armand  J.  Quick,  M.  D.,  Department  of  Biochemistry, 
Marquette  University  School  of  Medicine,  Milwaukee, 
Wisconsin. 

THE  PROGRAM 

THURSDAY,  MAY  5tli 

9:00  A.M. — Meeting  House  of  Delegates. 

Opening  Address : P.  L.  Travers,  M.  D., 
President  New  Mexico  State  Medical 
Society. 

Welcoming  Address:  Van  A.  Odle,  M.  D.. 
President  Chaves  County  Medical  So- 
ciety. 

Order  of  Business : 

P.  L.  Travers,  M.  D.,  presiding 
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2:00-2:45  P.M. — Subject:  Deafness. 

Speaker:  J.  Mackenzie  Brown,  M.  D. 

2:45-3:00  P.M. — Discussion:  Maurice  Spearman,  M.  D..  El 
Paso,  Texas. 

3:00-3:45  P.M. — Subject:  Disability  Evaluation. 

Speaker:  Earl  D.  McBride,  M.  D. 

3:45-4:00  P.M. — Discussion:  Dr.  Edward  Parnall,  Albu- 
querque, N.  M. 

4:45-4:45  P.M. — Subject:  Venous  Thrombosis. 

Speaker : Armand  J.  Quick. 

4:45-5:00  P.M.— Discussion  : Angus  McKinnon,  M.  D..  Al- 
buquerque, N.  M. 

FRIDAY,  MAY  6th 

J.  W.  Hannett,  M.  D.,  presiding 

9:00-9:45  A.M.- — Subject:  The  Broadening  Scope  of  Gas- 
tric Resection. 

Speaker:  E.  Starr  .Tudd,  Jr.,  M.  D. 

9:45-10:00  A.M. — Discussion:  John  F.  Conway,  M.  D., 

Clovis,  N.  M. 

10:00-10:45  A.M. — Subject:  Cystitis. 

Speaker : T.  Leon  Howard.  M.  D 

10:45-11 :00  A.M.— Discussion : A.  W.  Multhauf.  M.  D.,  El 
Paso.  Texas. 

11:00-11:45  A.M. — Subject:  The  Clinical  Diagnosis  of  Hyper- 
thyroidism. 

Speaker:  F.  R.  Keating.  Jr.,  M.  D. 

11 :45-12 :00  Noon — Discussion:  Ross  W.  Rissler,  M.  D.,  El 
Paso,  Texas. 

LI'NCHEON — C.  H.  Gellenthein,  M.  D.,  presiding. 

Medical : Drs.  Keating  and  Quick. 

Surgical:  Drs.  Davis,  Howard,  Judd,  Mc- 
Bride. 

ENT : Dr.  Brown. 

Leland  Evans.  M.  D.,  presiding. 

2:00-2:45  P.M.- — Subject:  Emergency  Surgical  Procedures 
on  Intestinal  Lesions. 

Speaker:  E.  Starr  Judd,  ,Tr.,  M.  D. 

2:45-3:00  P.M. — Discussion:  Robert  C.  Derbyshire,  M.  D., 
Artesia,  N.  M. 

3:00-3:45  P.M. — Subject:  Pain  in  the  Arm  and  Shoulder. 

Speaker:  Earl  D.  McBride,  M.  D. 

3:45-4:00  P.M. — Discussion:  OPEN. 

4:00  4:45  P.M. — Subject:  Management  of  the  Placental 
Stage  of  Labor  and  the  Prevention  of 
Hemorrhage. 

Speaker:  M.  Edward  Davis,  M.  D. 

4 :45-5  :00  P.M. — Discussion:  Lee  Miles,  M.  D.,  Albuquer- 
que, N.  M. 

S:00  P.M. — Banquet,  Doctors  and  Their  Ladies. 

SATUrRDAY,  MAY  7th 
A.  D.  Shuler.  M.  D.,  presiding 

9:00-9:45  A.M. — Subject:  Hematuris. 

Speaker:  T.  Leon  Howard,  M.  D. 

9:45-10:00  A.M. — Discussion:  OPEN. 

10:00-10:45  A.M. — Subject:  Rationale  of  Endocrine  Therapy 
in  Obstetrics  and  Gynecology. 

Speaker:  M.  Edward  Davis,  M.  D. 

10:45-11:00  A.M. — Discussion:  OPEN. 

11:00-11:45  A.M. — Subject:  Radioactive  Iodine  in  the  Treat- 
ment of  Thyroid  Disease. 

Speaker:  F.  R.  Keating,  Jr.,  M.  D. 

11 : 45-12  :00  Noon — Discussion  : OPEN. 


SECTION  ON  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY 
Thursday,  May  5th 

2:00-2:15  P.M. — Subject:  Deafness. 

Speaker:  .T.  Mackenzie  Brown,  M.  D.,  Los 
Angeles,  Calif. 

2:45-3:00  P.M. — Discussion:  Maurice  Spearman,  M.  D.,  El 
Paso.  Texas. 

Place:  General  Assembly. 

3:00-4:00  P.M. — Diagnosis  of  Chronic  Simple  Glaucoma,  a 
Symposium  Conducted  by : Drs.  Schus- 
ter, Murphy  and  Peck. 

Followed  by  Open  Discussion. 

4:00-5:00  P.M. — Conservative  Treatment  versus  Surgical 
Treatment  in  Acute  Congrestive  and 
Chronic  Simple  Glaucoma,  a Sympo- 
sium Conducted  by:  Drs.  Schuster, 
Murphy  and  Peck. 

Followed  by  Open  Discussion. 


FRIDAY,  MAY  6th 

9:00-10:00  A.M. — Acute  Sinusitis  with  Especial  Reference 
to  the  Frontal:  J.  Mackenzie  Brown, 
M.  D. 

Discussion : OPEN. 

10:00-11:00  A.M. — Surgical  Management  of  Acute  Congestive 
and  Chronic  Simple  Glaucome:  Sym- 
posium Conducted  by  Drs.  Schuster, 
Murphy  and  Peck, 


Followed  by  Open  Discussion. 

11 :00-12  :00  Noon — Diagnosis  of  Otosclerosis  and  Recent  Ad- 
vances in  Fenestration. 

Speaker:  J.  E.  Witcher,  M.  D. 

Discussion  : OPEN. 

12:00-2:00  P.M. — -Luncheon  and  Round  Table  Discussion. 
2:00-3:00  P.M. — Chronic  Sinusitis  and  Best  Methods  of 
Treatment  Therein. 

Speaker:  J.  Mackenzie  Brown,  M.  D. 
Discussion : OPEN. 

3:00-4:00  P.M. — Diagnostic  Problems  of  Strabismus. 

Speaker:  Weldon  O.  Murphy,  M.  D. 
Discussion : Stephen  A.  Schuster,  M.  D., 
followed  by  Open  Discussion. 


SATURDAY,  MAY  7th 

9:00-10:00  A.M. — The  Tonsil  and  Adenoid  Problem:  J.  Mac- 
kenzie Brown,  M.  D. 

Discussion  : OPEN. 

10:00-11:00  A.M. — Diagnostic  Problems  of  Strabismus:  Wel- 
don O.  Murphy,  M.  D. 

Discussion:  Howard  Peck,  M.  D.,  Albu- 
querque, N.  M.,  followed  by  Open 
Discussion. 

9:30-11:00  A.M. — Surgical  Management  of  Strabismus:  Ste- 
phen A.  Schuster,  M.  D. 

Discussion : Weldon  O.  Murphy,  M.  D., 
Amarillo,  Texas,  followed  by  Open 
Discussion. 


Mottled  Enamel  vs.  Dental  Caries 

By  W.  E.  Badger,  M.  I).,  Hobbs,  New  Mexico 

During  recent  years  much  has  been  published  on  the 
subject  of  fluorine  in  drinking  water  and  its  relation  to 
dental  caries.  This  is  a subject  which  should  be  of  great 
interest  to  physicians  in  the  Southwest,  since  many  areas 
in  this  section  contain  admitted  toxic  amounts  of  fluorine 
in  the  drinking  water. 

The  U.  S.  Public  Health  Department  is  at  present 
carrying  out  an  experiment  in  Newburgh,  N.  Y.;  Grand 
Rapids,  Mich.,  and  Evansville,  111.  The  experiment  con- 
sists of  adding  sodium  fluoride  to  the  drinking  water  in 
the  amount  of  1 p.p.m.  over  a 10-year  period.  It  is  ex- 
pected there  will  be  a decrease  in  dental  caries  in  the 
children  who  drink  this  water. 

Apparently  the  public  health  service  does  not  expect 
the  occurrence  of  dental  fluorosis  in  these  same  children 
who  will  be  ingesting  water  containing  1 p.p.m.  sodium 
fluoride  during  the  period  of  calcification  of  their  perma- 
nent teeth.  Investigators  who  have  done  careful  work  on 
the  occurrence  of  mottled  enamel  cannot  agree  with  this 
view.  In  the  opinion  of  one  of  them1  the  level  of  the 
fluorine  in  drinking  water  should  not  be  above  .01  p.p.m. 
and  in  water  containing  0.9  p.p.m.  36  per  cent  show 
mottling  in  mild  to  moderate  degree.  Certainly  if  any 
such  result  is  obtained  in  the  cities  mentioned,  then  one 
can  imagine  the  feeling  of  parents  who  will  find  their 
children  with  permanently  marked  and  unsightly  teeth. 

It  would  seem  that  more  heed  should  have  been  paid 
to  the  work  of  investigators  in  the  Southwest  where 
mottled  enamel  is  endemic,  and  who  have  consistently 
advised  against  using  water  with  more  than  0.7  p.p.m. 
of  fluorine.  It  must  seem  to  many  who  read  the  reports 
that  the  lowered  incidence  of  caries  in  the  fluoride  areas 
is  so  slight  that  it  does  not  warrant  the  risk  of  ingestion 
of  a potentially  toxic  chemical.  Indeed  there  is  some  evi- 
dence that  the  teeth  of  adults  in  these  areas  are  abnor- 
mally diseased.2 


1.  Work  to  be  published  in  an  early  issue  of  the  Ameri- 
can Journal  of  Pediatrics:  Author,  D.C.  Badger,  M.D. 

2.  Smith,  M.  C.,  and  Smith,  H.  V.:  Observations  on 
Durability  of  Mottled  Teeth,  American  Journal  of 
Public  Health.  30:1050  (Sept.)  1940. 
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THE  NEW  PROVIDENCE  HOSPITAL  IN  EL  PASO 


This  is  the  architect’s  drawing  of  the  new  Providence  Memorial  Hospital.  It  is  expected  to  cost  at  least 
$2,500,000  and  will  provide  El  Paso  with  300  additional  beds.  A total  of  $1,400,000  has  already  either  been 
raised  or  pledged.  Currently  a drive  to  raise  the  remaining  $1,100,000  is  under  way. 


Ground  recently  was  broken  for  the  new  $2,500,000 
Providence  Hospital,  scheduled  to  add  300  beds  to  help 
alleviate  the  short  supply  which  has  plagued  El  Paso. 
This  city,  a rapidly  growing  commercial  center,  actually 
has  lost  or  is  scheduled  to  lose  100  beds  through  the 
demolition  of  two  of  its  older  hospitals. 

The  new  hospital  will  be  built  at  Blacker  and  Oregon 
Streets,  adjacent  to  the  Texas  College  of  Mines  campus. 
It  is  hoped  that  some  day  it  may  become  a teaching  hos- 
pital and  eventually  lead  to  the  founding  of  the  South- 
west’s first  medical  school  at  the  College  of  Mines. 

The  main  surgical  suite  of  the  new  Providence  will 
contain  four  major  operating  rooms;  and  a two-way, 
patient-nurse  intercommunication  system  will  be  installed 
at  the  patients’  bedside. 

Other  facilities  will  include  an  obstetrical  floor  with 
nurseries;  an  isolation  wing  for  contagious  diseases;  a 
special  pediatric  wing;  the  Masonic  Memorial  Wing;  the 
crippled  children’s  ward;  a laboratory  and  research  de- 
partment; and  many  other  units  essential  to  the  opera- 
tion of  the  most  modern  hospitals. 

In  future  years  the  hospital  area  may  be  expanded 
into  a multi-million  dollar  medical  center,  a move  that 
will  make  it  possible  for  El  Paso  more  efficiently  to  serve 
( a territory  with  a population  of  over  300,000.  However, 
present  efforts,  a drive  to  raise  an  additional  $1,100,000, 
are  concentrated  on  the  new  hospital,  the  immediate 
; urgent  need. 

Every  attention  within  the  new  building  will  be  given 
to  the  comfort  and  recovery  of  the  patients.  From  the 
moment  he  enters  the  modern  and  handsome  lobby  until 
discharged,  his  surroundings  will  instill  confidence. 

A barber  shop  and  a flower  shop  will  be  part  of  the 
main  floor  of  the  hospital,  as  well  as  a modern  chapel, 


which  has  been  designed  to  suit  the  religious  tastes  of  all, 
whether  Catholic,  Protestant  or  Tew. 

The  new  Providence  Hospital's  additional  supply  of 
beds  will  help  ease  El  Paso’s  shortage  of  health  facilities; 
but  many  such  building  programs  must  be  completed  be- 
fore the  West  Texas  metropolis  can  match  the  recom- 
mendation of  the  American  Hospital  Association  of  five 
beds  for  each  1,000  of  population.  Currently  El  Paso  has 
2.06  beds  for  each  1,000. 

Looking  to  the  future,  however,  the  Providence  Board 
of  Directors  has  charted  the  expansion  of  years  and  even 
decades.  These  plans  include  a children's  hospital,  a 
chronic  disease  hospital,  an  out-patient  clinic,  a medical 
school  and  hospital  allied  with  the  College  of  Mines,  and 
resident  facilities  to  house  young  doctors  and  internes 
who  serve  the  hospital  during  their  training  period. 

Most  important  and  first  will  come  a top  rank  nurses' 
school,  operated  in  conjunction  with  Texas  College  of 
Mines.  This  would  be  a great  asset  not  only  to  Provi- 
dence but  to  the  entire  Southwest;  for  schools  of  this  type 
have  never  yet  come  close  to  catching  up  with  the  strin- 
gent shortage  of  nurses  which  began  even  before  the  war. 

Providence  Memorial  Hospital  is  incorporated  as  a 
non-profit,  non-sectarian,  educational  hospital  and  is  man- 
aged by  leading  business  men  who  serve  on  its  Board 
of  Directors  without  pay.  Because  it  will  also  serve  in 
the  training  of  young  physicians  and  medical  students, 
the  hospital  was  granted  $500,000  by  the  Federal  gov- 
ernment. In  addition  $900,000  was  raised  or  pledged  in 
an  earlier  drive,  leaving  $1,100,000  as  the  objective  in 
the  current  campaign  to  bring  the  total  to  the  required 
$2,500,000. 

Physicians  who  will  serve  as  members  of  the  staff, 
will  donate  their  services;  and  neither  board  members  nor 
physicians  will  receive  special  privileges  of  hospital 
service. 
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THE  USE  OF  ANTIBIOTICS  IN  SURGERY 

By  Jonathan  E.  Rhoads,  M.  D. 

Associate  Professor,  School  of  Medicine,  University  of  Pennsylvania:  Surgeon,  Hospital  of  the 
University  of  Pennsylvania;  Senior  Surgeon.  Children’s  Hospital  of  Philadelphia;  Assistant 
Director,  Harrison  Department  of  Surgical  Research,  University  of  Pennsylvania 


Of  the  various  factors  in  surgical  care  that  have  re- 
duced mortality  in  the  past  10  or  12  years,  the  sulfona- 
mides and  the  antibiotics  probably  deserve  first  place. 
The  number  of  antibiotics  developed  during  this  period 
is  in  excess  of  500.  Yet,  of  all  of  these  agents,  only  a very 
few  have  the  combination  of  effectiveness  against  infec- 
tious agents  and  low  toxicity  against  hu- 
man tissues  that  makes  them  valuable  in 
systemic  therapy. 

It  was  an  extraordinarily  fortunate 
circumstance  that  penicillin  was  among  the 
first  of  these  agents  to  be  discovered,  for 
few,  if  any,  of  the  therapeutic  agents  so 
far  discovered  have  such  a low  toxicity. 

Fleming,  who  discovered  penicillin  in 
1927,  was  slow  to  recognize  its  potentiali- 
ties in  human  disease.  Much  of  t'  e credit 
for  this  must  be  given  to  Flcrey  and 
Chain,  who  began  publishing  their  findings 
in  1940,  and  to  the  long  list  of  men  who 
followed  them  in  developing  this  field.  Peni- 
cillin remains  by  far  the  most  valuable  of  the  antibiotics, 
but  we  should  now  consider  also  streptomycin,  dihydro- 
streptomycin, aureomycin,  and  chloromycetin.  I will 
speak  later,  but  not  favorably,  of  bacitracin  and 
polymyxin. 

Penicillin  was  introduced  at  a dosage  level  of  80,000 
to  100,000  units  per  24  hours,  and  most  of  the  good  re- 
sults claimed  for  it  were  first  obtained  at  this  level.  The 
current  practice  of  using  500,000  to  1,000,000  or  more 
units  daily  has  resulted  in  a prompter  and  more  certain 
response  of  the  patient,  but,  I believe,  in  a somewhat 
higher  incidence  of  skin  reactions. 

The  mode  of  action  of  penicillin  is  not  well  under- 
stood. It  is  sometimes  effective  in  controlling  in  vivo 
caused  by  organisms  that  it  is  not  very  effective  against 
in  vitro.  Two  examples  of  this  are  cutaneous  anthrax 
and  mixed  peritonitis. 

Murphy,  La  Boccetta,  and  Lockwood  had  occasion 
to  treat  three  cases  of  cutaneous  anthrax  in  1944.  In  spite 
of  the  fact  that  the  organism  was  relatively  insensitive, 
all  three  patients  rapidly  improved  and  recovered.  ( 1 ) 

The  great  limitation  of  penicillin  is,  of  course,  its 
failure  to  act  against  the  Gram  negative  bacilli.  When  it 
first  became  available,  therefore,  it  did  not  seem  likely 
to  be  of  much  value  against  peritonitis  resulting  from 
perforation  or  necrosis  of  hollow  viscera,  such  as  the 
appendix.  Fauley  and  his  collaborators!2)  were  the 
first  to  present  animal  experiments  that  indicated  that 
the  mortality  rate  of  appendiceal  peritonitis  could  be 
lowered  substantially  by  giving  penicillin.  This  has  been 
confirmed  by  Zintel  and  his  associates  (3,4 ) in  our  labo- 
ratory and  elsewhere.  It  is  substantiated  by  the  clinical 

‘From  tlie  Harrison  Department  of  Surgical  Re- 
search Schools  of  Medicine.  University  of  Pennsylvania 
and  the  Surgical  Clinic  of  the  Hospital  of  the  University 
of  Pennsylvania,  Philadelphia. 

‘This  paper  was  presented  before  the  International 
Post-Graduate  Medical  Assembly,  San  Antonio,  Texas, 
January  25-27,  1949. 


report  of  Crile  Jr.  (5)  and  by  the  recent  report  of  Robert 
Brown  and  his  associates  in  the  Annals  of  Surgery.  (6) 
Much  effort  in  the  surgical  research  laboratories  at 
the  University  of  Pennsylvania  has  been  directed  at  dis- 
covering what  the  most  effective  agent  or  combination 
of  agents  might  be  in  the  treatment  of  the  mixed  forms 
of  peritonitis.  Sulfanilamide,  penicililn,  and 
streptomycin  were  used  singly  and  in  com- 
bination. In  spite  of  its  polyvalency,  strep- 
tomycin alone  was  inferior  to  penicillin. 
Whether  the  combination  of  the  two  is 
better  than  penicillin  alone  was  not  clear 
from  the  animal  experiments,  but  there  are 
certain  reasons  for  believing  that  the  com- 
bination may  be  superior. 

One  reason  is  the  finding  in  the  labora- 
tories of  Merck  and  Company  that  many 
strains  of  organisms  that  become  resistant 
to  one  of  these  two  antibiotics  remain  sen- 
sitive to  the  other. 

Another  reason  is  the  result  in  vitro 
studies  by  Miss  Anne  Nichols.  (")  As  Figure  1 indicates, 
these  two  antibiotics  show  definite  synergism  for  some 
organisms.  When  one  is  attempting  to  destroy  all  organ- 
FIG.I 

Staphylococcus  aureas  OxfordH. 


Figure  1. — Graph  showing  synergistic  action  of 
penicillin  and  streptomycin  for  Staphylococcus 
aureus  (Oxford  H).  M.L.C. — Minimum  lethal  con- 
centration (A.  Nichols7). 

isms  in  a mixed  culture  in  which  some  bacteria  are  quite 
resistant  to  the  action  of  penicillin  and  some  are  quite  re- 
sistant to  the  action  of  streptomycin,  the  advantages  of 
combining  them  are  much  greater,  as  shown  in  Figure  2. 
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P.  vulgaris 

E.coU 


Figure  2.— Graph  showing  effect  of  combining 
peniciil  n and  streptomycin  on  a mixed  culture  in 
terms  of  the  minimum  lethal  concentration  of  each 
antibiotic  when  used  alone.  (Courtesy  of  Miss  Anne 
Nichols). 

Our  current  practice  in  the  treatment  of  peritonitis  or 
threatened  peritonitis  is  to  give  1,00, OCX)  units  of  penicil- 
lin and  one  to  two  grams  of  streptomycin  daily  and  then 
to  support  the  patient  vigorously  so  that  the  antibiotics 
will  have  time  to  act. 

Since  space  does  not  permit  a systemic  review  of  our 
experiences  with  penicillin.  I would  like  to  summarize 
it  briefly. 

It  is  the  most  effective  agent  we  have  yet  had  in  the 
treatment  of  boils  and  carbuncles.  It  may  be  injected 
locally  in  combination  with  procaine.  Some  surgeons  do 
no  more.  It  is  our  preference  to  do  a limited  excision  to 
get  rid  of  the  necrotic  tissues  and  to  give  penicillin  sys- 
temically  as  well  as  locally.  If  patients  are  ambulatory, 
we  often  depend  on  oral  penicillin  in  doses  of  100,000 
units  every  two  or  three  hours.  Axillary  furunculosis, 
which  used  to  inactivate  some  of  our  interns  and  nurses 
for  five  and  six  weeks  at  a time,  is  now,  as  a rule,  quickly 
controlled  with  penicillin. 

The  results  with  penicillin  in  the  treatment  of  chronic 
hematogenous  osteomyelitis  have  depended  largely  on 
the  adequacy  of  the  surgical  removal  of  the  diseased 
tissue.  In  a series  of  22  cases  studied  by  investigators  at 
the  University  of  Pennsylvania!8)  in  which  an  ade- 
quate operative  procedure  was  done,  90  per  cent  healed 
1 and  82  per  cent  were  adjudged  to  have  good  results. 
When  no  operation  was  done,  only  one  of  eight  patients 
had  a good  result.  In  chronic  traumatic  osteomyelitis,  67 
per  cent  of  the  patients  obtained  good  results  when  the 
| operation  was  considered  adequate.  Poorer  results  fol- 


lowed when  the  surgical  procedure  was  less  satisfactory 
or  when  no  operation  was  done. 

In  digitil  osteomyelitis,  recovery  is  now  frequent.  In 
a group  of  1 1 such  cases  studied  from  the  University  of 
Pennsylvania,  eight  healed,  and  three  were  amputated. 
In  retrospect,  two  of  these  cases  probably  had  an  in- 
adequate trial  of  penicillin,  as  systemic  treatment  was 
only  carried  on  for  four  and  five  days  respectively. 

A dramatic  cure  of  a post-tonsillectomy  lung  abscess 
is  shown  in  Figures  3 and  4.  A surgeon  was  asked  to 


Figures  3a  and  3b. — T.  S. — Anteroposterior  and 
lateral  roentgenograms  of  the  chest  showing  lung  ab- 
scess before  treatment. 
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Figure  4. — T.  S. — Same  chest  seven  days  later 
after  treatment  with  penicillin. 

see  the  boy  about  drainage  of  the  abscess,  but  it  was 
never  necessary. 

The  drug  has  been  of  great  prophylactic  value  in  lung 
resection  for  abscess  and  bronchiectasis.  The  experience 
of  White  and  his  collaborators  in  this  field  is  shown  in 
Figure  5.  (9 ) 


ELINICAL  CHART  or  BRONCHIECTASIS  and  MULTIPLE  LUNG  ABSCESSES 
alcuUUA  Av«rag«  Bavin  Hvtjh  aral  Low  Tamparalurai 


Figure  5. — Chart  of  mean  high  and  low  tempera- 
tures for  two  series  of  patients  undergoing  lung  re- 
sections for  suppurative  lesions,  showing  the  effect  of 
the  prophylactic  use  of  penicillin.  White,  W.  L.  and 
associates.9 

In  soft  tissue  abscesses  in  osteomyelitis,  Altemeier  has 
used  aspiration  and  local  instillation  of  the  drug  success- 
fully. White  and  Flippen!10)  did  the  same  thing  in 
empyema  thoracis  and  were  successful  in  averting  drain- 
age in  about  one  half  of  their  cases.  Aspirations  were 
done  daily,  and  as  much  pus  as  possible  sucked  out.  A 
smaller  quantity  of  saline  solution  containing  25,000  units 
of  penicillin  was  then  instilled  through  the  same  needle. 

We  have  also  cleared  up  breast  abscesses  in  this  way. 
Usually  penicillin  is  given  systemically  as  well.  Undoubt- 
edly penicillin  is,  at  times,  sufficiently  effective  so  that 
the  old  dictum  which  states  that  "where  there  is  pus, 
drain  it”  can  be  disregarded  or  honored  only  by  aspira- 
tion. Nevertheless,  our  own  feeling  is  that,  in  most  of 
these  cases,  surgical  drainage  is  still  preferable,  supple- 


mented, of  course,  by  antibiotic  therapy.  There  is,  of 
course,  the  objection  that  open  drainage  may  permit  the 
entrance  of  penicillin  resistant  organisms  from  the  out- 
side. However,  if  aspiration  alone  is  tried,  we  feel  it 
should  be  supplemented  early  by  open  drainage,  unless 
the  cavity  closes  very  rapidly. 

Mortality  from  carbuncles  of  the  lip  has  almost  dis- 
appeared. 

Mortality  from  staphylococcus  aureus  septicemia, 
which  was  formerly  estimated  at  90  per  cent,  has  dropped 
to  below  15  per  cent.  Infections  in  the  angle  areas  of  the 
face  with  sinus  thrombosis  used  to  be  almost  always  fatal. 
We  have  seen  them  get  well  with  penicillin.  Heparin 
was  used  as  an  adjuvant,  but  whether  this  is  necessary 
is  not  established. 

Mediastinitis  is  now  frequently  controlled.  The  prog- 
nosis in  pericarditis  is  greatly  improved.  Many  cases  of 
meningitis  due  to  meningococcus,  streptococcus,  staphy- 
lococcus, and  pneumococcus  recover. 

Not  only  has  penicillin  had  a profound  effect  on 
most  of  the  infections  which  surgeons  are  called  upon  to 
treat,  but  it  has  also  reduced  morbidity  and  mortality 
from  many  of  the  common  post-operative  complications. 
At  the  Hospital  of  the  University  of  Pennsylvania,  the 
mortality  of  postoperative  broncho-pneumonia  dropped 
from  69  per  cent  to  nine  per  cent  following  the  use  of 
sulfonamides,!11)  and  we  feel  that  penicillin  is  still 
more  effective.  Urinary  tract  infections  due  to  susceptible 
organisms  are  readily  controlled,  though  they  may  recur 
after  cessation  of  treatment  if  there  are  anatomical 
changes  in  the  urinary  tract. 

Parotitis  has  not  been  as  satisfactorily  controlled  as 
we  had  hoped,  though  localization  of  the  infection  seems 
better  with  penicillin  therapy. 

As  experience  with  this  antibiotic  has  increased,  we 
have  become  more  and  more  liberal  in  its  use  prophylac- 
tically.  In  fact,  I usually  insist  that  every  patient  of  mine 
over  70  years  of  age  receive  it  regularly  as  long  as  he  is 
in  the  hospital. 

In  critical  situations  we  still  use  a third  hour  dosage 
schedule,  but,  for  the  vast  majority  of  patients,  procaine 
penicillin  is  injected  every  eight  or  twelve  hours  in  a 
dosage  of  300,000  units  per  injection.  The  work  of  Alte- 
meier has  put  the  longer  interval  on  a fairly  solid 
basis.!12)  Some  of  the  oily  preparations  of  penicillin 
need  be  given  only  once  in  24  hours,  but  we  have  been 
hesitant  to  use  them  routinely  because  of  the  occasional 
late  occurrence  of  sterile  abscesses  after  the  injection  of 
other  drugs  in  oily  bases. 

Streptomycin  was  introduced  by  Dr.  Selman  Waks- 
man,  who  had  been  working  on  soil  micro-organisms  at 
Rutgers  University  in  the  Department  of  Agriculture  for 
many  years.!13)  This  drug  has  the  great  advantage  of 
being  effective  against  many  strains  of  Gram  negative 
bacteria  as  well  as  Gram  positive  organisms.  It,  there- 
fore, has  a wider  spectrum  of  effectiveness  than  penicillin. 

It  will  probably  be  remembered  longest  as  the  first 
antibiotic  to  achieve  a place  in  the  treatment  of  tuber- 
culosis. It  is  specific  for  tularemia. 

It  has  two  great  disadvantages.  First,  organisms  build 
resistance  against  sublethal  doses  very  rapidly.  Secondly, 
while  relatively  non-toxic  in  therapeutic  doses,  it  does 
have  a specific  toxic  effect  on  nervous  tissue,  usually 
manifested  first  on  the  vestibular  branch  of  the  eighth 
nerve.  Until  the  drug  was  employed  in  tuberculosis,  its 
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danger  for  the  eighth  nerve  was  not  recognized.  How- 
ever, if  it  is  used  in  doses  of  two  to  three  grams  per  day, 
perhaps  half  or  more  of  the  patients  will  have  vestibular 
symptoms  within  four  weeks.  More  recent  experience  in- 
dicates that  this  may  be  cut  down  substantially  if  the 
dose  is  restricted  to  one  gram  per  day.  The  symptoms  of 
vertigo,  inability  to  focus  on  an  object  when  the  patient 
is  in  motion,  and  positive  Romberg  usually  subside  over 
a period  of  weeks  or  months.  Barany  tests  generally  in- 
dicate that  the  damage  is  permanent  and  that  the  apparent 
recovery  is  one  of  adjustment.  There  has  been  much  dis- 
cussion as  to  the  site  of  injury.  Experiments  recently 
carried  out  by  Winston,  Lewey,  Parenteau,  Marden,  and 
Cramer  ( 14 ) upon  cats  seem  definitely  to  indicate  that 
the  injury  is  central  in  the  vestibular  nuclei  and  that  with 
large  doses  it  spreads  somewhat  into  surrounding  parts 
of  the  brain.  Injury  was  indicated  by  escape  of  toluidine 
biue  from  the  circulation  into  the  tissues. 

In  surgery,  one  of  the  special  uses  of  streptomycin  has 
been  in  preparing  the  large  bowel  for  surgery.  In  Texas, 
I expect  most  physicians  have  followed  Dr.  Edgar  Roth 
in  using  sulfasuxidine  and  more  recently  sulfaphthalidine 
for  this  purpose.  The  final  answer  to  this  problem  is  not 
yet  at  hand — some  surgeons  are  now  recommending  a 
combination  of  drugs  for  this  purpose.  The  results  ob- 
tained by  Zintel  and  his  associates  ( 15 ) in  our  labora- 
tories using  streptomycin  orally  are  shown  in  Tables  I, 
II,  and  III.  Despite  the  fact  that  results  are  somewhat  un- 

TABLE  I 

Effect  of  Streptomycin  and  Succlnylsulf athlazole  on  the 
Number  of  B.  Coll  per  Gram  of  Feces 


Agent 

Before 

After  8 Days 

After  8 Days 
In  85^  of 
Patients 

Streptomycin 

74,336,060,900 

418,000 

262 

Succinyl- 

23,700,000,000 

150,000,000 

98,357 

sulfathlazole 

TABLE  II 

Effect  of  Streptomycin  and  Succlnylsulfathlazole  on  tne 
Number  of  Streptococci  Fecalls  per  Gram  of  Feces 


Agent 

Before 

After  8 Days 

After  8 Days 
In  85jS  of  the 
Patients 

Streptomycin 

900,500,000 

77,200 

0 

Succinyl- 

769,000,000 

174,500,000 

141,157,833 

sulfathlazole 

TABLE  III 

Effect  of  Streptomycin  and  Succlnylsulfathlazole  on  the 
Number  of  Clostridial  Organisms  per  Gram  of  Feces 


Agent 

before 

After  8 Days 

After  8 Days 
In  85S«  of 
Patients 

Streptomycin 

33,030,000 

539,900 

200 

Succinyl- 

15,090,000 

1,047,000 

71,218 

sulfathlazole 

certain  in  any  single  patient  with  any  of  these  drugs,  it 
is  our  belief  that  their  use  has  been  of  genuine  help  in 
carrying  out  resection  and  end-to-end  anastomosis  in  the 
colon.  The  value  of  systemic  chemotherapy  should  not 
be  neglected  either.  Figure  6 shows  the  drop  in  the  opera- 


= COLON  SURGERY  = 


OperaUve  Mortality  btj  Years 
( •Series  of  409  cases  ) 


Figure  6. — Annual  mortality  experience  in  a con- 
secutive series  of  patients  undergoing  operations  on 
the  colon  at  the  Hospital  of  the  University  of  Penn- 
sylvania. 1923  to  1945. 

tive  mortality  in  colon  surgery  in  1938,  when  we  began 
to  use  sulfanilamide  in  these  cases.  It  was  not,  however, 
until  we  had  at  hand  the  means  of  reducing  the  bacterial 
flora  of  the  alimentary  tract  that  we  felt  free  to  abandon 
the  obstructive  resection  and  do  end-to-end  anastomoses 
in  the  colon.  Many  of  these  patients  now  enjoy  an  almost 
afebrile  convalescence. 

The  recent  introduction  of  dihydro-streptomycin 
promises  to  give  all  of  the  beneficial  results  of  systemi- 
cally  administered  streptomycin  with  a lower  toxicity. 
Whenever  we  have  to  carry  out  a surgical  procedure  for 
tuberculosis,  it  is  our  custom  to  start  one  of  these  drugs 
a few  days  before  operation  and  continue  it  until  two  or 
three  weeks  or  more  afterwards. 

Some  strains  of  B.  pyocyaneus  and  B.  proteus  are 
sensitive  to  streptomycin,  and  the  drug  has  been  useful 
in  urinary  tract  infections  due  to  them. 

The  next  antibiotic  which  became  available  to  us  for 
systemic  use  was  bacitracin,  a product  of  a particular 
strain  of  Bacillus  subtilis  isolated  by  Meleney  of  New 
York.  ( 16 ) This  drug  is  more  likely  to  give  fever  than 
streptomycin,  but  we  used  it  fairly  frequently  until  de- 
tailed study  of  the  renal  function  by  Dr.  Alexander 
Michie  revealed  that  it  was  seriously  nephrotoxic.  ( 17 ) 

Polymyxin  (or  aerosporin  as  it  is  called  in  England) 
has  not  been  studied  thoroughly  in  our  laboratories,  but 
our  preliminary  experience  with  it  was  disquieting,  and 
we  now  regard  it  as  too  toxic  to  compete  with  several 
ether  antibiotics — at  least,  in  its  present  form. 

There  are,  however,  two  new  antibiotics  just  becom- 
ing available  that  hold  real  promise  in  special  fields. 
The  first  of  these  is  chloromycetin,  developed  by  Parke, 
Davis  and  Co.  Chloromycetin  was  first  obtained  from 
Streptomyces  venezuelae.  It  has  since  been  crystallized, 
its  chemical  constitution  determined,  and  it  has  now  been 
synthesized  so  that  it  bridges  the  gap  between  an  anti- 
biotic and  a drug.  It  has  been  given  to  a number  of  pa- 
tients with  typhoid  fever  with  dramatic  results.  ( 18 ) In 
one  of  these  cases  recently  treated  in  Philadelphia  the 
temperature  dropped  to  normal  in  48  hours,  and,  to  all 
intents  and  purposes,  the  disease  was  over.  The  drug  is 
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given  orally  in  doses  of  two  to  six  grams  per*  day.  It  is 
recommended  that  in  typhoid  fever  it  should  be  continued 
five  days  after  the  fever  has  passed.  It  has  also  been 
effective  in  preliminary  trials  against  five  Rickettsial  dis- 
eases. In  twenty-two  cases  of  epidemic  typhus  (R.  pro- 
wazeki)  treated  in  Bolivia,  temperature  and  pulse  returned 
to  normal  in  54  hours  or  less  in  all  cases.  ( 10 ) The  high- 
est dose  was  3.5  grams  orally.  In  a case  of  endemic  or 
murine  typhus  (R.  mooseri),  it  was  also  successful.  ( 20 ) 
In  scrub  typhus  (R.  tsutsugamushi  or  R.  orientalis), 
twenty-five  cases  were  successfully  treated  with  a dosage 
of  50  mg.  per  Kg.  at  first  and  then  0.2  to  0.3  grams  every 
two  to  four  hours.  ( 21 ) The  last  seven  patients  in  this 
series  were  given  six  grams  in  the  first  24  hours  of  treat- 
ment and  no  more.  In  Rocky  Mountain  spotted  fever  (R 
rickettsi),  Pincoffs  et  al(22>  treated  fifteen  cases  with  a 
dosage  schedule  of  75  mg.  per  Kg.  in  two  or  three  hours, 
followed  by  0.5  grams  every  three  hours  in  adults — (one 
half  this  amount  under  the  age  of  16).  The  temperature 
returned  to  normal  within  76  hours  in  all  cases. 

Aureomycin  is  a product  of  the  mold.  Actinomycetes 
aureofaciens,  which  has  been  developed  by  Lederle  Labo- 
ratories. It  is  given  orally  in  a dose  of  one  to  four  grams 
per  day  and  acts  systemically.  It  is  excreted  in  the  urine 
in  good  concentration.  It  has  a wide  spectrum  of  effec- 
tiveness, though  it  is  not  as  potent  an  agent  against  some 
of  the  standard  pyogens  as  is  penicillin.  It  is  not  infre- 
quently effective  against  strains  that  are  resistant  to  peni- 
cillin and  streptomycin.  The  response  in  a 40  year  old 
physician  who  had  an  intraperitoneal  infection  with  a 
corynebacterium  which  was  resistant  to  other  agents  is 

PT  JC-AVvP'cal  Diphtheroid  Organism 
Ptlvic  Abscess 
Pqlephlcbltts 


Figure  7. — Daily  high  and  low  temperatures  in 
a patient  with  chronic  intraperitoneal  infection  due 
to  corynebacteria,  showing  the  changes  which  oc- 
curred with  the  administration  of  aureomycin. 

shown  in  Figure  7.  There  was  no  doubt  in  my  mind  that 
the  use  of  the  drug  was  the  turning  point  in  this  patient’s 
six  months  illness. 

Aureomycin  was  used  in  three  cases  of  typhoid  fever 
by  Dr  Perrin  Long  and  his  associates  ( 22 ) with  good 
bacteriological  and  fair  clinical  results.  It  seems,  on  the 
basis  of  preliminary  reports,  that  it  will  be  likely  to  be 
displaced  in  this  field  by  chloromycetin.  Aureomycin  has 
great  potency  against  several  of  the  Rickettsia,  including 
bush  typhus,  Rocky  Mountain  spotted  fever,  and  en- 
demic typhus.  It  has  also  given  promising  results  against 
lymphopathia  venereum  and  granuloma  inguinale.  A 
longer  period  will  be  required  to  evaluate  its  effective- 
ness in  patients  with  rectal  stricture  due  to  the  former 
disease.  In  the  latter  disease,  Wright  and  his  collabora- 
tors ( 24 ) have  used  aureomycin  in  three  cases  with  ex- 
cellent results.  These  authors  reported  that  a penile  ulcer 


due  to  granuloma  inguinale  healed  promptly  after  the 
drug  was  started. 

It  is  too  soon  to  say  what  the  range  of  usefulness  of 
this  new  drug  may  be  in  surgical  patients,  but,  certainly, 
it  can  be  called  on  for  treatment  of  penicillin  and  strep- 
tomycin resistant  strains  of  common  pyogens,  and  it  ap- 
pears that  it  will  have  a special  field  of  usefulness  in 
Rickettsial  diseases. 

SUMMARY 

Penicillin  remains  today  the  most  valuable  antibiotic 
for  surgical  patients.  It  has  radically  revised  the  prognosis 
in  staphylococcus  septicemia  and  in  many  infections  of 
the  meninges,  the  mediastinum,  and  the  pericardium.  It 
has  had  a remarkably  beneficial  influence  in  peritonitis. 

In  addition,  it  has  been  of  great  value  in  many  minor 
infections,  such  as  furuncles  and  carbuncles.  It  has  im- 
proved the  prognosis  in  hand  infections  and  osteomyelitis. 
Its  prophylactic  use  in  long  resections  for  suppurative 
lesions  has  been  shown  to  reduce  the  incidence  of  em- 
pyema. Its  value  in  the  prevention  of  postoperative  com- 
plications should  be  re-emphasized,  and  its  prophylactic 
use  permits  great  advances  in  geriatric  surgery. 

Streptomycin  has  been  shown  to  have  additional  fields 
of  usefulness  in  surgery.  Dihydro-streptomycin,  chloro- 
mycetin, and  aureomycin  now  seem  established  as  valu- 
able antibiotics,  and  preliminary  data  on  their  effective- 
ness have  been  reviewed. 
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By  W.  W.  Schuessler.  M.  D.,  and  Dan  N.  Steffanoff,  M.  D.,  D.  M.  B. 

El  Paso,  Texas 


INTRODUCTION 

The  face  and  head — being  the  most  commonly  ex- 
posed part  of  the  body — are  subjected  to  frequent  trauma 
from  a multitude  of  causes.  The  resulting  injuries  vary 
from  minor  contusions,  abrasions,  mild  or  severe  burns, 
to  lacerations  and  avulsions  of  varying  extents,  with  or 
without  injuries  of  the  underlying  bony  structures. 

The  introduction  of  high  speed  revolving  machinery 
in  industry,  high  speed  motor  vehicles,  such  as  motor- 
cycles, automobiles  and  airplanes,  and  the  increased  in- 
terest in  the  various  sports,  have  increased  the  incidence 
and  severity  of  bodily  injuries,  the  face  and  the  head 
having  their  respective  increases.  Home  accidents  also 
contribute  a large  number  of  maxillofacial  injuries. 
PURPOSE  OF  THIS  ARTICLE 

The  purpose  of  this  article  is  to  emphasize  the  im- 
portance of  early  diagnosis  of  the  accompanying  unsus- 
pected underlying  injuries  of  the  face  and  head  and  also 
to  emphasize  the  importance  of  proper  early  treatment 
of  the  visible  as  well  as  the  often  hidden  injuries,  the  neg- 
lect of  which  invariably  results  in  a permanent  deformity 
and  disability. 

Since  the  face  is  one  of  the  most  outstanding  and 
prominent  characteristic  anatomical  features  in  identify- 
ing the  individual  from  millions  of  similar  individuals, 
it  becomes  of  paramount  importance  to  the  patient,  who 
desires  to  maintain  his  identity,  that  every  attempt  be 
made  to  restore  the  traumatically  altered  face  to  its  origi- 
nal recognizable  physiognomy,  or  to  effect  a normal  cos- 
metic as  well  as  functional  restoration. 

DEFINITION  OF  TERMS 
In  this  discussion,  the  term  "face''  will  designate  the 
anterior  part  of  the  head,  namely,  the  forehead,  the  eye- 
brows, eye-lids,  nose,  mouth,  cheeks,  chin  and  the  ears. 
The  term  "maxillofacial"  will  include  in  addition  to  deep 
and  superficial  soft  tissue  of  the  face,  the  underlying  body 
architecture,  namely,  the  parts  of  the  frontal  bones  com- 
prising the  orbit,  the  maxillary  bones,  the  maxillojugal 
components,  the  zygoma,  the  nasal  bones,  the  nasal  carti- 
lages and  the  septum,  and  the  mandibles. 
CLASSIFICATION  OF  MAXILLOFACIAL  INJURIES 

For  the  purpose  of  simplicity  of  discussion,  the  maxil- 
lofacial injuries  are  divided  into  two  groups,  namely,  the 
traumatic  and  the  regional.  This  classification  will  suggest 
the  course  and  the  methods  of  arriving  at  the  diagnosis 
of  the  possible  pathological  conditions  that  so  often  do 
not  yield  to  simple  diagnosis  by  a mere  observation  and 
palpation  on  the  part  of  the  examiner,  nor  to  the  simple 
diagnosis  based  on  subjective  symptoms.  This  classifica- 
tion will  also  suggest  the  therapeutic  course.  It  is  not, 
however,  the  intention  of  the  authors  to  include  in  this 
discussion  every  possible  maxillofacial  injury. 

A.  Traumatic  Classifications: 

1.  Impacts: 

a.  with  lacerations 


b.  without  lacerations 

c.  abrasions 

d.  contusions  with  or  without  hematoma 

e.  fractures,  simple,  compound,  etc. 

2.  Lacerations  by: 

a.  sharp  implements 

b.  dull  objects 

c.  dog  bites 

d.  human  bites 

3.  Avulsed  wounds  by: 

a.  impact 

b.  sharp  implements 

4.  Deformity  following  surgical  excision  for  neo- 
plasms. 

5.  Infections: 

a.  exogenic 

b.  dental  origin 

c.  following  trauma 

6.  Burns: 

a.  thermal  (hot  water,  oils,  flames,  hot  metals, 
etc.) 

B.  Regional  Classification: 

The  regional  classification  of  maxillofacial  injuries  is 
introduced  here  for  the  main  purpose  of  making  the 
examiner  cognizant  of  a potential  pathology  of  the  un- 
derlying tissues,  its  symptoms  and  pathognomic  signs 
beyond  the  grossly  involved  and  visible  topographical 
injury. 

The  point  of  contact  of  the  traumatic  agent  to  the 
face  immediately  will  rule  out  some  involvement  of  the 
distant  body  structures,  or  will  suggest  a probablye  in- 
volvement of  the  underlying  tissues,  whether  soft  tissue — 
such  as  severed  nerves,  lacerated  glands  and  their  ducts, 
or  fractures  with  or  without  displaced  fragments  of  the 
underlying  bony  structures.  This  classification  is  based 
on  the  location  of  the  injury. 

1.  Point  of  injury  below  the  level  of  the  mouth: 

The  point  of  traumatic  contact  below  the  level  of  the 
mouth  and  along  the  mandible  definitely  calls  for  ruling 
out  any  fracture  of  the  mandible,  or  any  injuries  to  the 
dental  mechanisms,  either  on  the  lower  or  upper  arch. 
The  examination  should  include  a thorough  intra-oral 
inspection  and  palpation  and  a close  examination  of  any 
laceration  of  the  tongue,  searching  for  parts  of  fractured 
crowns  of  normal  or  artificial  dentures  within  the  lacera- 
tion. A fractured  and  posteriorly  displaced  symphysis 
mandibulae  may  cause  a respiratory  obstruction  because 
the  patient  is  unable  to  protrude  his  tongue  voluntarily 
away  from  the  pharynx.  This  is  usually  due  to  the  pos- 
teriorly displaced  origin  of  the  genioglossus  muscle,  tht 
latter  being  on  the  mental  spine  of  the  mandible  on  the 
posterior  surface  of  the  posteriorly  displaced  symphysis. 

The  mandibular  arch,  being  a part  of  a circle,  behaves 
somewhat  differently  from  the  long  bones,  when  sub- 
jected to  a blow,  in  that  it  invariably  fractures  in  more 
than  one  location  along  the  circle.  One  of  the  fractures 


MAY,  1949 


SOUTHWESTERN  MEDICINE 


95 


is  at  the  site  of  the  impact,  while  the  second  fracture  is 
along  any  part  of  the  circle.  Thirty-one  per  cent  of  the 
mandibular  fractures  are  double  fractures.  For  this  rea- 
son, the  discovery  of  a single  fracture  line  on  the  mandible 
should  force  the  examiner  to  look  for  a second  fracture 
line  in  the  same  side  or  on  the  opposite  side,  depending 
on  the  direction  and  force  of  the  impact.  Seventy-seven 
and  four-tenths  per  cent  of  the  double  fractures  occur 
along  the  mental  foramen  and  the  opposite  angle  of  the 
mandible. 

Ivy  gives  the  following  causes  for  peace  time  (1938) 
fractures  of  the  mandible:  Bare  fist — 49  per  cent;  falls — - 
14  per  cent;  automobile  (constantly  on  the  increase)  — 
8 per  cent;  extraction  of  teeth — 5 per  cent;  football — 3 
per  cent;  and  miscellaneous — 21  per  cent. 

2.  Point  of  injury  above  level  of  the  mouth  and  be- 
low the  eye-brows; 

Because  of  the  topographically  larger  area,  it  is  self- 
evident  that  injury  above  the  level  of  the  mouth  and 
below  the  level  of  the  eye-brows  involves  proportionately 
a large  number  of  anatomical  structures.  Here,  the  ex- 
aminer should  rule  out  a fracture  fo  the  nose.  Failure 
to  reduce  it  in  time  will  result  in  an  additional  loss  of 
time  for  the  patient  later  on.  Moreover,  the  final  result 
may  not  be  as  perfect  as  if  originally  reduced,  because 
of  the  callus  malunion,  and  also  because  the  postponed 
correction  calls  for  a great  deal  of  operative  skill,  effort 
' and  time. 

Recognition  of  the  fractured  maxilla  and  premaxilla 
shortly  following  the  injury  when  followed  by  imme- 
diate proper  treatment,  will  invariably  effect  a good  cos- 
metic and  functional  restoration. 

A depressed  orbital  fracture,  because  of  a fracture 
of  maxilla,  or  malar  bones,  when  neglected  beyond  the 
regenerative  period  of  the  bone,  will  not  only  fail  to  yield 
to  near  normal  reduction,  but  will  incapacitate  the  pa- 
tient permanently,  unless  other  reconstructive  procedures 
are  undertaken  in  order  to  elevate  the  eye-ball  and  eradi- 
cate diplopia. 

A blow  on  the  cheek,  anteriorly,  anterio-laterally  or 
laterally,  will  fracture  the  malar  bone  and  the  zygomatic 
arch,  which  fracture  may  be  missed  by  the  routine  x-ray 
films.  It  is  among  the  commonest  of  the  fractures  that 
pass  undiagnosed  within  the  first  few  months  following 
1 injury. 

A fracture  of  the  mandible,  even  with  the  slightest 
displacement,  will  result  in  some  malocclusion,  which 
may  not  be  evident  even  to  the  patient  during  the  first 
few  days  following  injury.  When  such  a fracture  is  un- 
diagnosed and  not  treated,  it  may  result  in  non-union. 

Fractures  of  the  coronoid  process  or  of  the  neck  of 
the  condyle,  which  are  difficult  to  visualize  by  routine 
x-ray  studies,  should  always  be  suspected  when  the  pa- 
1 tient  has  some  subjective  symptoms  in  the  involved  area 
or  when  no  other  reason  is  discovered  for  the  present 
malocclusion,  or  trismus.  When  the  fracture  is  complete, 
the  attachment  of  the  temporal  muscle  on  the  coronoid 
process  rotates  the  fragment  superiorly  in  the  line  of 
pull.  The  attachment  of  the  external  pterygoid  muscle 
on  the  condyle  pulls  the  fractured  condyle  downward 
and  medially,  the  degree  and  the  direction  of  displace- 
ment depending  on  the  level  of  the  fracture. 

Fractures  of  the  cusps  or  entire  crowns  are  rather 
common  findings  with  or  without  fractures  of  the  mandi- 
ble, maxilla  or  premaxilla. 


The  presence  of  injury  to  the  soft  tissue  of  the  face 
always  should  suggest  the  necessity  of  determining  exist- 
ing motor  or  sensory  loss  and  the  fact  of  its  presence  or 
absence  should  be  recorded  in  the  operative  findings.  The 
parotid  gland  including  its  duct  may  also  be  lacerated, 
the  neglect  of  which  may  result  in  a salivary  fistula,  the 
correction  of  which,  very  frequently,  is  a difficult  prob- 
lem. The  severed  nerves  should  be  repaired  if  the  wound 
is  not  too  old  and  infected. 

The  external  auricle,  because  of  its  rich  blood  supply, 
withstands  extensive  trauma.  Subperichondreal  hematoma 
should  be  drained  to  prevent  the  development  of  cauli- 
flower ears.  Lacerations  of  the  auricle,  no  matter  how 
severe  they  may  appear,  or  even  though  completely 
avulsed  or  practically  amputated,  usually  respond  well 
to  gentle  debridement  of  skin  margins  and  cartilage, 
careful  suturing  and  a firm  and  evenly  distributed  pres- 
sure dressing.  Every  little  part  of  the  auricle  saved  will 
eventually  shorten  the  reconstructive  efforts  on  the  part 
of  the  Plastic  Surgeon. 

Vertical  lacerations  of  the  eye-lids  as  a rule  tend  to 
contract  and  produce  ectropion,  because  the  lid  margin 
lacks  a vertical  support  except  by  the  action  of  the  weak 
orbicularis  oculi  muscle.  For  that  reason,  a careful  de- 
bridement is  of  the  utmost  importance  to  reduce  the 
ragged  edges  of  the  laceration  and  to  promote  rapid  heal- 
ing with  the  least  amount  of  scar  formation. 

3.  Point  of  injury  at  the  level  of  and  above  the  eye- 
brow: 

When  the  force  of  the  impact  is  so  great  as  to  cause 
a severe  laceration  of  the  forehead  or  the  scalp,  there  is 
invariably  a visible  or  palpable  fracture  on  the  exposed 
external  table  of  the  cranial  cage,  which  may  or  may  not 
be  accompanied  by  any  immediate  objective  or  subjec- 
tive neurological  findings.  Here,  the  possible  delayed  in- 
tra-cranial  complications  cannot  be  suppressed  by  merely 
closing  the  soft  tissue  wound.  The  case  should  be  fol- 
lowed by  a complete  radiological  study  and  a close 
observation. 

One  or  both  frontal  sinuses  may  have  been  invaded 
by  severe  laceration  and  by  fracture  of  the  anterior  wall 
of  the  frontal  sinus. 

The  superior  orbital  arch  may  be  depressed  partially, 
or  along  its  entire  length,  or  in  combination  with  some  of 
the  intra-orbital  bony  lining,  resulting  in  the  various 
forms  of  strabismus,  depending  on  the  muscles  involved. 
Occular  injuries  often  result  from  these  fractures. 

TREATMENT  OF  FACIAL  SOFT  TISSUE  INJURIES 

Here,  as  in  injuries  elsewhere  on  the  body,  treatment 
will  be  dictated  by  the  causative  agent  and  the  extent 
and  the  age  of  the  wound.  A wound  inflicted  indoors 
with  a sharp  cutting  implement  calls  for  some  modifica- 
tion in  treatment  as  compared  to  the  treatment  of  a wound 
inflicted  outdoors  and  by  a dirty  implement.  The  latter 
calls  for  a therapeutic  dose  of  tetanus  antitoxin,  while 
the  former  may  be  considered  as  a potentially  clean 
wound. 

Because  of  the  extremely  rich  vascular  blood  supply 
of  the  entire  face,  the  closure  of  facial  wounds  differs 
from  closure  of  wounds  anywhere  else  on  the  body,  in 
that  the  former  may  be  closed  over  a longer  post-trau- 
matic period,  extending  even  up  to  48  hours,  depending 
on  the  appearance  of  the  wound  and  the  judgment  of 
the  operator.  Debridement  here  plays  a more  important 
role  because  of  the  limited  amount  of  tissue  and  because 
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of  the  constant  exposure  of  the  face  to  daily  observation. 
A poor  closure  of  the  wound,  resulting  in  a disfiguring 
scar,  because  of  improper  debridement,  may  have  a de- 
moralizing effect  on  the  patient  and  also  will  stand  out 
as  a constant  discredit  to  the  operator,  to  haunt  him  and 
his  reputation. 

Lacerations  about  the  eye-brows,  the  eye-lids  and 
the  lips  should  merit  special  mention  because  of  the  too 
frequently  encountered  poor  postoperative  results, 
namely,  improper  alignment  of  the  continuity  either  of 
the  hair  line,  mucous  membrance  or  vermilion  border. 
The  eye-brows  should  never  be  shaved  either  as  a pre- 
operative procedure  in  an  elective  surgery  around  the 
eye,  or  in  an  emergency  repair  of  the  eye-brow  itself. 
Shaving  of  the  eye-brow  invariably  results  not  only  in  a 
displacement  of  lacerated  tissues,  but  also  in  a cosmetic 
objection,  since  the  growth  of  the  eye-brow  is  a slow 
process.  In  repair  of  these  structures,  a correct  align- 
ment is  of  prime  import. 

In  lacerations  about  the  face,  every  effort  should  be 
made  to  locate  and  remove  all  foreign  bodies. 

Following  a gentle  debridement  for  the  removal  of 
the  ragged  and  devitalized  skin  margins,  using  tissue 
hooks  and  a sharp  scalpel  instead  of  mouse-toothed  tissue 
forceps  and  scissors,  hemostasis  should  be  controlled, 
and  then  only  the  severed  underlying  vital  structure 
should  be  repaired  before  undertaking  the  closure  of  the 
wound.  The  closure  should  be  accomplished  in  layers, 
using  either  4-0  plain  catgut,  or  white  cotton  No.  80  or 
120,  in  order  to  prevent  dead  space  and  accumulation  of 
tissue  fluids,  which  are  prone  to  become  infected,  espe- 
cially in  a wound  contaminated  because  of  its  age.  If 
the  wound  is  not  infected,  when  the  tissue  fluids  are  well 
organized,  they  produce  deep  seated  scars,  which  when 
they  contract  later  on,  distort  the  perfectly  sutured  mar- 
gins and  perfectly  healed  suture  line.  The  type  of  suture 
material  has  little  effect  on  the  final  outcome  of  the  healed 
skin  margins.  It  is  the  caliber  of  the  needle  and  the  suture 
material,  and  the  manner  in  which  they  are  used  that 
determine  the  cosmetic  appearance  of  the  scar. 

The  least  visible  suture  line  is  produced  by  the  use 
of  the  least  traumatizingn  needles,  small  caliber  sutures 
(black  silk,  stainless  steel,  or  horse  hair),  tissue  hooks, 
and  by  undermining  the  skin  margins  in  order  to  relieve 
tension  on  the  skin  sutures.  Vertical  mattress  sutures  offer 
a better  retention  than  simple  interrupted  sutures,  and  at 
the  same  time,  they  evert  the  skin  margins.  Properly  em- 
ployed subcutaneous  closure  relieves  all  the  tension  on 
the  skin  sutures  and  offers  their  earlier  removal.  The 
suture  should  approximate  the  skin  margins  without 
strangulating  the  tissue  within  its  loop. 

More  extensive  wounds  may  require  shifting  or  rotat- 
ing flaps  for  their  closure,  while  still  larger  wounds,  with 
loss  of  soft  tissue  substance,  may  require  immediate  skin 
grafting. 

Wounds  resulting  from  human  and  dog  bites  should 
have  a thorough  debridement.  The  use  of  chemotherapy 
and  biologies  should  be  entertained  in  the  treatment  of 
every  wound  of  the  face. 

DO  NOT  OVERLOOK  MAXILLOFACIAL 
FRACTURES 

While  it  is  not  within  the  scope  of  this  paper  to  elabo- 
rate upon  the  detailed  management  of  maxillofacial  frac- 
tures, the  authors  wish  to  stress  the  importance  of  the 


possibility  of  an  existing  fracture  in  the  presence  of  a 
wound,  which  recognition  is  of  great  significance  pre- 
operatively.  The  wound  may  offer  the  best  avenue  for 
the  three  dimensional  visualization  of  the  fracture,  as 
well  as  the  only  logical  approach  for  its  reduction.  To 
attempt  its  diagnosis  and  treatment  following  the  closure 
of  the  wound,  a practice  commonly  encountered,  results 
in  delayed  diagnosis  and  reduction — often  over  a period 
of  weeks  or  months. 

A clinically  demonstrated  or  diagnosed  maxillofacial 
fracture  should  be  confirmed  by  x-ray  films  preopera- 
tively,  not  only  as  a means  of  arriving  at  a better  thera- 
peutic plan,  but  also  as  medico-legal  evidence  of  the  ex- 
tent of  the  injury,  regardless  of  the  reason  for  the  legal 
complication.  A post-operative  x-ray  film  of  a properly 
reduced  fracture  is  always  a satisfaction,  not  only  to  the 
patient,  but  also  to  the  operator.  Also,  it  is  a definite 
tangible  protection  to  the  operator,  whether  in  or  out  of 
court.  In  ordering  x-ray  films,  be  specific  as  to  the  view 
desired,  as  indicated  by  the  suspected  pathology.  Unless 
.the  suspected  or  involved  bone  is  clearly  individualized 
on  the  film  by  the  various  roentgenologic  positional  tech- 
niques, one  should  place  little  confidence  in  the  negative 
roentgenologic  reports. 

In  order  to  appreciate  the  symptoms  and  signs  of 
maxillofacial  fractures  and  their  appropriate  application 
in  the  diagnosis  of  the  bone  involved,  the  various  forms 
of  fractures  are  here  mentioned:  greenstick,  simple  or 
closed,  compound  or  open,  comminuted,  impacted  and 
depressed,  and  possible  rotation  of  small  fragments.  It  is 
self-evident  that  not  all  the  fractures  will  demonstrate 
the  entire  series  of  symptoms  and  findings  given  below; 
however,  the  fracture  will  demonstrate  some  combination 
of  these  signs  and  symptoms: 

1.  Pain — aggravated  by  movement  or  palpation. 

2.  Tenderness  on  pressure  over  the  fracture  or 
pressure  along  the  bone  involved. 

3.  Disability — loss  of  function — if  function  could 
normally  be  demonstrated. 

4.  Numbness — damage  to  sensory  nerve. 

5.  Salivation — stimulation  of  salivary  glands. 

6.  Discoloration  — extravascular  blood  visible 
through  skin  and  mucosa. 

7.  Deformity — due  to  distortion  of  normal  topo- 
graphical anatomy. 

8.  Mobility  of  stationary  bone  or  abnormal  mo- 
bility of  articulated  bone  is  a pathognomic  sign  of 
fracture. 

9.  Crepitus — also  a pathognomic  sign,  but  avoid 
demonstrating  it  for  the  purpose  of  diagnosis  (in- 
variably it  is  painful  and  traumatizing). 

10.  Palpable  line  of  fracture,  except  in  greenstick 
fracture,  rule  out  existing  old  fracture  by  history. 

SUMMARY 

1.  A new  classification  of  maxillofacial  injuries  is 
discussed. 

2.  The  treatment  of  soft  tissue  laceration  of  the  face 
is  outlined. 

3.  The  importance  of  suspecting  and  diagnosing 
maxillofacial  fractures  is  stressed,  giving  the  symptoms 
and  signs  of  fractures  in  general.  The  necessity  of  con- 
firming or  ruling  out  any  fractures  by  roentgenologic  study 
prior  to  repairing  a facial  wound  is  also  stressed.  A nega- 
tive roentgenologic  report  should  not  be  relied  upon  as 
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conclusive  evidence  of  non-existing  fractures,  unless  each 
suspected  bone  is  individually  visualized  by  the  various 
roentgenelogic  positional  techniques. 
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To  Physicians 

Of  El  Paso  and  Vicinity: 

We  are  now  in  the  midst  of  our  campaign  to  complete 
Providence  Memorial  Hospital’s  $1,100,000  Building  Fund 
Campaign  . , . and  as  this  is  being  done,  a group  of  our  citizens 
are  also  hard  at  work  completing  plans  that  will  be  the  basis  of 
a contract  for  the  hospital  building.  Heavy  machines  nd  equip- 
ment are  preparing  the  site,  and,  before  we  know  it,  the  NEW 
HOSPITAL  will  be  a reality. 

As  the  board  of  directors  of  Providence  Memorial  Hospital, 
we  would  like  to  extend  our  thanks  to  those  of  you  who  have 
taken  important  campaign  assignments  . . . and  to  the  rest  of 
you,  thanks  for  the  support  of  your  Medical  Society  and  your 
contributions. 

This  present  campaign  has  made  it  possible  for  us  to  com- 
plete a fund  that  began  with  donations  of  $900,000  from  the 
public  and  a grant  of  $500,000,  already  made,  from  the  govern- 
ment. 

This  project  was  conceived  by  three  clergyman,  who  gained 
the  quick  support  of  business  men,  when  it  was  learned  that 
the  Masonic  Hospital  had  closed,  and  that  Providence  Hospital 
was  planning  to  do  so  ...  a loss  of  100  hospital  beds  to  a com- 
munity already  far  short  of  these  facilities.  The  result,  only  a 
few  months  distant,  will  be  El  Paso’s  first  community  owned 
hospital. 


THE  PROVIDENCE  MEMORIAL  HOSPITAL 
BOARD  OF  DIRECTORS 
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“Much  smaller  closes  of  androgen  can  be  given  if  it  is  slowly 
absorbed  in  the  mouth  (than  by  ingestion)  as  the  drug  goes  directly 
into  circulation,  thus  preventing  large  amounts  of  the  drug  being 
destroyed  in  the  liver.”1 

This  efficient  absorption  is  made  possible  by  the  Metandren  Linguet 
— specially  designed  to  dissolve  slowly  in  the  space  between  cheek 
and  gum  or  under  the  tongue.  As  a result,  the  dosage  of  methyl- 
testosterone  need  be  only  about  one-half  that  required  when  this 
male  sex  hormone  is  ingested  in  tablet  form. 

Adult  maintenance  dosage  is  from  two  to  four  5-mg.  Linguets  daily. 
Most  children  need  only  one-half  to  one  5-mg.  Linguet  daily. 

• Literature  on  request. 

1.  Habel,  J.  M.,  Jr.:  Va.  Med.  Monthly,  October  1948. 


Metandren  Linguets,  5 mg.  (white)  scored;  10  mg.  (yellow)  scored  — 
in  bottles  of  30,  100  and  500. 


PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  NEW  JERSEY 


METANDREN,  LINGUETS  — Trade  Marks  Reg.  U.  S.  Pat.  Off. 


2/1437M 


100 


SOUTHWESTERN  MEDICINE 


MAY,  1949 


i Ambulance  Service  at  All  Hours  j 

Kaster  & Maxon 

El  Paso,  Texas  2-3431  j 

I Home  of  A.  G.  Spalding  Sporting  Equipment  ) 

Popular  Dry  Goods  Co. 

EL  PASO,  TEXAS 

| THE  PRESCRIPTION  SHOP 

| A PROFESSIONAL  PHARMACY  j 

| C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg.  \ 

Phones  2-4121  and  3-5522  ] 

> EL  PASO.  TEXAS  > 


CHRISTOPHER’S 
Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters ) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
\ EVEREST  & JENNINGS 

^ WHEEL  CHAIR 

We  Manufacture  All  Types  of 
< Artificial  Limbs  and 

) Orthopedic  Appliances 

j ALL  INQUIRIES  GIVEN 

PROMPT  ATTENTION 

? 815  North  Cedar  at  Five  Points 

El  Paso,  Texas  5-3841 


FOR  THE 
PRE-NATAL 
PATIENT 


CALCIUM 

PHOSPHORUS 


Each  Calvmin  capsule  contains: 


Dicalcium  Phosphate  Anhyd  712.8  mg.  (11  gr.) 
Ferrous  Sulfate  Exc.  22.1  mg.  ( ,6xMDR) 

Thiamin  Hydrochloride  2.0  mg.  ( 2 x MDR) 

Riboflavin  2.0  mg.  ( MDR  ) 

Ascorbic  Acid  50.0  mg.  (IV3XMDR) 

Vitamin  D 500  USP  Units.  ( l'/jxMDR) 


MISSION 
PHARMACAL  CO. 

San  Antonio  6,  Texas 


MAY,  194$ 


SOUTHWESTERN  MEDICINE 


101 


Credit  Bureau  of  El  Paso 

Medical-Dental  Credit  Bureau 

908  Mills  Bldg.  El  Paso,  Texas 

CARLOS  L.  CARTER,  MGR. 


TAYLOR-SIMPKINS,  Inc. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights,  call  5-0359,  or  Physicians’  Exchange  2-2474 


GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Delivery 
Phone  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


Dutton’s  Laboratory 

L.  O.  DUTTON,  M D.,  DIRECTOR 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 


Clinical  and  Pathological  Procedures: 

SEROLOGY  CHEMISTRY 

CLINICAL  MICROSCOPY 

BACTERIOLOGY  HEMATOLOGY 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 


HEADACHE  RELIEVED 


CAFERGONE 


r 


(Ergotamine  Tartrate  1 mg.,  Caffeine  100  mg.) 

Various  types  of  headaches  such  as  migraine,  histaminic  cephalalgia,  tension  and  psychogenic, 
respond  to  CAFERGONE  tablets  (EC-110).  Clinical  investigation  has  demonstrated  that  vas- 
cular type  headaches  have  obtained  prompt  relief.  Average  dose  2 to  4 tablets  (for  individual 
attack) . 

CAFERGONE  is  contraindicated  in  the  presence  of  peripheral  vascular  disease,  angina  pec- 
toris, impaired  renal  or  hepatic  function  or  during  pregnancy. 

Available  in  bottles  of  20,  100,  500  and  1000  tablets. 

SANDOZ  PHARMACEUTICALS 

WEST  COAST  OFFICE 

450  Sutter  Street  San  Francisco  8,  Calif. 


102 


SOUTHWESTERN  MEDICINE 


MAY,  1949 


5 20  MONTANA  STREET 


BASIL  K.  BYRNE,  M.  D. 


J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 


PEDIATRICS 


8 00  MONTANA  STREET 


GENERAL  and  GYNECOLOGICAL  SURGERY 

EL  PASO,  TEXAS  S |225  FIRST  NATIONAL  BLDG. 


2-9032  el  PASO,  TEXAS 


, Fred  C.  Hodges,  M.  D.  J.  M.  Hooks,  M.  D. 

BRANCH  CRAIGE,  M.  D.  unnrtc  amh 

(Certified  by  American  Board  of  Internal  Medicine)  5 HUUbtS  AND  HOURS 

INTERNAL  MEDICINE  l ORTHOPEDIC  CLINIC 

eoo  Montana  Street  3-i  6 si  el  paso,  Texas 

1442  N 3RD  STREET 

WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED*  TO 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

215  FIRST  NATIONAL  BLDG  EL  PASO,  TEXAS  S 4,s  yANDELL  BOULEVARD  3-5582 


L.  O.  DUTTON,  M.  D. 

ALLERGY 


616  MILLS  BLGD. 


EL  PASO,  TEXAS 


ORVILLE  E.  EGBERT,  M.  D„  F.  A.  C.  P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

ALLERGY 

DISEASES  OF  THE  CHEST 

102  5 FIRST  NATIONAL  BANK  BLDG. 

EL  PASO,  TEXAS 


LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

Cardiovascular  Diseases 

4 01-3  BANNER  BLDG.  EL  PASO,  TEXAS 


MAY,  1949 


SOUTHWESTERN  MEDICINE 


103 


Southwestern  Physicians’  Directory 


BERNARD  L.  MELTON,  M.D.,  F.A.C.S.,  F.I.C.S. 


LESLIE  M.  SMITH,  M.D. 


(CERTIFIED  BY  AMERICAN  BOARD  OF  OPHTHALMOLOGY) 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OTOLARYNGOLOGY) 

EYE,  EAR.  NOSE  AND  THROAT  \ DRS.  SMITH  AND  GARRETT 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 


H.  D.  GARRETT,  M.D. 


DISEASES  OF  THE  SKIN 


6 05  PROFESSIONAL  BUILDING 


PHOENIX,  ARIZ. 


9 3!  FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

503  BANNER  BLDG.  2-34  5 9 EL  PASO,  TEXAS 


ROSS  W.  RISSLER,  M.  D. 

(CERTIFIED  3Y  THE  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

INTERNAL  MEDICINE— CARDIOLOGY 


M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NCSE  - THROAT 


WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 

GENERAL  SURGERY 

WILLIAM  I.  COLDWELL,  M.  D. 


S. 


2 0 01  GRANT  AVE. 


INTERNAL  MEDICINE 

3-1601 


FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


W.  E.  VANDEVERE,  M.  D„  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARDS  OF  J OPHTHALMOLOGY  AND 

l or 


) TOLARYNGCLOGY 


PRACTICE  LIMITED  TO 

OPHTHALMOLOGY 


1001  FlPST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


EL  PASO,  TEXAS 


L.  E.  Wilcox,  M.  D.  Russell  L.  Deter,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 

1200  FIRST  NATIONAL  3LDG.  2-6  5 29  EL  PASO,  TEXAS 


WILLARD  W.  SCHUESSLER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PLASTIC  SURGERY 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 


ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 
UROLOGY 

816-818  MILLS  BLDG.  2-4321 


EL  PASO,  TEXAS 


S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 

F.  P.  SCHUSTER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOFY 

FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS  ^ 806  N.  KanSaS 


DOZIER  PRINTING 

Lithographing  and  General  Mailing 

1/.0TZ  El  Paso,  Texas 


HARDING  AND  ORR 

Ambulance  Service 


320  Montana 


3-1646 


El  Paso,  Texas 


It’s 


Sweeney’s 


FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


Southwestern 

General 

Hospital 

Approved : American  College  of  Surgeons 
Blue  Cross  Member  Hospital 
American  Hospital  Association 
Open  Staff 


Cotton  and  Erie 


El  Paso.  Texas 


Y 


Sec.  562,  P.  L.  & R. 
U.  S.  POSTAGE 

PAID 

El  Paso,  Texas 
Permit  No.  989 


INk-  N.Y  AU  AUfcJ* 
0F  m f n t r ! n 1 1 

JUL  2‘!  r9 


L!  b rt  r 


•A  R Y 


MEDICINE  ' 


OFFICIAL  JOURNAL  OF  THE  SOUTHWESTERN  MEDICAL  ASSOCIATION  AND  THE  EL  PASO  COUNTY  MEDICAL  SOCIETY 


June , 1949 


HOSPITAL  ENCROACHMENT 109 

PROFESSIONAL  PROCUREMENT 

(THE  DOCTOR  DRAFT) 110 

EL  PASO  COUNTY  MEDICAL 


SOCIETY’S  TUMOR  CLINIC Ill 

THE  VALUE  OF  POST-OPERATIVE  RADIATION  IN 
CANCER  OF  THE  BREAST 

WHEN,  WHY,  AND  HOW 112 

By  Theooore  P.  Eberhardt,  M.D.,  and  Paul  C.  Swenson,  M.D.,  both  of  Jefferson 
Medical  College  Hospital,  Philadelphia,  Pa. 

AN  INVITATION  FROM  THE  AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 115 

MOBILE  LEAD  PROTECTIVE  SCREEN  WITH  FILM 
STORAGE  CHEST  FOR  SMALL  X-RAY  ROOM  118 

R.  D.  Haire,  M.D.,  Roswell.  N.  M. 


ESEARCH  IMPROVES 


EXISTING  PRODUCTS 


Research  is  a continuing  process  which 
benefits  the  patient  and  gratifies  the 
physician.  It  improves  existing  products 
and  thereby  enhances  treatment. 
Improvement  of  the  old  is  as  important 
as  discover}7  of  the  new. 

Wider  usefulness  results  from  further 
refinement,  improved  standardization, 
economies  in  manufacture,  and 
extended  clinical  studies. 

Perfection  is  the  constant  aim  of 
research  in  the  laboratories  of  Eli  Lilly 
and  Company. 


QUALITY 

RESEARCH 

ETHICS 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


THIS  PRINTING:  1,990  COPIES 


5i-cm 

Powder  and  Tablets 

Peptic  ulcer  patients  need  maximum  acid 
neutralization  and  prefer  minimum  bulk 
medication.  Al-Si-Cal  Powder  and  Tablet 
meet  these  requirements.  Each  teaspoon- 
ful powder  neutralizes  949cc.  N/10  acid 
in  the  stomach.  Each  Al-Si-Cal  Tablet  neu- 
tralizes 237  cc,  N/10  acid  in  the  stomach. 
This  plus  general  sedative  in  phenobar- 
bital,  local  sedative  in  benzocaine  and 
antispasmodic  in  Belladonna.  Al-Si-Cal  is 
the  product  of  choice  in  peptic  ulcer 
therapy. 


Each  60  gr.  equivalent  to  one  Teaspoonful  contains: 


Phenobarbital  1/4  gr. 

(Warning:  May  be  habit  forming.) 

Extract  Belladonna 1/6  gr. 

Benzocaine 1/4  gr. 

Calcium  Carbonate 24  gr. 

Magnesium  Oxide 10  gr. 

Magnesium  Trisilicate 15  gr. 

Dried  Aluminum  Hydroxide  Gel  « 10  gr. 


Supplied  in  four  ounce  containers.  Each  Al-Si-Cal  Tablet 
contains  1/4  teaspoonful  Al-Si-Cal  powder. 
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PSORIASIS 

SEVINON 


specially  purified 

undecylenic  acid  for 
oral  administration 


Attention  has  recently  been  drawn  to  “an  interesting  approach”1  to  the  control  of 
psoriasis  and  neurodermatitis.  Perlman2  has  reported  that  following  the  oral  use  of 
undecylenic  acid,  psoriasis  was  relieved  completely  in  3 out  of  17  patients,  and  was 
partially  relieved  in  the  remainder.  “Relief  of  itching  is  sometimes  noticed  as  early  as 
two  days  after  institution  of  treatment  . . . undecylenic  acid  seems  to  hold  a great 
deal  of  promise  in  the  improvement  and  possible  prevention  of  recurrences  of  psoria- 
sis and  neurodermatitis.”2 

Sevinon*  is  available  in  gelatin  capsules  containing  0.44  Gm.  undecylenic  acid, 
highly  purified  for  oral  use.  The  dosage  employed  by  Perlman2  corresponds  to  5 to  6 
capsules  three  times  daily  by  mouth,  continued  in  some  cases  for  as  long  as  six  months. 


1.  Undecylenic  Acid  and  Psoriasis,  editorial,  J.A.M.A.  139:460,  1949. 

2.  Perlman,  H.  H.:  J.A.M.A.  139:444,  1949. 

*Sevinon  trade-mark  of  Schcring  Corporation 
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advantages  of  CRYSTODIGIN  over 
whole-leaf  digitalis: 

More  dependable  effect  provided  with  an 
accurately  weighed  amount  of  a pure 
substance  than  with  crude  material 
which  contains  other  ingredients  irritat- 
ing to  the  gastro-inteslinal  tract. 

Easier  maintenance  with  CRYSTO- 
DIGIN (Crystalline  Digitoxin,  Lilly), 
which,  unlike  whole-leaf  digitalis,  is  uni- 
formly and  almost  completely  absorbed. 
No  less  prolonged  and  no  more  toxic. 


as  an  improved  digitoxin. 
CRYSTODIGIN  is  a single  crystalline- 
pure  glycoside.  It  exceeds  minimal 
requirements  for  ordinary  digitoxin, 
which  is  officially  allowed  to  be  a mix- 
ture of  glycosides  and  may  have  as 
little  as  80  percent  of  stated  content. 

CRYSTODIGIN  is  supplied  in  0.05-mg., 
0.1-mg.,  0.15-mg.,  and  0.2 -mg.  tablets 
and  as  Ampoules  'Crystodigin,’  0.2  mg., 
1 cc.,  and  in  10 -cc.  rubber -stoppered 
ampoules  containing  0.2  mg.  per  cc. 


ELI  LILLY  AND  COMPANY 

INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Complete  literature  on  CR\  STODIGIN 
is  available  from  your  Lilly  medical 
service  representative  or  will  be  for- 
warded upon  request. 
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Socialized  Medicine 

O,  to  be  in  England 
Now  that  health  is  free! 

Not  a farthering  needed 
For  an  appendectomy! 

Dentists  for  the  asking, 

For  Jnisband,  child,  or  spouse: 

O,  to  be  in  England 

Now  that  health  is  "on  the  house.” 

O,  to  be  in  England 
Where  the  pills  are  running  free! 
Help  yojirself  to  wooden  legs — 
Ne’er  a penny  fee. 

This  paternal  caring 

For  the  ailing  and  the  sick — 

Will  it  be  a cure-all 
For  the  body  politic? 


HOSPITAL  ENCROACHMENT 

rJ'HE  dictionary  defines  a hospital  as  an  institution  in 
which  sick  or  injured  persons  are  given  medical  and 
surgical  treatment.  This  does  not  imply  that  a hospital 
should  act  as  a physician.  Hospitals  today  render  serv- 
ices of  radiology,  pathology,  anesthesiology,  and  physical 
therapy  in  direct  competition  to  the  specialists  who 
attempt  to  follow  their  respective  professions.  These 
same  hospitals  depend  on  the  physicians  in  their  com- 
munities for  their  ability  to  keep  their  doors  open. 

Is  it  necessary  that  a hospital  enter  the  practice  of 
medicine  to  remain  economically  sound?  Is  it  a fair  prac- 
tice for  the  hospitals  to  enter  competition  with  the  in- 
terests that  sustain  it?  Whether  the  medical  profession 
approves  or  not,  it  is  unlikely  that  hospitals  are  going 
to  stop  practicing  medicine,  unless  a firm  and  concen- 
trated action  is  taken  by  interested  parties  to  prevent  this. 

In  the  state  of  California,  the  question  of  legality 
has  been  raised.  The  medical  societies  of  California  have 
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requested  that  the  law  step  in  and  abate  the  hospitals’ 
practice  of  medicine.  The  general  practitioner,  internist, 
and  surgeon  are  apt  to  sit  back  and  say,  “I’m  sorry,  but 
there  is  little  or  nothing  that  can  be  done  about  it.” 

Does  the  surgeon  realize  that  there  is  reason  to  be- 
lieve that  in  the  very  near  future  the  hospitals  may  well 
hire  surgeons  who  will  be  able  to  perform  appendec- 
tomies at,  let  us  say,  a cut  rate? 

In  a recent  meeting  of  the  American  Hospital  Asso- 
ciation in  Atlantic  City,  the  following  question  was 
vigorously  discussed:  What  are  the  steps  that  have  been 
taken  to  control  unnecessary  surgery  in  hospitals? 

It  is  interesting  to  list  the  conclusion  drawn  from 
the  discussion  of  this  question: 

“First,  that  the  board  of  trustees  of  a hospital  through 
the  administrator  as  co-ordinating  judge,  is  responsible 
for  all  surgery  performed  in  the  hospital. 

"Second,  this  responsibility  necessitates  annual  re- 
view of  the  character,  loyalty,  medical  and  surgical  con- 
science, and  qualifications  of  all  surgeons  on  the  surgical 
staff  by  a board-appointed  Credentials  Committee’  of 
the  staff. 

"Third,  at  least  two  reasons  why  surgery  is  per- 
formed unnecessarily  are  greed  on  the  part  of  the  sur- 
geon, and  excessive  ambition  on  the  part  of  the  young 
physician.” 

The  statement  that  unnecessary  surgery  is  being  per- 
formed in  any  hospital  is  highly  debatable;  but  appar- 
ently for  some  reason,  economic  or  otherwise,  the  hos- 
pital association  accepts  it  as  factual.  Conclusion  No.  3 
constitutes  a major  indictment  against  the  speciality  of 
surgery  by  lay  boards  of  trustees  or  hospital  adminis- 
trators, who  have  little  or  no  medical  or  scientific  knowl- 
edge to  support  this  type  of  indictment. 

Could  these  findings  be  construed  as  a method  of  ra- 
tionalizing eventually  that  employment  of  a salaried  sur- 
geon to  practice  his  art  in  direct  competition  with  the 
surgical  specialists  in  his  community.  This  “holier-than- 
thou”  attitude  can  well  cover  the  hospitals’  real  reason 
for  entering  this  competition.  The  hospital  is  not  pri- 
marily interested  in  how  well  this  surgery  is  done.  It  is 
interested  in  increasing  its  revenue. 

Let  us  face  facts.  In  many  teaching  hospitals  today 
physicians  have  their  offices  within  the  institutions,  and 
turn  their  fees  over  to  the  hospitals.  This  practice  has 
become  so  prevalent  that,  for  example,  in  the  state  of 
Massachusetts  arrangements  are  under  way  whereby  the 
physicians'  services  in  the  hospitals  are  to  be  billed  sepa- 
rately in  the  name  of  the  practitioner. 

Hospitals,  like  any  business,  are  interested  in  de- 
creasing deficits;  and,  if  they  continue  to  practice  medi- 
cine, eventually  they  may  well  enter  into  competition 
with  every  practitioner  of  medicine,  no  matter  what  his 
particular  field  may  be.  This  is,  indeed,  an  extremely 
serious  matter. 

In  the  ranks  of  our  profession,  we  have  such  men  as 
Dr.  Channing  Frothingham,  past-President  of  the  Massa- 
chusetts Medical  Society,  who  describes  himself  as  "a 
Republican  and  a member  of  the  American  Medical 
Association,"  who  believes  that  many  doctors  would 
support  the  Federal  Health  Insurance  Plan,  ”if  they 
knew  the  real  facts  instead  of  the  distorted  picture  circu- 
lated by  the  A.M.A.”  It  has  been  suggested  that  the 
A.M.A.  withdraw  its  approval  of  the  hospitals  that  en- 


gage in  the  practice  of  medicine  or  in  the  exploitation 
of  their  own  medical  staffs. 

Apparently  the  A.M.A.  is  reticent  about  doing  this. 
If  they  continue  to  be  as  reticent  as  they  have  been  in 
the  past  with  men  like  Frothingham  in  our  ranks,  the 
time  may  well  come  when  the  medical  profession  will 
find  itself  in  this  predicament.  The  hospitals  will  be  prac- 
ticing the  medicine,  and  it  will  be  a comparatively  simple 
matter  to  integrate  into  socialized  medicine  some  5000 
general  hospitals  and  leave  some  200,000  private  prac- 
titioners of  medicine  out  in  the  cold. 


PROFESSIONAL  PROCUREMENT 

(THE  DOCTOR  DRAFT) 

There  is  every  reason  to  believe  that  early  in  1949  an 
attempt  will  be  made  by  Congress  to  amend  the  Selective 
Service  Act  to  supply  physicians  to  remedy  the  shortage 
of  medical  officers  in  the  expanded  armed  forces.  The 
medical  profession  has  always,  and  will  always,  accept 
its  role  toward  the  prevention  of  war.  It  has  been  said  by 
some  individuals  that  perhaps  demobilization  took  place 
too  early,  but  surely  it  is  true  that  this  opinion  is  not 
held  by  the  majority  of  physicians  who  wore  the  uniform 
in  either  World  War  I or  World  War  II. 

There  have  been,  justifiably,  many  “gripes”  regarding 
the  physician’s  service  in  World  War  II.  The  present 
Surgeon  General  is  making  every  effort  to  eliminate  the 
major  complaints,  but  it  is  highly  questionable  that  mili- 
tary service  can  be  made  sufficiently  attractive  to  induce 
physicians  to  enter  on  a voluntary  basis.  Very  recently, 
for  example,  the  pay  has  been  raised  for  army  medical 
officers.  However,  this  increased  in  pay  has  not  attracted 
additional  personnel. 

It  has  been  estimated  that  the  Army  needs  3540  gen- 
eral practitioners  and  400  specialists.  The  Surgeon  Gen- 
eral believes  that  the  citizen  army  should  not  be  staffed 
completely  by  regular  army  officers,  but  should  be  re- 
inforced by  civilian  physicians  on  temporary  military 
duty.  There  is  a divergence  of  opinion  as  to  the  number 
of  physicians  the  military  really  needs.  Dr.  William  Dock 
is  of  the  opinion  that  the  army's  wants  are  exaggerated. 
He  openly  states  that  the  army  desires  one  physician  for 
every  165  men,  and  that  the  public  is  supposed  to  get 
along  with  one  physician  for  every  800  individuals.  Dr. 
Dock  has  a point  which  he  makes  very  definitely;  that  is, 
the  expected  incidence  of  illness  and  injury  among  healthy 
young  men  between  the  ages  of  18  and  40  is  probably 
only  one-quarter  of  the  incidence  in  the  general  popula- 
tion. Hence,  why  should  the  army  need  almost  five  times 
as  many  doctors?  This  question  and  similar  questions 
must  be  considered  and  acted  upon  early  in  1949. 

The  Army  and  Air  Force  are  considering  initiating  a 
Professional  Personnel  Procurement  Program.  A recom- 
mendation is  made  that  a sub-committee  be  appointed  to 
be  called  the  Professional  Manpower  Committee,  to  be 
headed  jointly  by  an  outstanding  local  physician  or 
surgeon,  and  an  outstanding  dentist.  The  duties  of  this 
committee  are  set  forward  in  the  communication  as  fol- 
lows: "Members  of  the  Professional  Manpower  Commit- 
tee could  be  expected  to  serve  as  local  spokesmen  tor 
the  Army  Medical  Department  and  for  their  respective 
professions  in  contact  with  local  profession-school  stu- 
dents, interns,  residents,  and  those  professional  people 
now  engaged  in  practice.  Other  functions  can  be  sug- 
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gested  for  them  as  the  program  develops.  The  Military 
Manpower  Committee  itself  should  support  the  Profes- 
sional  Manpower  Committee’s  undertakings  and  make 
available  its  publicity  and  liaison  channels  throughout 
the  community." 

This  in  itself  does  not  sound  obnoxious,  and  repre- 
sents simply  an  attempt  on  the  military's  part  to  volun- 
tarily obtain  personnel.  However,  there  may  be  a joker 
so  far  as  this  committee’s  work  is  concerned  because  in 
another  part  of  the  communication  from  the  same  source, 
the  following  statement  is  made:  "The  first  project  to  be 
undertaken  by  the  Professional  Manpower  Committee 
could  be  a survey  to  determine  the  community's  resources 
in  terms  of  this  program,  and  the  number  of  people  in 
each  profession  who  might  be  considered  prospective 
volunteers  for  military  service.  Each  professional  society 
or  association  should  be  asked  to  co-operate  in  surveying 
the  profession  it  represents.  In  the  case  of  quotas  which 
some  national  professional  groups  may  have  adopted, 
these  quotas  can  be  projected  against  the  community’s 
resources." 

The  president  of  the  local  medical  society  will  un- 
doubtedly be  called  upon  to  designate  the  physician 
member  of  the  Professional  Manpower  Committee.  This 
will  be  a thankless  task  for  both  the  president  of  the 
society  and  his  appointee  because  he  will  be  required  to 
give  some  statement  as  to  who  might  be  considered  as  a 
prospective  volunteer.  Individual  volunteers  are  apt  to  be 
rare.  Extreme  discretion  will,  by  necessity,  have  to  be 
exercised  in  order  that  the  spirit  of  fair  play  be  main- 
tained throughout  this  procedure.  Basically  one  must 
remember  that  the  volunteer  system  of  procurement  has 
certain  outstanding  faults.  The  majority  of  physicians 
are  perfectly  willing  to  do  their  duty  so  long  as  their 
brother  physicians  are  doing  theirs  as  well,  but,  in  the 
vernacular,  hate  "to  be  played  for  suckers."  The  volun- 
tary system  is,  in  reality,  unfair.  It  rewards  the  self- 
seeker,  and  penalizes  the  willing  and  conscientious.  It 
must  also  be  realized  that  the  volunteer  system  up  to 
the  present  has  been  found  wanting,  in  terms  of  the 
present  professional  personnel  procurement. 

Whether  the  medical  profession  approves  legislation 
relative  to  the  procurement  of  physicians  depends  on 
whether  that  legislation  is  fair  and  efficient.  If  it  is,  the 
profession  will  respond  as  it  has  in  the  past,  regardless 
of  the  personal  sacrifices  that  may  be  entailed. 

It  is  well  to  remember,  however,  that  there  are  many 
physicians  who  only  recently  have  been  able  to  develop 
their  practice  following  a term  of  service  in  World  War 
II.  These  physicians  will  not  look  with  great  favor  upon 
any  program  which  attempts  to  place  them  back  in  the 
service.  While  Congress's  contemplated  action  will  un- 
doubtedly chiefly  concern  the  doctors  who  were  trained 
under  ASTP  and  V-12  at  government  expense,  appar- 
ently the  number  of  physicians  in  these  categories  will 
not  be  sufficient  for  military  needs.  Additional  practi- 
tioners must  be  obtained.  Whether  these  men  will  enter 
the  service  by  the  volunteer  system  is  questionable,  and, 
should  they  be  procured,  extreme  discretion  will  have 
to  be  exercised  by  those  entrusted  with  this  irksome  duty. 

We  are  not  at  war.  We  are  simply  training  an 
armed  force.  Would  it  not  be  possible  for  members  of 
the  medical  profession  who  were  unable  to  serve  their 
country  in  World  War  II  because  of  minor  physical 
disability  to  serve  as  medical  officers  in  permanent  in- 
stallations in  a training  program  such  as  is  contemplated 
by  the  armed  forces  at  the  present  time? 


EL  PASO  COUNTY  MEDICAL 
SOCIETY  TUMOR  CLINIC 

A total  of  187  cancer  cases  were  handled  last  year 
by  El  Paso  County  Medical  Society's  Tumor  Clinic, 
which  was  recently  moved  from  City-County  Hospital 
to  408  East  Overland  Street. 

The  Society's  committee  in  charge  of  the  clinic  is 
headed  by  Dr.  ].  Richard  Fuchlow  and  has  as  other 
members  Drs.  Russell  L.  Deter,  M.  S.  Hart  and  H.  F. 
Heslington. 

The  clinic  is  supported  by  funds  from  the  American 
Cancer  Society  through  its  local  lay  organization,  the 
El  Paso  County  Unit  of  the  American  Cancer  Society. 

Regular  weekly  meetings  are  held  in  the  clinic,  where 
any  doctor  can  bring  a case  for  discussion  of  diagnosis 
and  proper  treatment.  An  average  of  14  local  physicians 
attended  these  weekly  meetings  last  year.  None  received 
any  financial  remuneration  for  this  work. 

The  clinic  was  recently  given  official  recognition  by 
the  American  College  of  Surgeons  as  an  approved  clinic. 

A total  of  $5000  was  given  by  the  American  Cancer 
Society  last  year  for  the  clinic’s  work. 

Newest  addition  to  the  clinic  is  a loan  closet  consist- 
ing of  equipment  and  appliances,  a gift  of  the  Business 
and  Professional  Women's  Club.  The  closet  has  been 
named  the  Ruth  Lester  and  Martha  Plummer  Memorial 
Loan  Closet  for  two  El  Paso  women  who  died  from 
cancer  last  August.  Both  women  were  members  of  the 
B.  and  P.  W.  Club. 

Items  in  the  closet  are  for  patients  with  cancer  or 
for  those  convalescing  from  treatment  of  cancer.  They 
are  loaned  to  patients  at  the  request,  of  their  physicians. 
All  such  requests  must  be  cleared  through  Mrs.  Tommie 
Sadler,  nurse  in  charge  of  the  clinic. 

In  speaking  of  the  closet,  Mrs.  Charles  C.  Carpenter, 
who  is  immediate  past  president  of  the  B.  and  P.  W. 
Club  as  well  as  executive  secretary  for  the  Cancer  In- 
formation Center,  said: 

"Of  necessity  or  by  choice,  many  of  those  suffering 
from  cancer  remain  at  home  during  the  greater  part  of 
their  illness.  The  general  shortage  of  hospital  beds  re- 
stricts the  use  of  available  accommodations  to  those  who 
appear  to  be  curable,  or  who,  at  least  may  be  reason- 
ably benefited. 

Moreover,  the  expense  of  prolonged  hospitalization 
is  beyond  the  means  of  most  families.  Others  prefer  to 
remain  at  home  because  of  the  chronic  nature  of  cancer, 
or  when  the  hospital  is  far  removed  and  distance  pre- 
vents frequent  visits  of  family  and  friends." 

The  clinic  has  a filing  system  that  will  keep  the  medi- 
cal history,  slide  and  x-ray  of  each  cancer  case  under 
the  same  file  number. 

Equipment  for  the  system  includes  a four-panel  view- 
ing box,  a micro-projector,  an  examining  table,  a steril- 
izer for  instruments,  a micro-slide  filing  cabinet,  an 
x-ray  slide  filing  cabinet  and  a delineator. 

Nine  nationally-known  figures  in  their  respective  spe- 
cialties have  been  brought  to  El  Paso  since  January, 
1948,  to  conduct  tumor  clinic  meetings  and  to  address 
El  Paso  County  Medical  Society  sessions. 

This  was  made  possible  through  funds  of  the  Ameri- 
can Cancer  Society  and  through  special  funds  of  the 
Cancer  Control  Division  of  the  Texas  State  Board  of 
Health.  Each  of  these  tumor  clinics  was  devoted  to  the 
specialty  of  the  visiting  speaker. 
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THE  VALUE  OF  POST-OPERATIVE  RADIATION  IN 
CANCER  OF  THE  BREAST-- WHEN,  WHY  AND  HOW* 

By  Theodore  P.  Eberhard.  M.  D.  and  Paul  C.  Swenson,  M.  D. 

Department  of  Radiology,  Jefferson  Medical  College  Hospital,  Philadelphia,  Pa. 


In  any  intelligent  cancer  treatment  our  purpose  is  to 
kill  malignant  tissue  or  at  least  to  render  it  inactive.  We 
now  believe  that  there  is  little  use  in  speaking  about 
sublethal  doses  for  the  general  purpose  of  slowing  down 
the  growth  of  cancer  cells  and  thereby  discouraging 
metastases.  This  procedure  was  considered  rational  in 
past  years  for  both  pre-  and  post-operative 
irradiation  of  the  breast;  but  subsequent  ex- 
perience has  taught  us  that  the  so-called 
prophylactic  irradiation  has  no  valid  pur- 
pose. It  is  as  important  to  give  a canceri- 
cidal  dose  to  one  single  remaining  cancer 
cell  as  it  is  to  a million  such  cells.  If,  there- 
fore, there  is  reason  to  believe  that  there 
is  residual  disease  after  operation;  it  should 
be  treated  with  full  effect,  not  prophy- 
lactically. 

The  problem  of  the  treatment  of  post- 
operative carcinoma  of  the  breast  then  re- 
solves itself  into  two  problems:  first,  which 
cases  to  treat,  and  second,  how  to  treat 
them.  If  a prudent  decision  is  to  be  made  concerning 
the  treatment  of  the  individual  case,  we  must  know  sev- 
eral things.  We  must  know  the  size  of  the  original  tumor, 
its  location,  something  about  its  duration,  the  condition 
of  the  overlying  skin,  the  relation  of  the  tumor  to  the 
underlying  fascia,  the  histologic  nature  of  the  growth, 
and  the  extent  of  the  involvement  of  the  regional  nodes. 
The  age  of  the  patient  probably  makes  little,  if  any, 
difference. 

FACTORS  DISCUSSED 

It  will  immediately  be  apparent  that  these  above  fac- 
tors are  those  concerned  with  operability  and  surgical 
curability  as  discussed  by  Haagensen  and  Stout  in  their 
article  on  the  criteria  of  operability.  (1>  They  are  also 
also  the  same  factors  which  enter  into  the  Steinthal  clas- 
sification of  breast  tumors'2)  and  the  malignancy  index 
of  Gordon  Richards.'3)  We  believe  in  our  clinic  that 
the  Haagensen-Stout' !)  criteria  or  the  Gorden  Rich- 
ards'3) indices  should  be  rigidly  observed  by  the  surgeon 
before  operating.  That  means,  of  course,  that  the  sur- 
geon will  not  operate  on  any  case,  which  has  the  Haagen- 
sen-Stout'1) criteria  of  inoperability,  or  with  a high 
Richards'3)  index. 

Unfortunately,  too  many  surgeons  do  not  observe 
these  criteria,  and  thus  the  problem  of  the  radiothera- 
peutist is  made  doubly  difficult;  and  the  importance  of 
his  acquiring  all  of  the  information  possible  about  the 
pre-operative  status  of  the  patient  is  increased. 

SALVAGE  RATE 

In  all  of  the  analyzed  series  previously  mentioned, 
it  was  demonstrated  that  a salvage  rate  for  five  years 
of  eighty-five  percent  or  better  should  be  obtained  in 
truly  operable  or  Stage  I cases.  These  series  also  demon- 
strate that  the  majority  of  those  patients  who  are  not 
saved  by  operation  die  of  distant  metastases.  In  the  bor- 

*This paper  was  presented  before  the  International 
Post-Graduate  Medical  Assembly,  San  Antonio,  Texas, 
January  25-27,  1949. 


derline  group,  or  the  Steinthal  II  classification,  there  will 
be  a large  percentage  of  supraclavicular  metastases  which 
develop  after  operation;  whereas  not  over  ten  percent 
will  show  local  recurrence  in  the  lungs,  chest  wall  or 
axillary  wound.  All  of  these  conclusions  are,  of  course, 
based  upon  the  supposition  that  a sufficiently  radical 
procedure  has  been  done  with  meticulous 
care.  In  the  Steinthal  III  classification  or  the 
definitely  inoperable  group  of  Haagensen 
and  Stout'1)  one  may  expect  extensive  local 
recurrence  as  well  as  supraclavicular  metas- 
tases. Naturally,  nearly  all  of  these  cases 
will  sooner  or  later  show  evidence  of  dis- 
tant metastases. 

SEEDS  PLANTED 
Now  what  does  this  mean  to  the  radio- 
therapeutist? It  means,  first  of  all,  that  if  a 
; ( case  were  truly  operable  or  surgically  cur- 
I able  and  operation  properly  done,  post- 
operative radiation  of  the  operative  area 
and  the  supraclavicular  region  is  not  indi- 
cated. These  people  die  of  distant  metastases,  the  seeds 
of  which  were  planted  either  before  or  at  the  time  of 
the  operation.  The  therapist  cannot  radiate  the  entire 
body  sufficiently  to  destroy  cancer  in  any  or  all  locations. 
He  must  restrict  his  attack  to  the  most  likely  area.  When 
there  is  no  "likely”  area,  then  such  restriction  becomes 
rationally  impossible  and  the  therapeutist  is  forced  to 
the  reluctant  conclusion  that  he  can  do  nothing  but  wait 
until  clinical  evidence  of  metastases  gives  him  a target 
at  which  to  aim. 

Now,  unfortunately,  the  radiotherapeutist  seldom  sees 
the  patient  himself  before  operation.  He  is,  therefore, 
forced  to  depend  upon  the  reliability  and  veracity  of  the 
surgeon;  and,  as  every  therapeutist  knows,  he  must 
learn  to  know  his  referring  surgeon.  The  therapeutist 
must  learn  to  recognize  an  adequate  operation  when  he 
sees  one.  If  inadequate  skin  removal  is  done,  and  large 
amounts  of  subcutaneous  fat  and  even  muscle  are  left 
in  the  operative  field;  and,  further,  if  a full,  well-padded 
axilla  remains,  he  knows  that  his  general  criteria  for 
applying  x-ray  treatment  are  of  no  value.  The  patient 
may  have  been  operable,  but  she  was  not  adequately 
operated. 

SPECIAL  CLASS 

A very  few  of  these  apparently  operable  cases  fall 
into  a special  class  which  can  only  be  identified  by  the 
pathologist.  An  extremely  small  palpable  mass  may 
show  wide-spread  infiltration  throughout  the  fat  of  the 
breast.  A very  careful  examination  of  the  axilla  may 
disclose  nodes  which  could  not  be  palpated  pre-opera- 
tively  and  which  nevertheless  contained  cancer.  The 
pre-operative  classification  of  the  case  is  thereby  auto- 
matically changed  by  the  post-operative  findings.  Upon 
the  latter  the  therapeutist  must  base  his  decision. 

In  these  admittedly  borderline  groups  a detailed 
knowledge  of  the  histologic  findings  is  essential.  If  the 
tumor  turns  out  to  be  well  differentiated,  situated  far  out 
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toward  the  nipple  in  a large  breast  and  to  be  one  which 
has  metastasized  by  embolus  to  a single  low  anterior 
axillary  node,  the  supposition  can  be  that  an  adequate 
operation  will  have  removed  all  of  the  local  disease. 
Another  tumor  of  the  same  size  and  the  same  location 
and  with  the  same  single  node  metastases  may  show 
diffuse  infiltration  in  the  fat  and  breast  parenchyma, 
leading  one  to  the  conclusion  that  even  the  most  radical 
procedure  in  the  zone  between  the  skin  and  ribs  can 
hardly  have  removed  all  of  the  tumor  cells.  A third 
tumor,  again  of  the  same  size,  but  in  the  inner  quadrants 
of  the  breast,  may  well  be  expected  not  to  show  any 
axillary  metastases.  These  tumors  are  more  likely  to 
metastasize  directly  to  the  supraclavicular  region  and 
into  the  mediastinum  by  way  of  the  internal  mammary 
lymphatics.  Crossed  metastases  to  the  opposite  breast 
and  axilla  are  more  common  from  this  last  type  of 
tumor.  A lesion  in  a very  small  breast,  and  particularly 
one  in  the  upper  inner  quadrant  again  will  confront  the 
surgeon  with  an  almost  insurmountable  problem.  The 
patient  may  have  been  clinically  operable,  but  the  his- 
tologic findings  will  show  that  she  was  technically  in- 
operable. 

INOPERABLE  CASES 

Finally  there  are  the  inoperable  cases  by  classifica- 
tion, which  have  had  the  misfortune  to  have  been  op- 
erated upon  unwisely.  Most  of  the  time  the  tumor  in 
such  cases  will  show  recurrence  throughout  the  opera- 
tive field,  but  a detailed  knowledge  of  the  clinical  and 
histologic  findings  may  indicate  the  most  likely  area  in 
which  a palpable  subcutaneous  nodule  may  be  expected 
to  appear.  A mass  felt  in  such  an  area  would  thus  be 
suspicious  of  tumor,  whereas  elsewhere  one  might  tem- 
porize with  a small  mass  if,  for  example,  it  suggested 
a lesion  accompanying  a retained  non-absorbable  suture. 

In  all  of  the  more  advanced  cases,  the  natural  history 
of  the  tumor  and  conclusions  based  on  statistical  evidence 
give  the  radiotherapeutist  one  or  more  logical  targets. 
These  are,  in  the  order  of  their  frequency  of  involve- 
ment, (1)  the  medial  supraclavicular  region,  (2)  the 
high  axilla,  (3)  the  mediastinal  nodes  and,  (4)  the  op- 
erative area  itself.  Local  recurrence  or  regional  metas- 
tases are  likely  to  occur  in  these  areas  at  any  time.  The 
conclusion  seems  fairly  well  established  that  prompt, 
thorough,  post-operative  radiation  will  sterilize  these 
areas  and  prevent  painful  disfiguring  secondary  growth 
in  a considerable  proportion  of  cases.  It  will  not  destroy 
distant  deposits  which  have  already  been  seeded,  but  in 
a small  number  of  instances  it  may  prevent  the  spread 
which  would  occur  if  a regional  focus  were  allowed  to 
continue  to  develop.  We,  therefore,  believe  that  all  of 
these  cases  should  receive  post-operative  irradiation  to 
the  supraclavicular  area  and  that  most  should  have  the 
high  portion  of  the  axilla  included  in  the  field  and  that 
the  medial  quadrant  lesions  should  have  the  mediastinal 
nodes  treated.  Having  once  made  this  decision  the  only 
problem  remaining  is  that  of  getting  an  adequate  dosage 
into  the  desired  area  with  as  little  damage  to  underlying 
and  surrounding  tissue  as  possible. 

BASIC  TECHNIQUE 

In  the  more  usual  situation,  we  attempt  to  deliver 
radiation  to  the  supraclavicular  region  and  the  upper 
axilla.  Our  basic  technique  involves  the  use  of  an  an- 
terior field  10x10  cm.  or  10x15  cm.  extending  from 


after  the  most  radical  surgical  procedure,  have  a great 
tendency  to  recur.  In  this  case  a field  covering  the  sup- 
the  suprasternal  notch  out  across  the  supraclavicular 
fossa  and  down  along  the  slope  of  the  thoracic  cage.  It 
is  obvious  that  a portion  of  the  lung  field  is  included 
in  the  radiation  in  this  field;  but  this  is  unavoidable,  since 
the  lymphatics  draining  the  breast  are  draped  rather 
profusely  over  the  curve  of  the  chest  wall.  A similar 
field  is  used  posteriorly.  These  fields  supply  crossfire  to 
the  whole  area  from  the  angle  between  the  sternocleido- 
mastoid muscle  and  the  clavicle,  which  is  the  site  of  the 
most  commonly  involved  palpable  nodes,  outward  and 
downward  as  far  along  the  path  of  the  axillary  vessels 
as  it  is  desired  to  go  in  the  particular  case.  It  is  quite 
possible  to  install  these  fields  with  the  patient  sitting 
up  in  a chair.  It  is  our  general  custom  to  give  a sufficient 
dose  (measured  in  air)  so  as  to  deliver  about  3500  r to 
the  coronal  plane  of  the  crossfired  region. 

THIRD  FIELD 

A third  field  directly  into  the  axilla,  is  used  to  sup- 
plement these  two.  The  necessity  or  even  the  desirability 
of  using  this  field  may  be  possibly  open  to  question.  If 
the  original  tumor  was  one  which  could  be  expected  to 
do  its  damage  primarily  toward  the  medial  aspect  of 
the  thorax;  and  if  the  patient  is  a large  individual  in 
whom  the  distance  from  the  medial  supraclavicular  fossa 
to  the  axillary  field  is  large,  one  probably  accomplishes 
very  little  beyond  giving  the  patient  considerable  pain 
and  discomfort  in  the  axilla.  Incidentally,  care  must  be 
exercised  that  the  anterior  and  posterior  fields  do  not 
also  crossfire  the  axillary  skin;  for  the  reaction  in  this 
intertriginous  area  is  sufficiently  severe  with  the  one 
field  alone.  In  the  small  or  average  sized  person,  an  air 
dose  of  2500  r to  each  of  these  fields  will  usually  pro- 
duce a total  tissue  dose  of  3500  r or  better  in  all  portions 
of  the  irradiated  block  of  tissue.  In  a large  individual  it 
may  be  necessary  either  to  replace  the  axillary  field  or 
to  supplement  it  by  a small  field  delivered  directly  to 
the  medial  supraclavicular  region  vertically  from  above. 

In  cases  of  borderline  operability  which  have  been 
adequately  operated  and  in  which  the  original  tumor 
was  in  the  outer  half  of  the  breast,  we  feel  that  treatment 
of  the  foregoing  fields  is  all  that  is  necessary.  Our  dosage 
varies  from  200  r per  day  to  one  field  up  to  200  r per  day 
to  each  of  two  fields,  depending  upon  the  patient’s  re- 
action to  the  radiation.  We  use  200  Kv.  radiation  with 
a half  value  layer  of  .95  MM.  of  copper.  The  order  in 
which  the  fields  are  treated  makes  no  difference,  but  the 
treatment  must  be  given  at  least  five  and  preferably  six, 
or  even  seven  days  a week. 

AXILLARY  FIELD  OMITTED 

When  the  tumor  is  in  the  upper  inner  quadrant,  we 
omit  the  axillary  field  and  add  an  anterior  mediastinal 
portal.  This  should  cover  the  area  from  the  suprasternal 
notch  down  to  a point  at  least  well  below  the  site  of  the 
tumor,  going  as  close  to  the  xyphoid  process  as  we  can. 
We  try  to  avoid  carrying  the  field  so  far  down  that  we 
irradiate  the  upper  portion  of  the  stomach.  This  field 
need  never  be  over  10  cm.  wide  and  in  the  majority  of 
the  cases  can  be  reduced  to  a square  6 cm.  or  8 cm. 

Beyond  these  basic  techniques  there  are  a number  of 
variations  which  depend  upon  the  characteristics  of  the 
individual  case.  For  example,  an  ulcerating  tumor  sit- 
uated far  out  in  the  axillary  tail  of  the  breast  will,  even 
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posedly  involved  area  is  used  and  is  treated  with  me- 
dium voltage  rays  in  the  neighborhood  of  140  Kv.  and 
a half  value  layer  of  .5  mm.  of  copper.  Again  we  believe 
that  a tumor  dosage  of  at  least  3500  r delivered  in  a period 
of  between  two  and  a half  and  four  weeks  is  the  op- 
timum. Faster  treatment  than  this,  with  the  same  dosage, 
leads  to  excessively  severe  reaction.  Protraction  of  the 
same  dosage  beyond  four  weeks  results  in  persistent 
tumor  as  does  lesser  dosage.  Higher  dosage,  like  inade- 
quate treatment  resulting  from  protraction,  leads  to  ex- 
cessive reaction  and  late  necrosis  in  the  treated  areas. 
PROPHYLACTIC  RADIATION 

We  should  again  emphasize  that  there  is  no  such 
thing  as  prophylactic  radiation  in  the  ordinary  sense  of 
the  word.  When  the  surgeon  sends  a patient  to  us  with 
a request  for  prophylactic  radiation,  he  usually  means 
"just  a little  radiation."  He  has  in  mind  inactivating 
cells  or  blocking  lymphatics  or  "just  killing  off  those 
few  cells  that  were  left.  Unfortunately,  radiation  doesn't 
work  that  way.  It  is  almost  similar  to  cutting  off  just  a 
small  part  of  the  tumor.  It  takes  a definite  amount  of 
radiation  to  devitalize  any  tumor.  We  don't  know,  of 
course,  exactly  how  radiation  does  act  on  tumors; 
whether  it  acts  entirely  on  the  cancer  cell  directly  or 
whether  it  is  a devitalization  or  secondary  effect  resulting 
from  vascular  changes  and  connective  tissue  damage. 

In  any  event,  whatever  the  answer  may  be,  it  is  logi- 
cal to  assume,  and  observation  seems  to  bear  out  the 
impression,  that  a certain  amount  of  radiation  is  just  as 
necessary  to  kill  one  cancer  cell  as  it  is  to  kill  ten  million 
cells.  Therefore,  if  one  is  going  to  treat  these  cases  at 
all  he  should  treat  them  with  the  hope  of  arresting  any 
tumor  growth  completely  in  the  treated  area.  In  other 
words,  the  treatment  may  be  prophylactic  only  in  the 
sense  that  one  is  treating  an  area  in  which  disease  is 
not  positively  known  to  exist.  It  may  better  be  termed 
palliative  therapy  in  the  sense  that  one  is  reasonably  sure 
that  distant  metastases  will  occur.  But  so  far  as  the  treat- 
ment itself  is  concerned  in  the  local  area,  it  is  curative 
therapy,  and  nothing  less  than  curative  therapy  is  justi- 
fied. One  has  only  one  opportunity  to  kill  cancer  cells  by 
radiation  in  the  vast  majority  of  instances  and  that  is  at 
the  first  time  of  treatment. 

SECOND  ATTACK 

Occasionally  one  may  attack  the  failures  a second 
time  and  succeed,  but  this  is  indeed  rare.  It  is  especially 
rare  with  a growth  such  as  a cancer  of  the  breast  which 
has  such  a tremendous  tendency  to  metastasize  as  it 
develops.  We  also  believe  that  there  is  very  little  point 
in  administering  so-called  prophylactic  radiation  six  to 
eights  months  after  operation.  Time  and  again  we  en- 
counter surgeons  whose  wound-healing  in  certain  cases 
has  been  poor  and  who,  therefore,  send  patients  in  for 
post-operative  prophylactic  radiat'on  after  a relatively 
long  post-operative  period.  To  our  minds  this  is  illogical. 
These  patients  will  undoubtedly  have  already  shown  a 
spread  of  the  tumor  if  there  is  ever  going  to  be  any. 
Most  of  the  time,  they  already  show  signs  of  local  re- 
currence, if  they  belong  to  the  group  which  will  do  so 
anyway  within  less  than  three  or  four  years.  We  are, 
of  course,  forced  to  treat  most  of  these  cases  under  duress 
and  against  our  better  judgment;  but  we  believe  a con- 
stant attempt  should  be  made  to  educate  surgeons  in  the 
natural  history  of  carcinoma  of  the  breast  and  in  the 


real  potentialities  of  radiation  therapy  when  intelligently 
administered. 

SUMMARY 

In  summary  then,  our  plan  of  post-operative  treat- 
ment for  cancer  of  the  breast  is  briefly  this: 

1.  No  post-operative  treatment  whenever  we  know 
the  surgeon  is  reasonably  confident  that  all  malignant 
tissue  has  been  adequately  removed. 

2.  A full  cancericidal  dose  is  given  to  those  areas 
most  frequently  found  to  harbor  metastases.  The  areas 
treated  will  depend  on  the  operative  findings,  natural 
history  and  general  characteristics  of  the  tumor. 

3.  If  post-operative  therapy  is  to  be  given  at  all, 
no  prophylactic  dose  by  definition  is  considered  adequate. 

4.  Recurrences  are  thoroughly  treated  as  they  be- 
come clinically  manifest. 
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Scientific  Transcriptions 

Recording  of  scientific  papers  by  means  of  transcrip- 
tion is  rapidly  gaining  favor.  At  many  conferences  the 
speaker’s  microphone  is  connected  with  a recording  ap- 
paratus, or  in  some  cases,  several  recording  apparatuses, 
and  the  speaker’s  remarks  are  thereby  made  in  the  form 
of  a permanent  record.  These  records  have  great  value 
for  teaching  purposes,  both  for  undergraduates  and  for 
post-graduates. 

It  might  be  well  in  cities  of  the  Southwest  to  consider 
the  feasibility  of  introducing  a system  by  which  transcrip- 
tions could  be  made  of  the  scientific  proceedings  of  local 
medical  societies,  special  societies,  and  staff  meetings  of 
hospitals.  The  material  would  then  become  a permanent 
record  and  could  be  used  for  reference  at  future  dates 
or  could  be  re-edited  and  published  so  that  more  people 
could  benefit  from  the  subject  matter. 


Influenza  Center 

An  influenza  information  center  has  been  established 
at  the  National  Institute  of  Health  in  Maryland.  It  has 
for  its  function  principally  the  prevention  of  pandemic 
influenza,  such  as  was  seen  in  1918.  This  information 
center  will  serve  as  a liaison  office  between  the  interna- 
tional influenza  center,  established  at  the  National  Insti- 
tute for  Medical  Research  in  London,  and  the  participat- 
ing American  laboratories. 

The  proposed  plan  is  that,  when  a significant  out- 
break of  respiratory  disease  is  reported  in  a given  com- 
munity, the  information  center  will  see  that  serologic 
tests  are  carried  out  on  patients  for  the  presence  of  anti- 
bodies against  the  influenza  virus.  Attempts  will  be  made 
to  isolate  any  new  virus,  and  the  information  center  will 
study  the  data  received  and  attempt  to  have  the  appro- 
priate strains  of  virus  considered  for  inclusion  in  com- 
mercial vaccines. 
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An  Invitation  From  The  American  Academy  Of  General 
Practice:  Twenty-One  Questions  And  Answers 


Because  probably  three-fourths  of  the  2.000 
readers  of  Southwestern  Medicine  are  general 
practitioners  the  editors  take  pleasure  in  publish- 
ing this  summary  of  the  nature  and  purpose  of 
the  newly-organized  American  Academy  of  Gen- 
eral practice. 

1 . What  is  the  American  Academy  of  General 
Practice? 

The  American  Academy  of  General  Practice  is  a na- 
tional association  of  general  practitioners  of  medicine 
and  surgery.  • 

2.  Wliat  are  the  requirements  for  membership? 

To  be  eligible  for  membership  a candidate  must  be 
a graduate  of  an  approved  medical  school  with  a mini- 
mum of  one  year  of  rotating  intemeships  in  an  approved 
hospital,  a member  of  his  county  medical  society,  licensed 
to  practice  medicine  and  surgery  in  the  state  of  his  resi- 
dence. of  high  moral  and  ethical  character.  He  must  have 
shown  interest  in  continuing  his  medical  advancement  by 
engaging  in  post-graduate  education. 

3.  What  is  meant  by  the  term  “general  practi- 
tioner”? 

A general  practitioner  is  a licensed  physician  and 
surgeon  who  holds  the  degree  of  M.  D.,  and  who  does 
not  limit  his  practice  exclusively  to  a particular  field  of 
medicine  or  surgery. 

4.  How  much  postgraduate  training  is  required  of 
candidates  for  membership? 

The  by-Laws  of  the  Academy  require  that  a candi- 
date for  membership  shall  have  been  engaged  in  the  gen- 
. eral  practice  of  medicine  for  at  least  three  years  preced- 
ing the  date  of  his  application.  During  this  period  he  must 
have  shown  interest  in  continuing  his  medical  advance- 
I ment  by  engaging  in  some  postgraduate  educational 
activities. 

Postgraduate  educational  activities  include  attendance 
at  hospital  staff  meetings,  county,  state,  and  national 
society  meetings,  refresher  courses  and  formal  courses,  or 
rotating  residencies  conducted  by  approved  institutions. 

5.  What  must  a member  do  to  retain  his  member- 
ship? 

All  active  memberships  terminate  at  the  end  of  three 
years.  To  be  eligible  for  continued  membership,  a mem- 
ber must  have  spent  a minimum  of  150  hours  during  this 
three  year  period  in  postgraduate  training  of  a nature 
acceptable  to  the  Membership  Committee.  Any  of  the 
activities  listed  above  will  count  toward  fulfillment  of 
the  150  hour  requirement  during  a three  year  period. 

6.  What  are  the  objectives  of  the  Academy? 

The  basic  philosophy  of  the  Academy  is:  Improved 
standards  and  quality  in  general  practice  among  the 
general  practitioners  who  render  more  than  80  per  cent 
of  the  medical  care  furnished  in  this  country  today  will 
react  to  the  great  benefit  of  all  the  public  and  all  the 
medical  profession. 


The  objects  and  purposes  of  the  Academy  as  set 
forth  in  its  Constitution  are  as  follows: 

(1)  To  promote  and  maintain  high  standards  of  the 
general  practice  of  medicine  and  surgery; 

(2)  To  encourage  and  assist  young  men  and  women 
in  preparing,  qualifying,  and  establishing  themselves  in 
general  practice; 

(3)  To  preserve  the  right  of  the  general  practitioner 
to  engage  in  medical  and  surgical  procedures  for  which 
he  is  qualified  by  training  and  experience: 

(4)  To  assist  in  providing  postgraduate  study  courses 
for  general  practitioners,  and  to  encourage  and  assist 
practicing  physicians  and  surgeons  in  such  training: 

(5)  To  advance  medical  science  and  private  and 
public  health. 

7.  Why  was  the  Academy  formed? 

The  American  Academy  of  General  Practice  resulted 
from  a spontaneous  movement  among  groups  of  general 
practitioners  in  a number  of  states  who  were  convinced 
that  progress  and  advancement  in  the  general  practice 
of  medicine  and  surgery  was  basic  to  the  welfare  of  the 
people  of  America  and  the  medical  profession. 

Years  ago  various  groups  of  specialists  established 
standards  and  undertook  programs  for  the  elevation  of 
standards  and  quality  in  specialist  practice.  The  spe- 
cialists established  and  enforced  their  own  standards:  no 
outside  group  could  do  this  for  them. 

The  same  is  true  of  general  practice.  The  trend  to- 
ward overspecialization  is  a matter  of  serious  concern 
among  most  leaders  of  the  profession  and  among  medi- 
cal educators.  The  best  way  to  counteract  this  unhealthy 
trend  is  to  make  better  general  practitioners  who,  through 
self-improvement,  can  command  the  respect  of  the  public 
and  a place  of  esteem  in  the  profession. 

To  improve  the  quality  of  general  practice  it  is  neces- 
sary that  increased  emphasis  be  placed  on  broad  clinical 
training  in  the  medical  school  curriculum.  It  is  also  neces- 
sary that  facilities  for  postgraduate  education  for  general 
practitioners  be  greatly  expanded.  These  goals  represent 
the  chief  aims  of  the  Academy. 

The  wonder  is  that  a movement  by  and  for  general 
practitioners,  through  a national  scientific  organization 
of  their  own,  founded  on  the  premise  that  advancement 
in  general  practice  will  benefit  all  the  people  and  the  en- 
tire medical  profession,  was  not  initiated  years  ago. 

8.  Does  the  Academy  advocate  (hat  all  general 
practitioners  be  permitted  to  perform  surgery  in 
all  hospitals? 

No.  The  Academy  recommends  that  proper  require- 
ments be  maintained  for  staff  privileges  in  all  hospitals. 
It  recommends  that  hospital  privileges  be  extended  to  all 
licensed  physicians  on  the  basis  of  competency.  Specifi- 
cally, the  Academy  will  do  all  in  its  power  to  assure 
that  every  competent  general  practitioner  be  privileged 
to  hospitalize  any  of  his  patients  who  require  hospital 
facilities.  The  Academy  endorses  official  actions  taken  by 
the  American  Medical  Association,  the  American  Board 
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of  Surgery,  and  other  interested  organizations  opposing 
any  hospital  regulations  which  confine  staff  membership 
or  the  right  to  perform  certain  medical  and  surgical  pro- 
cedures to  specialists  who  have  been  certified  by  the 
respective  specialist  boards. 

9.  What  is  the  relationship  between  the  Academy 
and  the  American  American  Medical  Associa- 
tion? 

The  Academy  recognizes  the  American  Medical  As- 
sociation as  the  parent  organization  of  the  medical  pro- 
fession in  America.  Its  aim  is  to  work  in  cooperation  and 
close  harmony  with  the  American  Medical  Association. 
Membership  in  the  A.  M.  A.  is  a prerequisite  for  mem- 
bership in  the  Academy,  and  any  member  of  the  Academy 
whose  membership  in  the  American  Medical  Association 
is  terminated  will  lose  his  right  to  remain  a member  of 
the  Academy.  In  its  endeavors  to  improve  the  quality  of 
general  medical  and  surgical  practice  in  America  the 
Academy  intends  to  work  closely  with  the  Council  on 
Medical  Education  and  Hospitals  of  the  American  Medi- 
cal Association,  the  Committee  on  Rural  Health,  and 
the  Council  on  Medical  Service,  as  well  as  the  other 
councils  and  bureaus  of  the  A.  M.  A. 

As  evidence  of  its  endorsement  of  the  American 
Academy  of  General  Practice,  the  A.  M.  A.  Board  of 
Trustees  has  appointed  three  official  representatives  to 
serve  on  the  Academy’s  "Coordinating  Committee.'  One 
represents  the  Council  on  Medical  Service,  one  the  Coun- 
cil on  Medical  Education  and  Hospitals  and  the  third 
the  Board  of  Trustees.  Also  serving  on  this  committee 
are  representatives  from  the  American  Hospital  Associa- 
tion, the  Catholic  Hospital  Association,  Advisory  Board 
of  Medical  Specialties,  and  other  allied  organizations. 

10.  Is  the  Academy  connected  with  the  Section  on 
General  Practice  of  the  A.  M.  A.? 

Not  officially.  It  expects  to  cooperate  unofficially  with 
the  Section  on  General  Practice.  Neither  does  the  Acad- 
emy have  any  official  connection  with  the  mid-winter 
meeting  of  the  A.  M.  A.,  which  in  1948  was  designed  for 
general  practitioners. 

11.  Does  the  Academy  propose  to  establish  a cer- 
tifying board  in  general  practice? 

No.  In  years  to  come  a certifying  board  of  general 
practitioners  to  examine  candidates  engaged  in  general 
practice  may  be  feasible,  but  such  is  not  the  present  in- 
tention of  the  Academy. 

While  the  Academy  does  not  plan  to  conduct  exami- 
nations of  candidates  for  membership,  membership  for 
the  general  practitioner  in  the  Academy  corresponds  tc 
a certification  by  a board  for  the  specialist. 

12.  What  will  be  the  relationship  between  the 
Academy  and  the  specialty  boards? 

The  Academy  intends  to  carry  on  its  program  in  co- 
operation with  the  specialty  boards  wherever  such  co- 
operation is  indicated  as  desirable.  The  Academy  does 
not  intend  to  duplicate  the  activities  of  the  specialty 
boards,  of  the  American  Medical  Association,  of  the 
American  Hospital  Association,  or  any  other  national 
medical  organization. 

13.  How  does  the  Academy  expect  to  increase  the 
quality  and  raise  the  standards  of  general  prac- 
tice in  America? 

In  the  same  way  the  specialty  societies  have  raised 


the  standards  and  increased  the  quality  of  specialists 
practice  in  the  country.  The  Academy  intends  first  to 
encourage  general  practitioners  to  pursue  graduate  study 
by  attendance  at  their  county,  state,  and  national  medical 
society  meetings,  their  hospital  staff  meetings,  clinical 
pathological  conferences,  and  special  courses.  Further- 
more, it  hopes  to  raise  the  general  level  of  the  quality 
of  general  practice  in  the  country  by  establishing  a stand- 
ard toward  which  general  practitioners  will  be  expected 
to  strive.  To  achieve  this  standard  they  must  keep  up-to- 
date  and  continue  their  medical  education  each  year. 

Also,  the  Academy,  through  cooperative  efforts  with 
the  American  Medical  Association  and  the  American 
Association  of  Medical  Colleges,  expects  to  improve  the 
teaching  of  the  general  practice  of  medicine  and  surgery 
in  medical  schools.  By  improving  the  quality  of  medical 
teaching  and  by  stimulating  postgraduate  courses  and 
extension  courses  to  be  conducted  by  medical  schools, 
the  Academy  hopes  to  raise  the  general  level  of  the 
quality  of  medical  care  throughout  the  country,  includ- 
ing rural  areas. 

14.  How  many  members  are  there  in  the  Academy? 

The  American  Academy  of  General  Practice  was 
founded  June  10,  1947,  by  a group  of  men  firmly  con- 
vinced that  general  practice  is  the  basic  foundation  of 
good  medical  care  in  America.  Immediate  enthusiasm  was 
apparent.  Since  that  date,  applications  have  been  coming 
in  from  every  section  of  the  country,  and  there  are  now 
nearly  10,000  members  representing  every  state  in  the 
union,  the  District  of  Columbia,  and  Hawaii. 

15.  How  many  members  does  the  Academy  expect 
to  have? 

There  are  approximately  135,000  members  of  the 
American  Medical  Association.  Of  these,  approximately 
40,000  are  specialists.  Thus  there  are  nearly  100,000 
general  practitioners.  It  is  hoped  that  eventually  all  of 
these  who  are  qualified  will  become  affiliated  with  the 
Anerican  Academy  of  General  Practice. 

16.  How  is  the  Academy  governed? 

A Congress  of  Delegates  is  the  official  policy  making 
body  of  the  Academy.  It  is  composed  of  delegates  from 
each  constituent  state  chapter.  The  Board  of  Directors, 
which  is  the  executive  body  of  the  Academy,  is  under 
the  control  of  the  Congress  of  Delegates. 

17.  When  will  annual  meetings  of  the  Academy 
be  held? 

The  first  regular  annual  Scientific  Assembly  of  the 
Academy  was  held  in  Cincinnati,  Ohio,  March  7,  8,  9, 
1949.  The  second  annual  Assembly  is  tentatively  sched- 
uled to  be  held  in  Atlantic  City  in  March  of  1950. 

18.  Is  the  Academy  a “political”  organization? 

No.  The  Academy  will  naturally  lend  its  support  to 
other  medical  organizations  which  oppose  political  or 
socialized  medicine,  but  such  activities  are  not  among 
the  principal  objectives  of  the  Academy.  The  founders 
of  the  Academy  have  recognized  the  fact  that  the  surest 
way  to  overcome  efforts  to  socialize  medicine  is  to  re- 
establish the  general  practitioner — the  family  doctor — as 
the  keystone  of  health  professions,  occupying  his  rightful 
place  in  the  citadel  of  medicine,  and  enjoying  the  respect 
and  confidence  of  his  patients. 

19.  How  do  I become  a member? 

By  filling  out  an  application  form  and  mailing  it  to 
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the  secretary  of  your  state  chapter  or  to  national  head- 
quarters, together  with  your  check  covering  the  admis- 
sion fee  and  state  and  national  dues. 

20.  How  much  does  it  cost? 

National  dues  are  $15.00,  payable  each  January  1. 
There  is  a $10.00  admission  fee,  making  the  total  for  the 
first  year  $25.00.  The  national  dues  of  new  members  are 
prorated  trianr.ually. 

21.  What  else  can  I do  to  help? 

By  soliciting  the  membership  of  your  friends  and  col- 
leagues engaged  in  general  practice  and  by  aiding  in  the 
1 establishment  of  a county  or  district  branch  in  your  area, 
if  none  already  exists.  The  Academy  will  send  you  a 
model  Constitution  and  By-Laws  for  component  branches 
along  with  other  information  concerning  the  establish- 
ment of  component  branches  at  your  request. 

For  further  information  or  membership  blanks  write: 

Headquarters,  American  Academy  of  General  Practice 

406  West  Thirty-fourth  Street 

Kansas  City  2,  Missouri. 


“Twelve  reasons  why  I intend  to  lend  my 
support  to  the  successful  passage  of  the  W agnery 
Murray  Bill” : 

1.  I could  retire  at  age  65. 

2.  I could  work  hours  that  suited  me. 

3.  My  pay  would  not  be  dependent  on  my  ability. 

4.  My  income  would  be  assured — not  much,  but  as- 
sured. 

5.  I feel  certain  that  I would  fool  part  of  the  people 
part  of  the  time. 

6.  I could  refer  all  my  patients  to  the  hospitals  and 
save  home  calls. 

7.  Any  serious  cases  could  be  referred  to  specialists 
and  let  them  worry  about  it. 

8.  My  overhead  would  be  reduced  since  all  I wTould 
need  is  a prescription  pad. 

9.  I could  take  an  extended  vacation  each  year  with- 
out loss  of  practice. 

10.  My  nights  would  be  my  own. 

11.  My  Sundays  and  holidays  would  be  free. 

12.  I’m  naturally  very  lazy. 


New  Type  Of  Artificial  Kidney 

A new  type  of  artificial  kidney  has  been  developed 
in  Philadelphia,  at  the  Jewish  Hospital.  This  artificial 
kidney  is  made  up  of  plastic  plates  separated  by  thin 
sheets  of  cellophane. 

Grooves  cut  into  the  plastic  serve  as  channels  in 
which  the  blood  flows  on  one  side  of  the  cellophane 
membrane;  a “perfusate”  solution  of  glucose  in  saline 
flows  on  the  other  side.  When  the  two  streams  run 
through  the  apparatus,  various  nitrogenous  waste  prod- 
ucts are  transferred  from  the  blood  to  the  “perfusate” 
by  osmosis. 

This  new  artificial  kidney  in  its  present  form  weighs 
only  ten  pounds  and  is  much  less  bulky  than  the  original 
artificial  kidney  which  was  devised  in  the  Netherlands. 
It  is  hoped  that  this  new  device  will  obviate  the  use  of 
such  procedures  as  peritoneal  lavage  which  -were  far 
from  satisfactory  because  of  severe  technical  difficulties. 


The  Physicians’  Afternoon-Off 

While  the  labor  leaders  have  been  clamoring  for  a 
forty  hour  week,  the  various  police  chiefs  in  Rhode 
Island  are  of  the  opinion  that  the  physicians  time  should 
never  be  his  own.  In  the  vicinity  of  Providence,  Rhode 
Island,  the  police  chiefs  have  devised,  or  perhaps  better 
said,  are  attempting  to  devise  a system  by  which  the 
local  physicians  "stagger  their  days  off. 

The  minions  of  the  law  have  complained  very  bitterly 
that  on  Wednesday  afternoon,  which  is  the  traditional 
afternoon-off  in  Rhode  Island,  it  has  been  impossible  for 
them  to  obtain  emergency  service  of  physicians.  While, 
it  may  be  well  that  some  sort  of  a rotating  system  be 
instituted  so  that  adequate  medical  coverage  may  be 
obtained,  it  would  seem  logical  that  this  arrangement 
could  be  adequately  made  by  the  practitioners  themselves 
without  the  interference  of  any  law-enforcing  agency. 

However,  at  the  present  time  it  seems  to  be  highly 
popular  in  belief  that  the  medical  profession  is  the  one 
profession  that  needs  regulation,  and  this  interference 
could  possibly  be  interpreted  as  being  of  a political  na- 
ture, rather  than  a social  one. 


To  Our  Highball-Consuming  Readers 

Dr.  Norman  S.  Moore  of  Cornell  University,  New 
York,  states  that  supplementary  Vitamin  B in  the  form 
of  thiamine  is  not  necessary  to  offset  the  ravishes  of 
the  highball.  Apparently  if  a sufficient  intake  of  food  is 
present,  then  supplementary  thiamine  may  be  dispensed 
with.  This  does  away  with  the  old  misconception  that  if 
one  were  to  imbibe,  that  one  should  eat  Vitamin  B com- 
plex tablets. 

In  the  course  of  carbohydrate  breakdown,  pyruvate 
is  formed  w'hich  requires  thiamine  in  order  to  oxidize  to 
acetate.  Alcohol,  however,  apparently  is  oxidized  to 
acetate  without  passing  through  the  pyruvate  state,  and 
thereby  requires  no  thiamine. 


SOUTHWESTERN 

MEDICINE 

310  North  Stanton  Street  Phone  3-3449 

El  Paso,  Texas 

The  Only  Publication  Which  Reaches 
All  the  Physicians  of  the  Great  Southwest 

Complete  Coverage  of  Every  Qualified  Doctor  In: 
Arizona  New  Mexico  West  Texas 
Northern  Mexico — 

(Chihuahua,  Sonora,  Coahuila,  Durango) 

One  of  the  Nation’s  Leading  Regional  Medical  Journals 

Carried  in  the  Index  Medicus  of  the 

American  Medical  Association 


118 


SOUTHWESTERN  MEDICINE 


JUNE,  1949 


Mobile  Lead  Protective  Screen  With 
Film  Storage  Chest  for  Small 
X-Ray  Room 

Material  needed  to  build  this  screen  with  the  excep- 
tion of  the  leaded  glass,  sheet  lead,  and  metal  film  storage 
box  may  be  obtained  from  any  hardware  store  and  cabi- 
net shop.  The  lead  sheeting  and  glass  and  film  storage 
box  are  obtained  through  your  regular  surgical  supply 
or  x-ray  company.  It  can  be  built  by  any  carpenter  and 
to  your  own  dimensions.  Hence  it  is  suitable  for  small 
space.  The  one  described  is  in  use  in  a room  containing 
a 100  MA  X-ray  machine,  the  room  dimensions  being 
9V2  x 11  ft.  This  of  course  necessitates  close  operation  to 


E.  Metal  kitchen  cabinet  inches. 

handles.  Width  wings  folded  2 feet. 

P.  Iron  brace.  Open  3 feet  G inches. 

<5.  Ball  bearing  bed  casters.  Width  base  17  inches. 

H.  All  metal  film  storage  Dimensions  base  17x24  inches. 

Diagram,  from  rear,  of  mobile  x-ray  lead 
screen  with  film  storage  chest. 


the  tube  and  hence  greater  secondary  radiation. 

Leaded  glass  for  the  window  is  mounted  at  eye  level 
in  the  middle  panel,  which  is  3/4  inch  plywood  59  x 24 
inches,  covered  by  1/16  inch  sheet  lead  and  1/4  inch 


Flront  (upper)  and  rear  (lower)  views  of  l)r. 
Haire’s  mobile  x-ray  lead  screen  with  film 
storage  chest. 
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plywood  of  the  same  dimensions.  This  is  bolted  to  two 
hardwood  legs  17  inches  long  forming  the  base  and  al- 
lowing for  five  inches  of  leg  to  extend  in  front  and  1 t 

inches  in  the  back.  Space  between  the  back  legs  is  cov- 
ered with  1 / 4 inch  plywood  to  hold  the  metal  film  storage 
chest  and  add  sufficient  weight  (90  pounds)  to  prevent 
tipping. 

Four  ball  bearing  bed  casters  are  mounted  as  shown 
in  diagram,  and  the  middle  panel  is  strengthened  on  each 
side  by  angle  iron  braces  (114x3/4  inches),  two  lateral 
panels,  9x58  inches,  made  of  3/4  inch  plywood,  1/16 
inch  lead  sheet  and  1/4  inch  plywood  are  attached  by 

two  wrought  iron  hinges  on  each  side.  Further  bracing 

is  obtained  by  bolting  two  iron  bands  to  the  middle 
panel  and  back  legs.  Metal  kitchen  cabinet  handles  are 
mounted  front  and  back  to  aid  in  turning  the  screen. 
The  completed  screen,  painted  black  with  one  coat  of  var- 
nish and  stenciied  to  protect  weak  points  from  breakage, 
makes  an  attractive  addition  to  any  office. 

This  screen  is  small,  uses  less  space,  costs  less  than 
ready  built  models,  and  has  a mobile  storage  box  for 
films,  which  regular  screens  do  not  have. — R.  D.  Haire, 
M.  D.,  Roswell,  N.  M. 


Cadmium  Toxicity 

Cadmium  during  the  late  war,  especially,  came  into 
use  as  a substitute  for  tin.  It  takes  a high  polish  and  can 
be  deposited  on  medal  surfaces  electrolytically  from  a 
cyanide  bath.  Ffence,  it  was  used  to  surface  plate  cook- 
ing utensils  and  other  containers  used  for  foods. 

It  has  been  known  that  cadmium  was  toxic  since 
1876  when  cadmium  was  ingested  because  of  a bottle  be- 
ing labeled  wrongly  by  a pharmaceutical  house.  Through- 
out the  years  several  episodes  of  cadmium  poisoning 
have  been  noted  in  the  literature. 

Since  the  war  much  more  cadmium  plating  has  been 
in  vogue  and  several  episodes  have  been  mentioned.  The 
symptoms  are  those  of  any  acute  food  poisoning,  namely, 
vomiting,  diarrhea,  abdominal  pain  and  dehydration  in 
proportion  to  the  extent  of  the  evacuations. 

None  of  these  epidemics  have  been  fatal,  but  the  fact 
that  cadmium  poisoning  can  occur,  does  occur,  and  may 
well  occur  more  frequently  than  it  did  prior  to  World 
War  II  should  be  kept  in  mind  by  the  practicing  physi- 
cians. 


How  Unlike  Russia 

The  Atomic  Energy  Commission  has  for  some  period 
of  time  been  furnishing  isotopes  to  foreign  countries  for 
research.  At  least  sixteen  countries  have  taking  advantage 
of  this  liberal  offer,  and  apparently  have  made  some 
progress  in  scientific  research. 

This  program  is  fundamentally  consistent  with  our 
democratic  form  of  life.  We  have  now  gone  further  be- 
cause some  of  the  foreign  countries  have  been  handi- 
capped by  the  lack  of  knowledge  on  how  to  use  isotopes 
safely. 

The  facilities  of  the  Oak  Ridge  Institute  have  been 
opened  to  these  foreign  investigators.  Such  a procedure 
as  this  can  only  promote  international  goodwill  among 
scientists  interested  in  the  well-being  of  the  human  race. 


Southwestern  To  Meet  With 
New  Mexico  Cancer  Society 

The  annual  conference  of  the  Southwestern  Medical 
Association  will  be  held  jointly  with  a meeting  of  the 
New  Mexico  Division  of  the  American  Cancer  Society 
November  9th  through  12th  in  the  Hilton  Hotel  in  Albu- 
querque, Dr.  Joseph  M.  Greer,  of  Phoenix,  president  of 
the  Southwestern  Medical  Association,  has  announced. 

The  joint  meeting  is  being  sponsored  and  arranged  by 
the  Bernalillo  County  Medical  Society  of  New  Mexico, 
of  which  Dr.  H.  J.  Beck  of  Albuquerque  is  secretary.  All 
communications  on  the  subject  should  be  addressed  to 
Dr.  Beck. 


Ten  Good  Things 

There  are  10  good  things  for  which  no  one  has  ever 
been  sorry:  For  doing  good  to  all:  for  speaking  evil  of 
no  one;  for  hearing  before  judging;  for  thinking  before 
speaking;  for  holding  an  angry  tongue;  for  being  kind 
to  the  distressed;  for  asking  pardon  for  all  wrongs;  for 
being  patient  toward  everybody;  for  stopping  the  ear 
to  the  tale-bearer;  for  not  believing  the  most  of  the  evil 
reports. — San  Antonio  Wheel  of  Fortune. 
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MAX  S.  KATZ,  Practipedlst 
Feather  Weight  Arch  Supports 
Doctor’s  Orthopedic  Prescriptions  Filled 
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of  Diets,  Instructions,  Etc. 

203  Hills  Bldg.  El  Paso,  Texas 


MAICO  OF 

EL 

PASO 

★ Hearing  Aids  -k  Audiometers 
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MRS.  EDNA  MILLS, 
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3-5572 

NORTH  PHOTO  STUDIO 
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BROADVIEW  LODGE 

REST  HOUSE 
R.  N.  and  Dietitian 

241  Berquist  Drive,  Albuquerque,  N.  M.  From  $30 

Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


El  Valle  Kennels 

I Registered ) 

Route  68,  Box  160  2-9154  El  Paso,  Texas 

Several  litters  of  healthy  wire-haired  fox-terrier  puppies 
Championship  blood  lines — pedigrees  furnished  on  request 

Outstanding  son  of  FLORATE  FAIRWAY  at 
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TURNER’S 
CLINICAL  & X-RAY 
LABORATORIES 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 
X-RAY  DIAGNOSIS 
X-RAY  THERAPY 

RADIUM  THERAPY 

GEORGE  TURNER,  M.  D. 

DELPHIN  VON  BRIESEN,  M.  D. 

H.  F.  HESLINGTON.  M.D. 


Compliments 

The  White  House 

El  Paso,  Texas 


Central  Medical-Dental  Service 


A Collection  Agency  for  Doctors  Only 

MRS.  ERNESTINE  DAVIS,  Owner  and  Manager 
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1.  Certified  Holstein 

2.  Certified  Goat's 

3.  Certified  Fat-Free 
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A distinguished  nasal  vasoconstrictor 


6 


PRIVINI \>J0S% 


2 to  3 drops  provide 
2 to  6 hours  of  comfort 


In  allergic  nasal  congestion  only  2 to  3 drops  of  Privine  hydrochloride, 
0.05  per  cent,  bring  prompt  and  complete  relief. 

This  relief  lasts  from  2 to  6 hours,  thus  avoiding  the  inconvenience  of 
frequent  applications. 

Stinging  and  burning  usually  are  absent.  Privine  is  prepared  in  an  isotonic 
aqueous  solution  buffered  to  a pH  of  6.2  to  6.3.  Thus,  artificial  differences 
in  osmotic  pressure  between  solution  and  epithelium  are  avoided. 

Privine  is  generally  free  of  systemic  effect.  It  may  be  applied  before 
retiring  with  no  resultant  interference  with  restful  sleep.  Occasionally  a 
sedative  effect  may  be  noted  in  infants  and  young  children.  Such  an  effect 
is  usually  due  to  gross  overdosage. 


PRIVINE:  0.05%  in  i-ounce  dropper  bottles  and  i-pint  bottles;  0.1%  strength  reserved  for 

office  procedures,  in  i-pint  botdes  only. 


POTENT 


PROLONGED 


BLAND 


SAFE 


Ciba 


PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  NEW  JERSEY 

PRIVINE  (brand  of  naphazoline) — Trade  Mark  Reg.  U.S. Pat. Off.  2/1425M 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-66251 


HOTEL  DIEU 

El  Paso's  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


Prompt  24-Hour 

Martin  Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


It’s 

Sweeneys 

FCR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 
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Custom  Tailors 
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For  the  Best  in 


COMMERCIAL  PRINTING 
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Old  Surgical  and  Dental  Instruments  Replated 

As  Good  As  New 

Instruments  Resharpened 
Sterilizer  Trays  Chrome-plated 
Fine  Silverware  Replated 

This  Service  Exclusive  in  The  Southwest 


Southwestern 


Surgical  Supply 
Company 


Your  Complete  Source  in  the 
Southwest  for  All  Ethical 
Medical  Equipment  and  Supplies 
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EL  PASO  PLATING  WORKS 
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Lithographing , Addressing  and  Mailing  Service 
806  N,  Kansas  i 2-5071  •»  HI  Paso,  Texas 


FOR  SMOOTH 
MUSCLE 
RELAXATION 


Southwest  Headquarters  For 
America’s  Finest  Electric  Shavers 

Popular  Dry  Goods  Co. 

EL  PASO,  TEXAS 


> THE  PRESCRIPTION  SHOP 

| A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

; 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


CHRISTOPHER’S 
Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters ) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  b JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


The  Antispasmodic 


single 

synthetic  drug, 
providing  a potent 
antispasmodic  action. 

In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 

Available  in  plain  tablets  or  with  tyi  Gr.  Phenobarbital. 

MISSION 
PHARMACAL  CO. 

San  Antonio  6,  Texas 
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Various  types  of  headaches  such  as  migraine,  histaminic  cephalalgia,  tension  and  psychogenic, 
respond  to  CAFERGONE  tablets  (EC-110).  Clinical  investigation  has  demonstrated  that  vas- 
cular type  headaches  have  obtained  prompt  relief.  Average  dose  2 to  4 tablets  (for  individual 
attack) . 

CAFERGONE  is  contraindicated  in  the  presence  of  peripheral  vascular  disease,  angina  pec- 
toris, impaired  renal  or  hepatic  function  or  during  pregnancy. 

Available  in  bottles  of  20,  100,  500  and  1000  tablets. 

SANDOZ  PHARMACEUTICALS 

WEST  COAST  OFFICE 

450  Sutter  Street  San  Francisco  8,  Calif. 


(brand  of  prophenpyridaniine) 

Trimeton*  differs  from  most  other  antihistaminic 
agents  in  not  being  a derivative  of  ethanolamine  or 
ethylenediamine.  This  difference  is  noteworthy  and  is 
responsible  for  tbe  gratifying  clinical  results  obtained. 
In  one  study  of  227  patients  with  various  allergic 
conditions1 

83%  obtained  benefit  from  Trimeton 

Side  effects,  common  to  all  antihistaminics,  occur  with 
Trimeton,  but  only  a few  patients  find  that  they  cannot 
tolerate  the  drug.1 

Relief  from  allergic  symptoms  is  usually  obtained  with 
one  Trimeton  25  mg.  tablet  three  times  daily;  in  some 
patients  half  this  dosage  is  sufficient.  The  action  of 
Trimeton  lasts  from  four  to  six  hours.2 

PACKAGING : Trimeton  ( 1-phenyl-l- (2-pyridyl ) -3-dimethyla- 
minopropane)  is  available  in  25  mg.  tablets,  scored,  in  bottles  of 
100  and  1000. 

BIBLIOGRAPHY  : 1.  Brown,  E.  A.:  Ann.  Allergy  0 :393,  1948.  2.  Wittich,  F.  W.i 
Ann.  Allergy  6:497,  1948. 

’’■Trimeton  trade-mark  of  Schering  Corporation 

CORPORATION  - BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERINC  CORPORATION  LIMITED,  MONTREAL 


TRIMETON  * 
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LESLIE  M.  SMITH,  M.D  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 


503  BANNER  BLDG. 


EL  PASO,  TEXAS  i 93j  FIRST  NATIONAL  BLDG 


EL  PASO,  TEXAS 


ROSS  W.  RISSLER,  M.  D. 

£ (CERTIFIED  BY  THE  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 

GENERAL  SURGERY 

WILLIAM  I.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 


M.  P.  SPEARMAN,  M.  D„  F.  A.  C.  S. 

DIPLOMATS  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NOSE  - THROAT 


FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 


2 001  GRANT  AVE. 


EL  PASO,  TEXAS  > 816-818  MILLS  BLDG. 


UROLOGY 

2-4321 


EL  PASO,  TEXAS 


S.  PERRY  ROGERS,  M.D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 


W.  E.  VANDEVERE,  M.  D„  F.  A.  C.  S. 

OPHTHALMOLOGY  and 


DIPLOMATE  AMERICAN  BOARDS  OF 


Jo" 


T OLARYNGCLOGY 


PRACTICE  LIMITED  TO 

OPHTHALMOLOGY 


1001  rlPST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


. L.  E.  Wilcox,  M.  D.  Russell  L.  Deter,  M.  D. 

WILLARD  W.  SCHUESSLER,  M.  D.  nDC  .....  „v  .. ._  ___ 

15  DIPLOMATS  AMERICAN  BOARD  OF  PLASTIC  SURGERY  > DRS-  WILCOX  AND  DETER 

PLASTIC  AND  MAX  I LLO- FACIAL  SURGERY  <,  GENERAL  AND  THORACIC  SURGERY 

) 1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS  £ |200  FIRST  NATIONAL  3LDG  2-6529  EL  PASO,  TEXAS 


S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

F.  P.  SCHUSTER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 


THIS  SPACE 
FOR  SALE 


FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 


Southwestern 

General 

Hospital 


Approved:  American  College  of  Surgeons 
Blue  Cross  Member  Hospital 
American  Hospital  Association 
Open  Staff 


Cotton  and  Erie 


El  Paso.  Texas 


MEDICINE 


Sec.  562,  P.  L.  & R. 
U.  S.  POSTAGE 

PAID 

El  Paso,  Texas 
Permit  No.  989 


Thu  NN. At  AO 

0 r m F n I r I * 


JUL  21  ? e 

LlfaRA.R  V 


Q 


OFFICIAL  JOURNAL  OF  THE  SOUTHWESTERN  MEDICAL  ASSOCIATION  AND  THE  EL  PASO  COUNTY  MEDICAL  SOCIETY 


DEPERSONIFICATION  AND  THE  MASS  MAN.  . .133 

■An  Editorial) 


NEW  FACILITIES  AT  HOT  SPRINGS 135 

PSYCHIATRY  FOR  SENESCENCE 137 

By  Clarke  H,  Barnacle,  M.D.,  Denver 

PROCEEDINGS  OF  EL  PASO  TUMOR  CLINIC  .141 


THE  PROPOSED  ESTABLISHMENT  OF  A SECTION  OF 
GENERAL  PRACTICE  IN  GENERAL  HOSPITALS.  142 


t i 7<wq  PREGNANCY  COMPLICATED  BY  COARCTATION 

jmy,  i 0F  A0RTA  145 

By  Celso  C Stapp,  M D , El  Paso 


ESEARCH  REDUCES  COSTS 


To  produce  quality  pharmaceutical  products 
at  less  expense  to  the  patient  is  an  accepted 
responsibility  of  the  Lilly  Research 
Laboratories.  Greater  yields  obtained  from 
the  extraction  of  pancreas  glands,  from  the 
processing  of  raw  liver,  or  from  higher 
penicillin  production  are  reflected  in  price 
reductions.  Today,  several  Lilly 
preparations  are  available  at  less  than  10 
percent  of  their  introductory  cost. 

Improved  products  at  lower  cost  are 
developed  through  research. 
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A superior  liver  and  iron  prepa- 
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8 Vitamins  for  the  relief  of 
nutritional  deficiencies 

Rthat  may  be  present 
concurrently  with 
the  iron  de- 
ficiency. 


The 


relief  of 


"fatigue  and 
lack  of  endur- 
ance" is  usually  ac- 
complished in  a much 
shorter  period  of  time. 
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good  reasons 

There  are  five  good  reasons  why  Sulamyd* 
(Sulfacetimide-Schering)  is  the  preferred  sulfonamide 
in  the  treatment  of  pyelitis,  pyelonephritis,  cystitis 
and  other  infections  of  the  urinary  tract. 

SlILAMYD 


(SULFACETIMIDE-SCHERING) 


Unusual  efficacy:  In  B.  coli  infections  of  the  urinary 
tract,  recovery  or  improvement  with  Sulamyd  is  unusually 
high,  ranging  from  93  to  98%  of  cases.12 


High  urinary  levels:  Due  to  Sulamyd’s  rapid 
clearance  from  the  blood  and  easy  excretion 
by  the  kidneys,  high  urinary  concentrations  are 
obtained  in  the  presence  of  low  blood  levels.3 


Excellent  renal  tolerance : Crystalluria  is  rare  and 
anuria  has  never  been  reported  following  Sulamyd  therapy. 
This  enviable  record  is  due,  in  large  measure,  to  Sulamyd’s 
remarkable  solubility  (946  mg.  per  100  cc.),  approximately  80 
times  that  of  sulfadiazine.3 


Systemically  well  tolerated:  Side  effects  are 
minimal  and  uncommon.  Sulamyd  may,  therefore, 
be  administered  with  greater  security  to 
infants,  children  and  pregnant  women.1’4 


Alkalinization  is  unnecessary,  since  Sulamyd  is  quite 
soluble  in  both  acid  and  alkaline  urine. 


PACKAGING:  Sulamyd,  sulfacetinhde.  tablets  of  0.5  Cm.,  in 
bottles  of  100  and  1,000  tablets;  and  bottles  of  5.0  Gm.  powder, 
for  laboratory  determinations  upon  blood  and  urine. 

RIRLIOGKaPHY:  (It  Uelebir,  F..  and  Barnes.  R.W.:  J.A.M.A.  117:2132, 
1911.  (2)  Alyea.  E.P.,  ami  Parrish.  A. A.:  South.  M.J.  40:678.  1947. 

(3)  Lehr.  D. : J.  Urol.  54:87,  1945.  (4)  Prentiss,  R.J.,  and  Kanealy,  J.F.: 

J.  Urol.  47:11,  1942. 
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comfort 


Basic  need  is  met  when  'Surfacaine’  (Cyclomethycaine, 
Lilly,  is  applied  to  damaged,  irritated,  or  diseased 
skin  and  to  rectal  or  genito-urinary  membranes.  Sus- 
taining comfort  is  provided  promptly  and  thoroughly, 
yet  safely,  with  this  new  type  of  surface  anesthetic. 
Relief  from  pain  usually  lasts  up  to  eight  hours  with 
’Surfacaine.’  However,  it  may  be  reapplied  freely  at 
shorter  intervals,  if  necessary,  and  over  extensive 
areas.  Unlike  topical  analgesics  whose  value  is  sharply 
limited  by  high  toxicity,  ’Surfacaine’  may  be  used 
liberally. 

It  is  soothing  to  the  tender  skin  of  infants  with  diaper 
rash,  to  burns  that  are  superficial  or  deep,  to  painful 
hemorrhoids,  and  to  itching  skin  conditions. 


Readily  available  as:  Ointment  'Surfacaine,'  1 percent,  in  1 -ounce  tubes  with 

removable,  perforated  rectal  tips  and  in  1 -pound 
and  5-pound  jars 

Cream  'Surfacaine,'  0.5  percent,  in  1-ounce  tubes  and  in 
1-pound  and  5-pound  jars 

Lotion  'Surfacaine,'  0.5  percent,  n 4-ounce  and 
1-pint  bottles 

Suppositories  'Surfacaine,'  10  mg.,  in  packages  of  12  and  100 

Suppositories  'Surfacaine,'  10  mg,,  and  Sulfadiazine, 

325  mg.,  in  packages  of  12 

Suppositories  'Surfacaine,'  10  mg.,  and  Zinc  Oxide, 

250  mg.,  in  packages  of  12 
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DEPERSONIFICATION  AND  THE  MASS  MAN 

i~kSCAR  EWING,  administrator  of  the  Federal  Security  Agency,  the  modern  ‘‘Pied  Piper  ",  has  played,  and  is 
still  playing,  a tune  which  is  essentially  entitled,  “The  Greatest  Good  to  The  Greatest  Number.”  This  is  the 

theme  song  of  any 
bureaucracy.  No  mat- 
ter what  the  musical 
score  may  be,  the 
words  are  alwTays  the 
same. 

Ignorance  of  the 
moral  obligation  of  a 
physician  renders  it 
impossible  for  a bu- 
reaucrat to  under- 
stand the  practicing 
physician's  antipathy 
toward  com  pulsory 
health  insurance.  Ig- 
norance may  be  eith- 
er subjective  or  ob- 
jective. Subjective  ig- 
norance is  the  type 
of  ignorance  known 
only  to  the  individual 
himself,  and  serves 
as  a stimulus  to  the 
acquisition  of  further 
and  accurate  knowl- 
edge. 

Recent  events  have 
caused  the  medical 
profession  to  doubt; 
or,  at  least,  to  mani- 
fest some  skepticism 
as  to  whether  the 
proponents  of  c o m - 
pulsory  health  insur- 
ance are  subjectively 
ignorant;  rather  it  is 
believed  that  these 
individuals  are  objec- 
tively ignorant.  They 
apparently  are  self- 
satisfied  and  have  lit- 
tle or  no  wish  to  se- 
cure accurate  knowl- 
edge of  the  physi- 
cian's problem  inso- 
far as  his  moral  obli- 
gations to  his  pa- 
tients are  concerned. 

MORAL 
OBLIGATIONS 

The  Reverend  Wil- 
lard L.  Sperry,  Dean 
of  the  Harvard  Di- 
vinity School,  in  an 
address  before  the 
Staff  of  Massachu- 
setts General  Hospi- 
tal, commented  o n 
the  moral  obligations 

Reprinted  by  permission  of  the  Columbus,  Ohio,  Academy  of  Medicine  Bulletin  (through  of  ,u,,  nhvsirian  in 
courtesy  of  Jerry  Harris,  Creditors  Service  Bureau  and  Medical  Arts  Divi  sion,  El  Paso).  ^ ’ 

the  following  manner: 

There  are  two  terms  that  have  been  much  to  the  front  in  recent  years.  They  represent  what  are  called  so- 
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cial  trends.  One  is  the  word,  "depersonification”;  and 
the  other  the  words,  “mass  man”.  Both  terms  represent 
tendencies,  particularly  on  the  part  of  the  state,  to  de- 
preciate the  value  of  the  single  individual  in  favor  of  the 
group  as  a whole.  These  trends  have  found  their  fullest 
expression  in  countries  where  totalitarianism  has  been, 
or  still  is,  the  order  of  the  day.  In  such  societies  the 
individual  is  of  value  only  as  a member  of  the  mass, 
and  is  always  regarded  as  expendable. 

“Our  own  country  has  just  now  fought  two  world 
wars  in  defense  of  the  general  idea  of  liberty  and  the 
rights  of  the  individual.  His  liberties  have  had  to  be 
circumscribed  in  wartime;  and  now  that  the  fighting  is 
for  the  moment  over,  we  are  left  with  lives  that  are 
much  less  free,  as  far  as  our  private  affairs  are  con- 
cerned, than  they  were  forty  years  ago.  It  could  not 
have  been  otherwise,  perhaps,  and  yet  this  steadily  nar- 
rowing area  in  which  anything  like  actual  liberty  and 
private  initiative  remains  is  one  of  the  paradoxes  of 
these  years.’’1 

PARADOXES  EXEMPLIFIED 

These  paradoxes  as  actualities  are  exemplified 
by  the  testimony  of  Seymour  E.  Harris,  Harvard  Uni- 
versity Economic  Professor,  speaking  in  behalf  of  com- 
pulsory health  insurance  recently  before  the  Committee 
on  Labor  and  Welfare  of  the  U.  S.  Senate. 

Mr.  Harris  made  the  statement: 

“When  you  are  protected  against  the  vicissitudes 
of  illness,  you  save  less.” 

He  made  the  point  that  the  program  would  encour- 
age people  to  reduce  their  savings,  and  to  spend  more; 
thereby,  avoiding  “serious  dangers  of  deficiency  of  de- 
mand, wasted  resources,  and  unemployment.” 

Most  of  us  throughout  our  earlier  years  have  been 
taught  by  our  parents,  our  teachers,  that  we  should 
save  a proportionate  part  of  our  income.  Paradoxically 
enough,  Professor  Harris  on  cross-questioning  by  Sena- 
tor Forrest  C.  Donnell,  held  that  too  much  saving  was 
anti-social. 

He  did.  however,  admit  that  this  theory  was  "a 
shocking  departure  from  the  traditional  custom  of  mak- 
ing provision  for  old  age  by  constant  saving.” 

It  is  indeed  difficult  to  understand  why  the  coun- 
try's health  should  serve,  as  Professor  Harris  pointed 
out,  as  one  means  of  heading  off  a depression. 

LITTLE  THOUGHT 

It  can  be  readily  seen  that  little  or  no  thought  is 
given  to  the  individual  by  these  economists.  In  their 
hands  the  individual  has  become  essentially  depersonal- 
ized, and  their  interest  is  apparently  solely  that  of  the 
“mass  man”.  Someone  must  retain  faith  in  the  individ- 
ual. We  cannot  lose  sight  of  the  fact  that  we  are  deal- 
ing with  human  beings,  and  not  with  an  abstraction 
known  as  “mass  man”. 

Dean  Sperry  continues: 

“A  man  who  goes  into  the  practice  of  medicine 
or  of  the  ministry  ought  to  enter  his  profession  with  that 
conviction  and  ought  to  do  his  best  to  vindicate  it.  There 
is  a place  in  society  for  the  man  who  wishes  to  devote 
his  life  to  the  general  and  all-over  cause  of  public  health. 
There  is  a place  in  the  religious  world  for  a man  who 
feels  he  should  sign  on  with  one  or  another  of  the  great 
reform  movements  of  the  time.  The  work  of  these  men 
is  necessary,  and  their  contribution  to  society  may 
be  very  great.  But  the  practicing  doctor  and  the  parish 
minister  are  primarily  concerned  with  individual  human 


beings.  The  moment  either  begins  to  sacrifice  his  con- 
cern for  the  individual  to  some  other  hypothetical  per- 
son, or  to  society  in  the  abstract,  he  has  mistaken  his 
vocation.”2 

COMMON  SENSE 

The  truth  and  common  sense  of  Dean  Sperry’s  words 
will  be  appreciated  and  understood  by  every  ethical 
practitioner  of  medicine.  Admittedly,  there  is  a place 
for  the  agencies  interested  in  public  health,  but  what 
can  these  agencies  possibly  know  about  the  individual 
patient?  Nor  can  the  economists  grasp  tangibly  the  re- 
lationship of  the  physician  to  the  individual.  This 
knowledge  only  comes  with  actual  experience  in  the 
practice  of  everyday  medicine.  It  cannot  be  taught  in 
medical  school.  When  the  third  party,  such  as  the  state, 
enters  into  a contract  between  the  patient  and  the  phy- 
sician, then  individuality  becomes  extinct,  and  the  in- 
tegrity of  the  profession  suffers. 

No  amount  of  reasoning  could  possibly  make  the 
objectively  ignorant  bureaucrat  understand  the  patient 
and  physician  relationship.  This  relationship  is  easily 
and  well  understood  by  the  priest,  the  minister,  or  rabbi, 
whose  lifework,  as  is  the  physician’s,  is  devoted  to  the 
individual.  This  aspect  of  compulsory  health  insur- 
ance rests  with  the  physicians  as  individuals. 

Each  physician  should  consider  himself  as  a commit- 
tee of  one  and  take  time  to  talk  to  the  individual  re- 
garding this  aspect  of  the  practice  of  medicine.  Whether 
an  individual  is  an  employer,  or  an  employee,  whether 
he  is  a union  member  or  not,  is  of  little  consequence 
when  severe  illness  strikes  his  loved  ones.  He  looks  to 
two  professions,  medicine,  and  theology,  for  help  and 
comfort.  He  has  no  wish  to  be  depersonified.  He 
wishes  to  be  treated  as  an  individual,  and  he  has  no 
wish  for  government  interference  in  his  problem;  and 
he  professes  absolutely  no  interest  in  the  abstraction 
known  as  “mass  man.” 

1.  “Moral  Problems  in  t lie  Practice  of  Medicine”,  Willard 

L.  Sperry.  The  New  England  Journal  of  Medicine,  Vol- 
ume 239,  No.  26.  Dec.  23,  1948. 

2.  Ibid. 


DOCTORS  DILEMMA 

A doctor  in  Suffolk.  England,  with  4000  patients  on 
his  health  panel  has  become  fed  up  with  nationalized 
health.  To  each  patient  recently  he  sent  the  following 
mimeographed  letter: 

"Are  you  bald?  Let  me  give  you  a certificate  for 
a wig. 

“Are  your  rations  proving  too  much  for  your  waist- 
line? Let  me  introduce  you  to  the  latest  in  state  corsets 
with  a certificate. 

“Are  you  short  of  whisky,  brandy,  fats,  meats,  glu- 
cose? Let  me  give  you  a certificate. 

"Are  you  short  of  petrol?  So  am  I. 

“Is  your  44-hour  week  too  much  strain?  Do  let  me 
give  you  a certificate. 

“Can  I give  you  an  exemption  from  sitting  on  jury? 
Do  you  want  to  vote  by  post  in  the  next  election?  Let 
me  help  you. 

“Do  you  want  rubber  tires,  utility  furniture,  extra 
coal,  more  paraffin?  I have  lots  of  certificates. 

“Do  you  know  you  must  fill  in  Form  24A  if  you 
want  to  have  a baby? 

“Are  you  ill?  For  God’s  sake  don’t  call  me  in!  I'm 
too  busy  signing  certificates!" 

— Mickling  in  Cleveland  News  Reprinted  from  The  Reader's 
Digest,  June  1949. 
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NEW  FACILITIES  AT  HOT  SPRINGS 
RECENTLY  COMPLETED 


Construction  of  new  facilities  at  Hot  Springs,  New 
Mexico,  with  its  mineral  water  and  climate,  is  putting 
that  city  on  a par  with  other  world-famous  spas  and 
offering  physicians  of  the  Southwest  a near-by  economi- 
cal and  well-equipped  health  center,  where  they  may 
send  patients. 

The  current  building  boom  in  Hot  Springs  is  pro- 
viding the  city  with  the  latest  in  bathhouse-equipped 
motels  and  tourist  courts.  The  newest  structures  offer 
private  baths,  air  conditioning,  radiant  heat  and  kitchen 
facilities  for  as  low  a weekly  base  rate  as  $35  a unit. 

The  baths  themselves  cost  between  $1  and  $1.50 
at  the  top  resorts.  Some  of  the  latest  units  have  special 
tiled  baths  with  mineral  water  as  part  of  an  apartment 
unit.  Others  have  the  bath  units  conveniently  located 
within  the  motel. 

In  addition,  mushrooming  construction  has  given 
the  city  a score  of  new  attractive  tourist  courts  beyond 
the  hot  water  area  within  easy  reach  of  the  city’s  bath- 
houses. Many  of  the  city's  older  bathhouses  in  the  54- 
acre  hot  water  area  offer  baths  for  as  little  as  25  cents. 

Hot  Springs,  famous  for  its  mineral  waters  since 
early  Indian  days,  is  located  in  the  Middle  Rio  Grande 
Valley  on  Highway  85  approximately  half-way  between 
El  Paso,  Texas,  and  Albuquerque,  New  Mexico.  It  is 
served  by  four  bus  lines,  with  excellent  connections  at 
either  Albuquerque  or  El  Paso.  Just  four  miles  north  is 
Elephant  Butte  Dam,  where  the  waters  impounded  form 
a lake  44  miles  long  and  eight  miles  wide  at  the  widest 
point,  and  where  fishing  and  water  sports  abound. 

The  city  is  at  an  altitude  of  4200  feet  in  the  80  per 
cent  sunshine  belt.  Completely  surrounded  by  moun- 
tains which  deflect  storms,  the  city  has  an  average  win- 


ter temperature  of  46  degrees  and  an  average  summer 
temperature  of  77  degrees.  The  average  rainfall  is 
only  7.1  inchs,  compared  to  45-65  inches  a year  at  Hot 
Springs,  Arkansas,  and  32  inches  at  Excelsior  Springs, 
Missouri.  There  are  approximately  318  sunny  days  a 
year  as  compared  with  the  average  of  142  sunny  days 
at  Hot  Springs,  Arkansas. 

It  is  an  old  axiom  at  Hot  Springs,  New  Mexico,  that 
you  don’t  have  to  fight  the  climate  along  with  ailments; 
for  the  climate  wrorks  for  the  patient  throughout  the  year. 

The  hot  mineral  water  that  bubbles  up  at  approxi- 
mately 113  degrees  has  long  been  accepted  as  highly 
useful  in  the  treatment  of  arthritis,  rheumatic  disease, 
neuritis,  certain  forms  of  paralysis,  certain  nervous  dis- 
orders, certain  skin  diseases,  Buerger’s  disease,  and  other 
circulatory  disorders. 

The  city  has  a complete  general  hospital  in  the  50- 
bed  St.  Ann’s  Hospital.  Seven  physicians  in  the  Hot 
Springs  area  are  Drs.  W.  B.  Cantrell;  Robert  Fulwider; 
E.  E.  Hubble;  H.  B.  Johnson;  W.  L.  Minear,  who  is  chief 
of  surgery  at  nearby  Carrie  Tingley  Hospital  for  Crip- 
pled Children;  A.  C.  White,  and  T.  B.  Williams. 

The  Carrie  Tingley  Hospital  is  the  Southwest's  lead- 
ing hospital  and  is  devoted  entirely  to  children’s  ortho- 
pedic work.  The  hospital,  a state  institution,  has  a nor- 
mal capacity  of  100  beds  and  nearly  two  acres  under 
roof. 

An  excellent  opportunity  for  young  physicians  cur- 
rently exists  in  the  Hot  Springs,  area,  according  to  phy- 
sicians there.  The  city  has  a population  of  approximately 
9000  and  the  county  about  13,000.  An  average  of  ap- 
proximately 3000  transients  are  in  the  area  throughout 
the  year. 


COMPARISON  OF  THE  CLIMATE  AND  MINERAL  WATERS  OF  LEADING  U.  S.  SPAS 


Hot  Springs, 

Excelsior 

Hot  Springs, 

Hot  Springs, 

New  Mexico 

Springs,  Mo. 

Arkansas 

Virginia 

(Sulpho  Saline' 

Sodium  Chloride  

1771.6 

6174.9 

4.6 

9.92 

Sodium  Sulphate-Sulphide  

Potassium  Chloride  

131.4 

857.3 

7.01 

10.97 

Potassium  Sulphate  

71.7 

Potassium  Nitrate  

8 



4.3 

24.91 

Calcium  Carbonate 



or  Bicarbonate  

278.6 

Calcium  Chloride  .... 

143.9 

515.4 

122.26 

381.5 

Calcium  Sulphate  

113.0 



Magnesium  Carbonate 

201.3 

31.2 

or  Bicarbonate  

19.32 

46.21 

Magnesium  Sulphate 

or  Chloride  

63.1 

5190 

103.32 

Silica  

43.0 

43.11 

20.93 

Alumina  _ 

3.2 

1.21 

Iron  Oxide 

.57 

Iron  Carbonate 

30.3 

3.1 

or  Bicarbonate  

6 

1.2 



Sodium  Nitrate  

8371.1 

293.1 

630.64 

Total  solids  (pts.  million)  

2549.2 

8371.1 

293.71 

630.64 

Analysis  shows  .000000000844  grams  of  radium  per  liter  in  the  Hot  Springs,  New  Mexico,  water. 

Hot  Springs,  New  Mexico,  water  analysis  made  at  the  Water  and  Beverage  Laboratory,  Bureau  of  Chem- 
istry, Department  of  Agriculture,  Washington,  D.  C.  Jan.  7,  1921. 
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THEY  CALL  IT  FREE 
MEDICINE  "DOWN  UNDER” 

In  Australia  the  relations  between  the  physician  and 
the  government  are,  to  put  it  mildly,  greatly  strained. 
The  people  themselves  do  not  profess  a great  deal  of 
interest  in  the  government  s so-called  "Free  Medicine’ 
scheme. 

The  Australian  Medical  Association  has  flatly  re- 
fused to  participate  in  the  official  scheme  under  the  ex- 
isting regulations.  Prime  Minister  Joseph  B.  Chifley 
states,  "No  matter  how  long  the  fight  goes  on,  there 
will  be  but  one  finish  to  it.  Make  no  mistake  about 
that.” 

Mr.  Chifley  apparently  realizes  the  tremendous  fi- 
nancial drain  on  any  country  operating  under  a system 
of  so-called  free  medicine  and  has  taken  steps  to  re- 


duce the  financial  burden.  As  usual  these  steps  in  the 
final  analysis  may  benefit  the  Australian  taxpayers 
pocketbook,  but  not  his  physical  well-being. 

Although  the  Labor  government  promised  complete 
freedom  of  action  for  the  doctors,  it  has  recently  passed 
a bill  forcing  the  doctors  to  prescribe  under  the  govern- 
ment's drug  formulary  law.  Failure  to  do  so  carries  a 
penalty  of  one  hundred  and  sixty  dollars. 

However,  in  spite  of  the  fact  that  this  bill  has  been 
passed,  it  has  not  been  proclaimed,  but  is  being  held 
more  or  less  as  an  axe  over  the  head  of  the  medical 
profession. 

The  consensus  among  the  majority  of  Australian 
physicians  may  well  be  summed  up  in  the  statement  of 
one  prominent  member  of  the  fraternity. 

“So-called  free  medicine  must  be  restricted  to  the 
cheapest  form  of  treatment,  irrespective  of  whether  it  is 
beneficial  to  the  patient  or  not." 
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PSYCHIATRY  FOR  SENESCENCE* 

Clarke  H.  Barnacle,  M.D.,  Denver.  Colorado 

Asst.  Professor  of  Psychiatry,  University  of  Colorado;  Consultant  in  Neuro-Psychiatry  for  the  United  States  Army; 

President,  Colorado  Neuro-Psychiatric  Society.  1948-49. 


Orientation  to  the  problem  of  old  age  has  been  well 
expressed  by  John  Dewey,  the  American  philosopher, 
in  the  following  remark,  "It  is  strange  that  the  one  thing 
that  every  person  looks  forward  to  is  the  one  thing  for 
which  no  preparation  is  made."(1) 

Knowing  more  about  senesence  should  help  the  aging 
man  to  understand  his  own  destiny  and  help  the  young 
to  understand  the  old.  The  problem  of  geri- 
a.rics  is  of  utmost  importance  today,  al 
though  those  concerned  know  that  this 
branch  of  research  is  still  in  its  infancy. 

Reports  emphasize  that  we  are  becom- 
ing a nation  of  dollars,  that  by  1980  it  is 
estimated  50  per  cent  of  the  population  will 
be  over  45  and  15  per  cent  will  be  65  years 
of  age  or  older,  and  that  this  is  due  to  three 
factors;  the  increase  in  average  life  expec- 
tancy from  51  years  in  1919  to  65  years  in 
1945;  a rapidly  declining  birth  rate;  and 
the  decrease  in  immigration  of  lower  age 
groups/2' 

The  medical  profession,  which  has  been  pr.  Clarke 
so  aware  of  disease  prevention  and  infant 
mortality,  should  take  the  lead  in  casting  light  upon  the 
problems  of  senescence.  It  is  hoped  that  medical  schools 
will  establish  special  departments  in  geriatrics  compara- 
ble to  those  in  pediatrics. 

Wide-sweeping  conclusions  about  aging  are  invalid; 
however,  it  is  generally  believed  that  aging  is  a steady 
and  gradual  process  that  begins  at  birth.  Senescence,  or 
old  age,  is  characterized  by  physical  decline,  retarda- 
tion of  mental  processes,  and  usually  less  plasticity  and 
adaptability.  The  process  of  aging  follows  a rule  pe- 
culiar to  the  individual;  each  person  reveals,  in  ad- 
vanced age,  the  traces  of  his  own  life-history.  The 
aging  process  varies  in  families,  clans,  and  groups,  and 
may  be  dependent,  as  Oliver  Wendell  Holmes  suggests, 
upon  his  fortune  or  misfortune  in  choosing  his  ancestors. 
Normal  involution  seldom  occurs  independently,  but  is 
almost  always  combined  with  or  masked  by  disease 
processes.  It  is  difficult  to  determine  where  involution 
ceases  and  disease  begins/3' 

PHYSICAL  DECLINE 

Physical  decline  is  characterized  by  atrophy  and  de- 
hydration of  the  tissues  and  organs,  particularly  noted 
aiier  the  70th  year.  The  skin  becomes  thinner,  pig- 
mentat.ons  increase,  the  hair  falls  out,  or  sometimes 
grows  in  abnormal  places;  posture  becomes  stooped, 
bones  become  brittle  and  poor  in  calcium.  Circulation 
is  less  competent;  deafness  and  poor  eyesight  are  not 
uncommon.  O.d  women  often  grow  beards;  the  dis- 
tinctive characteristics  of  the  sexes  become  less  obvious, 
and  sometimes  it  is  difficult  to  tell  from  the  appearance 
of  the  face  or  the  sound  of  the  voice  whether  the  aged 
person  is  a man  or  a woman.  Physiological  and  patho- 

*Read before  the  International  Post-Graduate  Medical  As- 
sociation of  Southwest  Texas,  Inc.,  January  25,  1949,  San 
Antonio,  Texas. 


logical  changes  of  the  central  nervous  system  may  be 
gradual  or  rapid;  the  brain  often  ages  more  slowly  than 
other  organs.  Degenerative  changes  of  the  cerebral  cor- 
tex are  progressive;  eventually  this  process,  as  well  as 
progressive  debilitating  changes  of  the  cerebral  blood 
vessels,  takes  place. 

Easy  fatigability,  forgetfulness,  reminiscence,  loss  of 
concentration,  rigidity  or  unusual  plasticity 
of  personality,  and  mild  impairment  of 
judgment  are  apt  to  be  considered  normal. 
We  think  of  psychological  changes  in  old 
age  occurring  because  of  decreased  capacity 
of  the  biological  organism  to  cope  with  new 
situations,  thus  increasing  the  demand  to 
borrow  from  past  experience/4)  The  pow- 
er of  adaptability  is  no  longer  adequate; 
intellectual  efficiency  is  decreased.  In  com- 
pensation for  the  retrogressive  psychologi- 
cal changes,  healthy  senescence  is  frequent- 


H.  Barnacle  his  attitudes  and  may  have  a broader  un- 
derstanding of  life’s  problems. 

There  are  many  real  dynamic  factors  that  produce 
maladjustment  in  the  senescent.  The  crux  of  the  prob- 
lem is  insecurity,  which  leads  to  fears — fear  of  what  is 
to  become  of  him,  fear  of  becoming  a burden,  and  most 
important  of  all,  fear  of  growing  old.  The  elderly  per- 
son may  be  faced  with  the  death  of  his  mate  and  of 
many  of  his  close  friends:  he  comes  to  a sense  of  loneli- 
ness because  he  does  not  make  new  friends  easily. 

At  the  same  time  he  is  aware  that  his  physical  de- 
cline is  lessening  his  earning  power  and  that  he  faces 
possible  financial  dependency.  Then  there  is  the  prob- 
lem of  loss  of  authority,  being  supplanted  by  younger 
men,  and  enforced  retirement.  When  he  is  no  longer 
able  to  work  he  may  have  to  live  with  his  children  or 
look  to  public  aid.  This  feeling  of  fear  and  loneliness 
has  a marked  effect  upon  his  personal  outlook.  Living 
with  his  children  may  create  a housing  problem  and  ac- 
centuate the  psychiatric  aspects.  There  may  be  real 
conflict  in  the  home  between  the  aged  person  and  the 
younger  generations,  neither  understanding  or  tolerat- 
ing the  other. 

With  the  increasing  number  of  old  people,  sociologi- 
cal and  economic  problems  become  more  manifest.  The 
character  of  the  home  has  changed,  in  that  families  are 
smaller  and  there  is  no  reserve  of  family  to  care  for  the 
old.  With  increased  migration  to  cities,  children  often 
live  quite  a distance  from  their  parents.  Houses  are 
smaller,  more  people  live  in  apartments,  and  there  is 
less  room  for  the  aged.  Of  course,  many  old  people 
are  able  to  adjust  in  society,  especially  if  that  society 
is  a rural  farm  community,  even  though  they  may  have 
a memory  loss,  wander  about,  and  reminisce/3) 

PUBLIC  CHARGE 

If  the  oldster  has  no  economic  security,  he  may  be- 
come a public  charge  in  the  form  of  a pensioner,  or  if  he 


138 


SOUTHWESTERN  MEDICINE 


JULY,  1949 


is  physically  or  mentally  declined,  institutionalization 
may  be  necessary.  Economic  security  in  declining  years 
is  a sociological  problem  for  every  citizen.  There  ap- 
pears to  be  a great  waste  of  human  material  because  of 
our  attitudes  toward  the  aged.  The  recent  war  situa- 
tion demonstrated  the  salvage  of  thousands  of  men  and 
women  utilized  in  the  country’s  production  effort,  and 
incidentally,  these  people  regained  self-esteem  and  hap- 
piness. We  might  re-examine  arbitrary  retirement  of 
any  person  at  a particular  chronological  age,  since  many 
people  continue  in  good  possession  of  their  intellectual 
faculties  in  the  70s  and  80s,  and  society  might  find 
means  of  keeping  them  employed. (6> 

In  the  cities  the  convalescent  homes  are  jammed  with 
old  people  just  waiting  to  die.  In  general,  these  indi- 
viduals are  neglected  and  are  given  no  more  than  me- 
diocre custodial  care.  All  of  our  state  mental  hospitals 
are  having  a steady  rise  in  the  admission  of  senile  pa- 
tients. It  appears  that  we  are  just  constructing  more 
and  more  buildings  tor  these  elderly  patients  and  have 
made  little  progress  in  solving  the  problem. 

Although  efforts  are  still  minimal,  some  forward 
steps  have  been  taken  to  meet  the  needs  of  lonely  elderly 
people.  In  some  of  the  larger  cities  of  the  country, 
there  are  day  clubs  for  older  people,  where  they  have 
contact  with  others  in  the  same  age  group,  establish  new 
social  relationships,  and  where  cultural  and  avocational 
interests  are  stimulated.  Boredom  is  avoided  and  in- 
dividuals regain  their  self-esteem. 

Dr.  A.  L.  Vischer's  work  with  the  aged  at  Basle, 
Switzerland,  has  been  a noteworthy  experiment  over 
the  past  twenty  years.  He  has  promoted  a project  in 
which  the  aged  are  housed  in  dormitories  in  close  con- 
junction with  a public  hospital.  These  old  people  are 
not  subjected  to  numerous  tiresome  regulations,  but  are 
allowed  considerable  freedom.  Each  one  who  is  able 
is  given  an  opportunity  to  work  in  the  hospital  in  vari- 
ous capacities.  It  is  interesting  to  note  that  90  per  cent 
of  the  old  people  ask  to  be  given  some  work,  for  which 
they  receive  a small  wage.  The  morale  of  these  indi- 
viduals is  high;  they  maintain  their  self-esteem  and 
prestige  as  members  of  the  community/3) 

SENILE  PATIENTS 

When  the  family  physician  is  called  to  advise  in 
the  management  of  senile  patients,  a general  estimate 
of  the  patient's  psychiatric  condition  usually  will  be  ap- 
parent upon  discussion  with  the  patient  and  his  rela- 
tives. Courteous  attention  to  his  story  will  bolster  the 
patient's  confidence.  Nothing  hurts  more  than  being  ig- 
nored or  given  a brusque  dismissal.  One  should  try  to 
understand  how  the  old  person  feels  about  himself  and 
then  act  accordingly/7) 

Physical  examination  may  reveal  senile  changes  of 
atrophy  and  dehydration.  The  physician  should  be 
mindful  of  what  is  average  for  the  individual's  age  group 
and  should  expect  to  see  certain  degenerative  changes 
in  old  people/4)  Organic  factors  that  might  cause  a 
temporary  psychiatric  state  must  be  ruled  out.  Some- 
times drug  or  alcohol  intoxication,  systematic  disease, 
dietary  deficiency,  or  delirium  are  present.  The  follow- 
ing case  is  an  example  of  such  occurrence. 

Case  I.  An  80  year  old  retired  physician  was 
seen  in  consultation  recently  because  of  excited,  un- 
manageable behavior  after  a prostatectomy.  Follow- 
ing surgery  the  patient  suffered  from  insomnia  and 
loss  of  appetite,  and  on  the  fifth  postoperative  day, 


he  suddenly  became  confused,  excited,  combative,  and 
hallucinatory.  Examination  revealed  moderately  far 
advanced  senile  changes,  generalized  arteriosclerosis, 
with  evidence  of  dehydration  and  toxicity. 

This  patient,  a highly  respected  man,  devoted  55 
years  of  his  life  to  a busy  general  practice.  His  rela- 
tives stated  that  prior  to  his  hospitalization,  he  had 
been  "slipping”  in  that  he  was  more  forgetful,  emo- 
tionally unstable,  and  showed  signs  of  general  physi- 
cal decline;  they  feared  that  he  was  becoming  de- 
mented. The  unmanageable  psychiatric  state  re- 
quired his  immediate  transfer  to  a mental  hospital, 
where  he  responded  quickly  to  conservative  therapy 
of  reassurance,  sedation,  intravenous  fluids,  dietary 
and  nursing  care.  The  patient  was  returned  to  the 
home  of  his  daughter,  where  he  felt  more  secure  and 
was  in  a better  position  to  convalesce. 

This  patient’s  reaction  represents  a frequent  oc- 
currence following  surgery  in  elderly  people.  Transi- 
tory toxic-delirious  reactions  are  prone  to  occur  in 
the  aged,  particularly  in  prostatic  cases,  and  do  not 
necessarily  indicate  senile  dementia. 

The  case  brings  to  light  an  important  need  in  all 
general  hospitals,  i.  e.,  for  private,  soundproof  rooms 
where  delirious  patients  may  be  cared  for  temporar- 
ily in  a beneficial  fashion,  without  the  dramatic  and 
unwarranted  transfer  to  a mental  institution.  The 
elderly  professional  or  business  man  or  woman  is 
likely  to  resent  or  misinterpret  admission  to  a mental 
hospital  because  of  delirium. 

One  should  be  alert  to  the  fact  that  disease  processes 
may  assume  a more  dangerous  character  in  this  phase 
of  life.  Medical  diagnosis  in  aged  persons  is  more  dif- 
ficult and  greater  demands  are  made  on  the  physician's 
power  of  observation.  Objective  signs  are  often  absent 
or  masked.  Several  disorders  may  occur  at  one  time; 
the  body  may  be  a "pathological  museum."  (3> 

The  easy  diagnosis  of  "senility"  may  be  a sign  of  in- 
tellectual laziness  or  lack  of  clinical  imagination  on  the 
part  of  the  physician.  Rather  than  assume  that  inter- 
current diseases  are  untreatable  because  of  age,  we  owe 
it  to  ourselves  to  treat  patients  in  the  sixties,  seventies, 
and  eighties  as  we  would  treat  the  same  conditions  in 
younger  people/®)  Too  frequently  the  physician  re- 
acts to  the  aged  as  he  does  to  the  neurotic  or  the  patient 
with  chronic  disease.  Prejudices  of  this  nature  will 
hamper  effective  care. 

OPTIMISTIC  ATTITUDE 
In  treatment,  an  understanding,  genuinely  optimistic 
attitude  is  essential.  The  doctor  should  strive  to  develop 
in  the  aged  person  a sense  of  hopefulness  and  confidence, 
and  a philosophical  attitude  of  life.  Urge  the  patient 
to  do  things  that  will  tend  to  overcome  his  feelings  of 
uselessness,  and  advise  an  environment  that  allows  him 
to  express  as  great  independence  as  possible.  Above 
all,  boredom  is  to  be  avoided.  One  should  encourage 
the  patient  to  try  to  get  some  pleasure  out  of  what  he 
does  and  to  do  things  that  offer  gratification. 

The  physician  is  the  therapeutic  agent  in  the  care 
of  seniles.  The  oldster,  inclined  to  be  set  in  his  ways, 
may  not  respond  well  to  direct  suggestion.  However, 
the  physician  has  a position  of  authority  and  responsi- 
bility, and  the  elderly  person  is  apt  to  heed  his  recom- 
mendations, if  they  are  given  in  an  indirect  manner. 
The  important  thing  is  for  the  physician  to  appreciate 
the  "person",  the  total  environment,  and  the  clinical  pic- 
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ture  of  the  patient.  He  might  lend  his  own  strength 
to  the  anxious  and  insecure  old  patient  by  showing  a 
general  willingness  to  stand  by  and  help. 

The  physician  should  attempt  to  gain  the  coopera- 
tion of  relatives  in  a broad  program  of  treatment.  It 
is  well  for  them  to  realize  that  an  attitude  of  intolerance, 
irritability,  undue  suspicion,  hoarding  and  other  traits 
are  part  of  the  clinical  picture  of  the  declining  aged 
person. 

The  aged  person  should  not  retire  from  work  unless 
1 it  is  beyond  his  ability;  he  should  be  advised  to  grad- 
ually lessen  the  load,  turning  more  to  avocations  and 
diversional  interests.  Contacts  with  young  people 
should  be  maintained.  Many  times  retirement  from 
work  spells  death  to  the  patient.  On  the  other  hand,  he 
should  be  encouraged  to  relinquish  responsibility  as  it 
becomes  apparent  that  he  is  unable  to  carry  the  load. 

Case  II.  The  patient,  a 73  year  old  married  man, 
had  been  in  good  health  until  his  postponed  retirement 
as  a railroad  conductor  on  V-J  Day  after  54  years  of 
service.  The  history  revealed  that  he  had  always 
been  an  irritable,  rigid,  compulsive,  suspicious  per- 
son. His  marriage  was  childless  and  he  had  been 
over-protected  all  through  life  by  his  wife  and  rela- 
tives. After  his  retirement,  the  patient  became  pre- 
occupied and  mildly  depressed,  and  developed  nu- 
merous psychosomatic  complaints.  In  January  1947, 
he  visited  a younger  brother,  who  died  of  tuberculo- 
sis a short  time  later.  Following  this,  the  patient's 
health  declined  rapidly;  depression,  insomnia,  ano- 
rexia, and  slowing  of  mentation  were  noted.  He  had 
frequent  outbursts  of  rage  and  irritability,  lost  inter- 
est in  his  surroundings,  and  refused  to  undress  or  to 
take  nourishment. 

The  patient  was  hospitalized  in  May  1947  for  a 
course  of  electroshock  therapy  and  adequate  medical 
care.  Aside  from  evidence  of  early  cerebral  arterio- 
sclerosis and  senility,  his  physical  condition  showed 
some  malnutrition  and  dehydration.  He  wras  given 
twelve  electroshock  treatments  and  about  midway  in 
the  course  became  intensely  confused.  Two  weeks  af- 
ter the  termination  of  shock  treatment,  the  confusion 
had  lifted  and  the  patient  was  recovered  from  his  de- 
pression. After  a period  of  convalescence,  the  pa- 
tient was  advised  to  return  to  his  home  town,  where 
he  could  be  among  his  old  friends  and  railroad  as- 
sociates. 

This  was  fundamentally  a depressive  reaction  in  an 
individual  with  a rigid,  compulsive,  paranoid  person- 
ality, complicated  by  major  hysterical  features.  The 
organic  elements  of  senility  and  cerebral  arteriosclero- 
sis were  minimal;  retirement  from  work,  boredom,  and 
the  death  of  his  brother  appear  to  have  been  the  pre- 
cipitating factors  in  the  patient's  illness. 

Almost  every  type  of  psychiatric  reaction  is  found 
in  senescence.  Psychosomatic  disorders  frequently  make 
their  appearance  in  the  advanced  age  groups,  and 
chronic  psychoneuroses  may  become  more  profound 
and  manifest,  as  illustrated  in: 

Case  III.  This  65  year  old  bachelor,  a banker  by 
profession,  has  been  seen  in  consultation  off  and  on 
for  the  past  three  years  because  of  increasingly  severe 
paresthesias  and  itching  of  the  skin,  generalized  rest- 
lessness, tension,  periods  of  moodiness,  and  numerous 


psychosomatic  complaints.  The  patient  is  well  en- 
dowed intellectually,  meticulous,  and  hypochondriacal 
in  character.  Physical  examination  was  essentially 
negative. 

The  patient  was  an  only  child  who  lived  with  his 
mother  until  she  died  six  months  ago  at  the  age  of  90. 
His  father  died  when  the  patient  was  in  his  early  20's. 
The  patient  had  never  had  much  interest  in  the  oppo- 
site sex  and  confined  his  attention  to  his  family,  work, 
reading  and  travel.  He  had  always  been  shy  and  dif- 
fident with  people,  particularly  in  his  home  town,  but 
sensed  a feeling  of  freedom  when  on  vacations.  He 
had  always  had  a complex  about  himself  and  the 
townspeople  because  he  was  the  banker’s  son  and  felt 
that  he  could  not  live  up  to  his  father’s  success. 

From  early  life  his  family  had  been  concerned 
about  his  health;  and  after  numerous  consultations 
with  doctors  throughout  the  country,  a tonsillectomy 
was  decided  upon.  This  operation  did  not  relieve 
the  chronic  pattern  of  psychoneurosis;  and  the  patient 
has  periodically  sought  medical  help  for  sinus  trouble, 
prostatic  irritation,  and  in  the  last  few  years,  for  in- 
tensive paresthesias,  aches  and  pains. 

INTEREST  LOST 

At  the  time  of  our  first  interviews  three  years  ago, 
the  patient  had  lost  interest  in  his  work  and  avoided 
social  contacts.  He  was  greatly  concerned  over  his 
mother’s  health  because  of  her  advanced  age;  he  was 
afraid  that  he  would  be  unable  to  meet  her  death  with- 
out collapse.. 

Psychiatric  aid  was  concerned  essentially  with  giv- 
ing the  patient  a better  understanding  of  his  person- 
ality, habits  and  attitudes  of  mind,  and  he  was  en- 
couraged to  develop  more  interest  in  his  work  and  in 
extra  activities  connected  with  the  bank  and  the  town. 
He  was  urged  to  take  regular  vacations,  to  cultivate 
new  interests  and  reestablish  old  ones. 

From  the  first  interview,  the  patient  made  a better 
adjustment,  took  more  interest  in  his  work  and  par- 
ticipated more  in  civic  affairs.  He  began  to  appre- 
ciate that  restricting  his  work  and  activities,  and 
waiting  for  his  mother  to  die,  was  perpetuating  his 
nervousness.  When  his  mother  did  die,  he  met  the 
situation  with  a normal  grief  reaction;  and,  although 
he  has  occasional  bouts  of  paresthesias,  these  are  less 
intense  and  his  other  complaints  are  considerably  re- 
lieved. On  his  own  initiative  he  planned  a trip  to 
Europe  and  entered  upon  this  venture  with  great  en- 
thusiasm. 

This  case  illustrates  a chronic  psychoneurotic  re- 
action of  long  duration  with  an  increase  of  symptoms 
in  later  life.  Surely  he  had  strong  family  attachments 
for  years;  with  supportive  therapy  he  was  able  to 
meet  his  mother’s  death  in  a reasonable  manner. 
Through  his  own  efforts  to  understand  himself  and 
work  out  ways  to  rebuild  his  esteem,  he  has  steadily 
progressed  to  a better  adjustment.  He  no  longer 
feels  that  he  is  living  in  his  father’s  shadow;  success 
in  his  own  right  has  brought  considerable  relief  from 
his  neurotic  imprisonment. 

Simple  depressive  states  and  involutional  melan- 
cholias of  senescence  are,  for  the  most  part,  functional 
in  character,  and  generally  respond  well  to  electroshock 
therapy.  The  organic  features  may  be  just  one  etiologi- 
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cal  factor  in  the  production  of  these  illnesses,  as  shown 
in: 

Case  IV.  This  well  educated,  72  year  old  widow 
was  first  seen  in  the  summer  of  1948.  At  that  time 
she  complained  of  insomnia,  restlessness,  and  moodi- 
ness. She  became  increasingly  morose  and  apprehen- 
sive, lost  her  appetite,  and  was  unable  to  sleep.  She 
was  plagued  with  fears  of  not  being  wanted  and  of 
being  a burden.  She  was  preoccupied  with  guilt 
feelings  over  sex  practices  in  her  marriage,  and  felt 
that  the  "cemetery”  was  the  only  answer  to  her 
problems. 

The  patient  took  over  the  management  of  her  hus- 
band s pharmacy  upon  his  death  20  years  ago,  and 
acted  as  both  father  and  mother  to  her  two  adolescent 
children.  She  had  maintained  her  interest  in  life 
through  work,  writing,  and  craftwork.  The  past  his- 
tory revealed  three  prior  attacks  of  anxiety,  from 
which  she  recovered  with  rest  regimes.  The  recent 
illness  occurred  in  a setting  of  reestablishing  her  home 
with  her  son,  whose  marriage  had  failed,  and  with 
her  unmarried  daughter,  who  had  returned  after  sev- 
eral years  study  in  the  east.  The  patient  developed 
the  idea  that  she  had  failed  as  a mother  because  her 
children  had  not  reached  the  perfectionistic  goals  she 
hoped  for. 

The  physical  findings  were  negative.  Her  mem- 
ory and  intellectual  faculties  were  intact,  but  influ- 
enced by  her  depressed  state.  She  was  hospitalized 
in  October  1948  for  the  treatment  of  this  depressive 
reaction,  and  was  given  a course  of  electroshock.  She 
experienced  moderate  confusion,  but  left  the  hospital 
shortly  after  the  termination  of  the  shock  treatment. 
She  renewed  her  interest  in  cultural  pursuits  and  took 
up  the  hobby  of  making  puppets  and  figurines.  Her 
sleep  rhythm  was  reestablished  and  the  depressive  ele- 
ments vanished  from  the  picture.  She  gained  a health- 
ier attitude  toward  her  home  life  and  her  children, 
and  has  maintained  her  progress  since  leaving  the 
hospital. 

This  clinical  record  depicts  a depressive  reaction 
in  a psychoneurotic  individual  who  has  had  previous 
periods  of  anxiety.  The  psychological  stresses  of  old 
age,  feelings  of  failure  and  guiltr,  and  fears  of  being 
unwanted,  were  the  precipitating  factors  in  the  pa- 
tient's illness. 

Manias  and  excitements  react  less  well  to  electro- 
shock, but  this  therapeutic  method  is  effective  occasion- 
ally and  assists  in  hospital  management. 

Paranoid  states  and  schizophrenic-like  clinical  pic- 
tures may  appear  and  in  general  react  poorly  to  psycho- 
therapeutic measures.  A few  of  these  cases  respond  to 
courses  of  insulin  or  electric  shock,  or  combinations  of 
both. 

MENTAL  PROBLEMS 

When  problems  of  mental  competency  arise,  the 
physician  may  be  called  upon  to  recommend  court  pro- 
cedure for  conservatorship.  As  a result  of  organic 
brain  changes,  inhibitory  processes  are  less  effective  and 
sex  delinquencies  are  not  infrequent.  Malicious  confi- 
dence men  and  swindlers  often  take  advantage  of  the 
oldster  whose  gullibility  is  pathological.  The  inability 
to  manage  business  affairs  may  necessitate  legal  conser- 
vatorship. 

Alcoholism  and  drug  addiction  in  the  older  age 
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groups  follows  at  pattern  similar  to  that  in  young  people. 
If  the  aged  patient’s  brain  is  not  deteriorated  by  alcohol 
or  organic  processes,  and  he  sincerely  wants  help,  he 
may  be  a better  candidate  for  treatment  than  the  younger 
patient,  whose  experience  and  judgment  have  not  sta- 
bilized and  who  is  moody  and  rebellious.  (10> 

Precipitation  of  psychosis  due  to  cerebral  arterio- 
sclerosis is  usually  associated  with  cerebral  accident.  In 
the  event  of  emotional  instability,  personality  alteration, 
delusional  formations,  impairment  of  judgment  and  in- 
tellectual faculties,  commitment  procedures  may  be  nec- 
essary to  protect  the  patient  and  his  family. 

Senile  dementia,  with  ultimate  mental  and  physical 
deterioration,  is  the  most  common  psychiatric  entity.  Its 
onset  is  insidious,  and  the  symptoms  of  mental  confu- 
sion, memory  loss,  regressive  personality  changes  and 
deficient  judgment  follow  a progressive  course.  It  is 
often  imperative  to  commit  and  institutionalize  individ- 
uals suffering  from  this  disorder. 
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EDITORIAL  COMMENT 

Doctor  Barnacle  should  be  complimented  for  his 
most  excellent  presentation  of  such  a timely  subject.  He 
has  clearly  presented  a problem  of  paramount  impor- 
tance to  all  physicians.  Not  infrequently  the  medical 
specialist,  as  well  as  the  general  practitioner,  is  called 
upon  to  treat  or  advise  in  regard  to  the  welfare  of  an 
aged  person. 

Modern  advancement  in  science  is  causing  us  rap- 
idly to  become  a nation  of  elders — yet  our  culture  is 
one  in  which  all  emphasis  is  placed  on  youth.  Age  is 
not  glorified,  and  too  often  is  not  even  accepted  with 
passive  indifference.  This  industrial  age  places  all  em- 
phasis upon  efficiency  and  productivity.  Everything  is 
sacrificed  for  productivity.  It  is  well  known  that  there 
is  usually  a decrease  of  efficiency  and  productivity  with 
age.  The  aged  worker  is  too  often  discarded  as  a ma- 
chine that  is  no  longer  useful.  It  is  perfectly  under- 
standable why  aged  persons  develop  the  feelings  of  re- 
jection and  not  being  wanted.  There  is  a close  correla- 
tion between  productivity  and  a zest  for  living.  It  is 
common  knowledge  that  death  often  follows  a retire- 
ment from  industry.  Old  people  wish  to  produce;  they 
wish  to  feel  that  their  services  are  wanted  and  useful. 

COLD  INDIFFERENCE 

The  cold  indifference  which  industry  displays  to- 
ward its  aged  worker  is  mild  in  comparison  with  the  in- 
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difference  and  non-acceptance  displayed  by  the  family. 
The  failure  of  the  family  is  far  more  tragic.  The  decad- 
ence of  our  civilization  is  probably  most  acutely  shown 
in  the  disintegration  of  the  family.  The  disintegration 
of  the  family  is  most  acutely  shown  by  the  family's 
failure  to  accept  the  aged.  In  many  modern  homes,  the 
aged  person  is  often  unaccepted.  The  rapid  increase 
in  convalescent  homes  indicates  a most  unhealthy  social 
trend. 

The  nurse  in  a convalescent  home  or  the  waiter  in 
a hotel  is  no  substitute  for  the  affection  of  a son  or  a 
daughter.  Many  sons  and  daughters  should  justly  hang 
their  heads  in  shame,  if  they  would  fairly  analyze  the 
care  they  are  giving  to  their  aged  parents.  A society 
that  gives  social  approval  to  such  malicious  customs  is 
certainly  deteriorating.  Old  age  and  infancy  are  pe- 
riods during  which  the  individual  is  dependent  and  must 
be  cared  for  by  others.  All  agree  that  no  institutional 
system  has  been  devised  that  will  replace  the  family  in 
the  proper  rearing  of  children.  Saying  that  the  emo- 
t.onal  needs  of  the  aged  can  be  satisfied  by  institutional 
care  is  a fallacy. 

INDUSTRIALIZATION 

Industrialization  and  urbanization  of  population  have 
made  it  increasingly  difficult  to  care  properly  for  the 
aged,  non-productive  members  of  the  family.  The  aged 
person  could  be  more  easily  cared  for  in  the  rural  areas, 
crowded  housing  in  tenements  and  marginal  financial 
reserves  make  the  aged  person  a distinct  burden  to  the 
family.  It  would  be  understandable  if  we  should  find 
the  majority  of  patients  in  the  convalescent  homes  from 
the  families  of  marginal  incomes.  This  is  not  the  case. 

it  is  regrettable  to  say  that  some  psychiatrists  have 
given  condolence  to  the  practice  of  having  the  aged 
cared  for  outside  the  home.  They  have  been  over-zeal- 
ous in  encouraging  the  children  to  emancipate  them- 
seives  trom  the  parents  and  to  assert  their  independence 
by  boarding  the  parent  "where  they  will  have  the  ad- 
vantage of  being  with  other  old  people  they  enjoy. 
Such  advice  is  malicious  and  extremely  nearsighted,  and 
is  a false  concept  of  maturity. 

We  should  glorify  old  age.  Once  there  is  honor  and 
dignity  attached  to  age,  individuals  will  look  forward 
to  the  sunset  of  life  with  eagerness  and  expectation.  If 
we,  as  physicians,  are  guided  by  the  psychological  con- 
cepts so  capably  stressed  by  Dr.  Barnacle,  we  might  not 
add  many  years  to  the  aged  person's  life,  but  we  could 
certainly  add  life  to  his  remaining  years. 

ARLIN  B.  COOPER,  M.D.,  El  Paso,  Texas. 


PROCEEDINGS  OF  THE 
EL  PASO  TUMOR  CLINIC 

CASE  NO.  356 

Colonel  Roucher,  William  Beaumont  General  Hos- 
pital: This  is  the  case  of  a 60  year  old  male  who  pre- 

sented himself  to  the  hospital  October  20,  1948.  Exam- 
ination revealed  an  ulcerative  necrotic  area  involving 
the  left  breast,  which  was  fixed  to  the  chest.  There  was 
no  evidence  of  axillary  or  supraclavicular  adenopathy. 
The  lesion  measured  eight  cm.  in  diameter  and  had  been 
present  for  about  four  or  five  months.  Roentgenograms 
of  chest  revealed  extensive  metastasis  to  both  lungs. 


Skeletal  survey  revealed  no  evidence  of  bone  metas- 
tas.s.  Except  for  mild  anemia,  no  significant  blood  find- 
ings were  noted.  Biopsy  was  done  and  this  revealed  a 
scirrhous  type  of  carcinoma,  low  grade  malignancy.  Pa- 
tient was  referred  to  the  department  of  radiology  for 
radiation  therapy  since  it  was  classified  as  inoperable 
or  Stage  Four  carcinoma. 

Colonel  Zanca:  Radiation  therapy  was  instituted  Oc- 
tober 23,  1948,  and  completed  November  23,  1948.  Ra- 
diation was  directed  only  to  the  primary  lesion  and  since 
patient  did  not  have  any  complaints  of  pain  or  cough, 
no  treatment  was  directed  to  the  lungs.  On  May  16, 
1949,  patient  returned  complaining  of  cough  and  some, 
loss  of  weight.  Roentgenograms  of  chest  revealed  mod- 
erate increase  in  degree  of  metastasis  to  both  lungs.  The 
primary  lesion  had  regressed  satisfactorily,  there  being 
only  a small  area  of  scarification  remaining.  About 
three  inches  below  and  medial  to  the  primary  lesion  was 
a palpable  nodule  thought  to  be  metastatic  Still  no  evi- 
dence of  bone  metastasis  found  on  skeletal  survey.  Pa- 
tient wTas  subjected  to  radiation  therapy  to  the  medas- 
tinum  for  cough. 

Colonel  Roucher:  We  observed  this  patient  about 

ten  days  after  treatment  to  the  mediastinum  was  com- 
pleted and  found  no  appreciable  change  in  the  extent  of 
metastasis  although  his  cough  had  lessened.  The  pa- 
tient s general  condition  is  not  bad.  He  has  no  other 
complaints  other  than  what  is  now  more  of  an  annoying 
cough.  He  has  no  pain.  My  purpose  in  presenting 
him  today  is  to  determine  if  anything  more  can  be  of- 
fered him  in  the  way  of  palliative  therapy.  It  seems 
there  has  been  some  work  done  in  Memorial  Hospital 
in  New  York  with  encouraging  results  with  orchiectomy 
in  which  definite  arrest  of  malignancies  of  the  male 
breast  has  been  obtained.  Is  there  anyone  familiar  with 
this  W'ork? 

Dr.  Curtis:  I have  had  no  personal  experience  in 

orchiectomizing  patients  with  carcinoma  of  the  breast, 
but  I am  familiar  with  Treves  work  at  Memorial  Hospi- 
tal, as  published  in  the  March  issue  of  the  journal,  "Can- 
cer.'’ He  draws  a parallel  between  castration  for  pros- 
taiic  carcinoma  in  which  extrogen  has  failed  to  control 
the  disease.  In  spite  of  the  limited  knowledge  that  we 
have  in  the  role  of  estrogens  in  the  management  of  car- 
cinoma, we  have  seen  remarkable  results  in  prostatic 
cancer  with  the  use  of  extrogens,  with,  or  without  cas- 
tration. Certainly  if  this  patient's  condition  would  per- 
mit, and  from  -what  the  Colonel  tells  us  he  is  in  good 
condition,  I see  no  contra-indication  in  suggesting  such 
a procedure  since  there  is  really  nothing  else  that  can 
be  offered. 

Dr.  Reynolds:  Could  stilbesterol  be  used  in  this 

case  first,  as  is  done  with  prostatic  carcinoma? 

Dr.  Curtis:  According  to  Treves,  stilbesterol  failed 

tc-  bring  about  any  appreciable  response  in  two  cases 
in  which  it  was  used. 

Dr.  Gibson:  I quite  agree  with  Dr.  Curtis  in  sug- 

gesting this  procedure  to  the  patient.  However,  some 
difficulty  may  be  encountered  in  the  patient's  accept- 
ance even  though  he  is  60  years  old.  This  has  certainly 
been  true  with  similar  procedure  in  prostatic  carcinoma. 

Dr.  Fuchlovv:  If  this  suggestion  is  agreeable  with 

you,  Colonel  Roucher,  then  the  recommendation  is  cas- 
tration, if  patient  consents.  The  clinic  would  like  to 
see  the  patient  with  roentgenograms  of  chest  one  month 
after  surgery. 
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THE  PROPOSED  ESTABLISHMENT  OF  A SECTION  OF 
GENERAL  PRACTICE  IN  GENERAL  HOSPITALS 


It  is  noteworthy  that  the  recognition  of  the  general 
practitioner  has  become  much  more  pronounced  in  re- 
cent years.  At  the  May  meeting  of  the  State  Medical 
Society  of  Texas  the  excellent  program  of  the  Section 
of  General  Practice  was  heavily  attended;  and  it  occu- 
pied perhaps  the  predominant  place  at  this  meeting. 
The  A M. A.  has  established  a section  on  general  prac- 
tice. Residencies  are  now  being  offered  in  general 
practice.  Lastly,  the  Academy  of  General  Practice  has 
been  organized  and  is  growing  rapidly.  General  Prac- 
tice has  come  into  its  own,  and  begins  to  occupy  its 
rightful  place  in  medicine. 

Recognizing  that  a place  must  be  made  in  the  fu- 
ture for  the  general  practitioner  in  general  hospitals, 
the  House  of  Delegates  of  the  American  Medical  Asso- 
ciation passed  the  following  significant  resolution,  parts 
of  which  are  as  follows; 

"WHEREAS,  Many  hospitals  have  not  established 
general  practice  sections  in  their  visiting  active  staffs, 
and  their  governing  heads  are  doubtful  whether  such 
action  has  the  approval  of  the  bodies  which  set  up  the 
rules  and  regulations  for  the  approval  of  their  hospitals 
for  interns  and  residents;  therefore  be  it  Resolved: 


"That  hospitals  should  be  encouraged  to  establish 
general  practitioner  services.  Appointments  to  a gen- 
eral practice  section  shall  be  made  by  the  hospital  auth- 
orities on  the  merits  and  training  of  the  physician.  Such 
a general  practice  section  shall  not  per  se  prevent  ap- 
proval of  a hospital  for  the  training  of  interns  and  for 
residencies. 

"The  criterion  of  w'hether  a physician  may  be  a 
member  of  a hospital  staff  should  not  be  dependent  on 
certification  by  the  various  specialty  boards  of  mem- 
bership in  special  societies. 

"Copies  of  this  resolution  have  been  sent  to  the  Amer- 
ican College  of  Surgeons,  the  American  College  of  Phy- 
sicians, the  American  Hospital  Association,  the  Catholic 
Hospital  Association  and  to  each  hospital  registered  by 
the  Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association.” 

The  American  Academy  of  General  Practice,  real- 
izing that  some  constructive  effort  must  be  made  to  ac- 
complish hospital  sections  of  general  practice,  has  made 
certain  recommendations.  These  are  represented  graph- 
ically as  follows: 


ORGANIZATION  AND  FUNCTIONS  OF  THE  HOSPITAL  MEDICAL  STAFF 


As  Approved  by 


AMERICAN  COLLEGE  OF  SURGEONS 
(With  the  addition  of  a Non-Specialist  Division  Organization,  as  proposed  by  the 
Committee  on  Hospitals  of  the  American  Academy  of  General  Practice) 
HONORARY  — CONSULTING  — ACTIVE  — ASSOCIATE  — COURTESY 


ORGANIZATION: 

Grouping 

Staffing 

Membership 


r 

Specialist  Division 

Clinical  departments 
Clinicians 

Full  and  part  specialists 


Non-Specialist  Division 

(General  Practice  Section) 

Administrative  and  clinical  section 
Administrative  and  clinical  officers 
General  Practitioners 


FUNCTIONS: 


Professional  Privileges 
(as  Individuals) 


As  designated  by  the  qualifi- 
cations and  credentials 
committee 


Intern-Resident 

Training 


As  designated  by  the  qualifi- 
cations and  credentials 
committee 


As  designated  by  the  qualifications 
and  credentials  committee 

As  designated  by  the  qualifications 
and  credentials  committee 


Staff  Management  Full  privileges 

Privilege  of  group  to 
function  as  a clinical 
service 

Out-Patients:  As  designated  by  the  qualifi- 

cations and  credentials 
In-Patients:  committee 


Full  privileges 


As  designated  by  the  qualifications 
and  credentials  committee 
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In  order  to  establish  and  to  conduct  a section  of  gen- 
eral practice,  the  Academy  makes  the  following  sug- 
gestions: 

PART  I. 

GENERAL  PRINCIPLES 

I.  DEFINITION  OF  A GENERAL 
PRACTITIONER: 

A general  practitioner  is  a legally  qualified  doctor 
of  medicine  who  does  not  limit  his  practice  to  a 
particular  field  of  medicine  or  surgery.  (American 
Medical  Association). 

II.  THE  TYPE  OF  HOSPITAL  IN  WHICH  THE 

ESTABLISHMENT  OF  A SECTION  OF  GEN- 
ERAL PRACTICE  SHALL  PRIMARILY  BE 
CONSIDERED: 

The  establishment  of  a Section  of  General  Practice 
shall  be  considered  in  all  general  hospitals,  in  which 
specialists  represent  a portion  of  the  medical  staff. 

III.  THE  SEGMENT  OF  THE  MEDICAL  STAFF 
STRUCTURE  IN  WHICH  THE  SECTION  OF 
GENERAL  PRACTICE  SHALL  BE  ESTAB- 
LISHED: 

The  Section  of  General  Practice  shall  be  estab- 
lished within  the  structure  of  the  Active  Medical 
Staff. 

IV.  THE  MEMBERSHIP  OF  THE  SECTION  OF 
GENERAL  PRACTICE: 

General  practitioners  shall  be  eligible  for  member- 
ship in  the  Section  of  General  Practice.  They 
shall  be  appointed  to  the  Section  of  General  Practice 
from  amongst  those  general  practitioners  who  have 
demonstrated  an  active  interest  in  the  work  of  the 
hospital  and  who  are  eligible  for  such  appointment. 

V.  GENERAL  PRACTITIONERS  AND  DUAL 
STAFF  APPOINTMENTS: 

It  shall  be  permissible  for  hospitals  to  establish  a 
system  of  appointments  in  various  specialty  depart- 
ments for  members  of  the  Section  of  General  Prac- 
tice who  wish  to  become  proficient  in  special  fields 
of  medicine  and  surgery.  This  arrangement  will 
facilitate  the  advancement  of  his  interest  in  such 
special  fields.  The  general  practitioner  shall  not 
vote  nor  hold  office  in  more  than  one  section  or  de- 
partment. 

VI.  THE  QUALIFICATIONS  AND  CREDENTIALS 
COMMITTEE  OF  THE  MEDICAL  STAFF: 
The  qualifications  and  credentials  committee  shall 
consist  of  representatives  of  the  specialist  and  non- 
specialist groups  of  the  active  medical  staff.  The 
functions  of  this  committee  shall  be  those  ordinarily 
designated  it  by  approved  hospitals,  and  qualifying 
bodies  in  organized  medicine. 

VII.  THE  RESPONSIBILITIES  OF  THE  SECTION 
OF  GENERAL  PRACTICE: 

CLINICAL 

1.  Participate  in  the  care  of  patients  under  the 
following  provisions: 

a.  The  Section  of  General  Practice  may  con- 
stitute a clinical  service  for  the  care  of  in- 
and  out-patients.  Designation  of  final  au- 
thority in  the  clinical  management  of  pa- 
tients shall  rest  with  the  qualifications  and 
credentials  committee. 


2.  Participate  in  the  intern-resident-nurse  training 
program  of  the  hospital. 

NON-CLINICAL 

1 . The  Section  of  General  Practice  shall  partici- 
pate (proportionately  with  other  comparable 
groups  of  the  staff)  in  all  staff  activities  of  a 
non-clinical  nature.  It  shall: 

a.  Promote  proper  administration  of  the  pro- 
fessional services  of  the  hospital. 

b.  Fix  more  definitely  the  responsibility  of 
general  practitioners  in  the  hospital. 

3.  Vote  and  hold  office. 

VIII.  THE  RESPONSIBILITIES  OF  INDIVIDUAL 
MEMBERS  OF  THE  SECTION  OF  GENERAL 
PRACTICE: 

PROFESSIONAL  PRIVILEGES: 

1.  Members  of  the  Section  of  General  Practice 
• shall  have  only  such  professional  privileges  as 

shall  be  determined  for  each  by  the  credentials 
committee,  subject  to  those  mechanisms  of  re- 
view available  to  all  members  of  the  staff. 

2.  Members  of  the  Section  of  General  Practice 
shall  apply  for  professional  privileges  in  the 
various  fields  of  medicine  and  surgery  in  which 
they  wish  to  engage  in  the  hospital.  They  shall 
apply  for  privileges  in  each  of  these  fields  in 
one  of  three  categories  of  privilege. 

These  categories  shall  be  minor  privileges,  inter- 
mediate privileges,  and  major  privileges.  They 
shall  be  defined  as  follows: 

a.  Minor  priviliges  in  any  service  will  allow  the 
physician  to  treat  patients  when,  for  any  cause, 
the  treatment  does  not  involve  either  a serious 
hazard  to  the  life  of  the  patient  or  a danger  of 
disability. 

b.  Intermediate  privileges  in  any  service  will  al- 
low the  physician  to  treat  patients  w'hen,  for 
any  cause,  such  treatment  does  not  involve  a 
serious  hazard  to  the  life  of  the  patient  but  does 
involve  a danger  of  disability. 

c.  Major  privileges  in  any  service  will  allow  the 
physician  to  treat  patients  when,  for  any  cause, 
such  treatment  involves  a serious  hazard  to  the 
life  of  the  patient. 

3.  In  the  performance  of  clinical  procedures,  or 
in  the  management  of  patients  in  the  hospital, 
the  ultimate  evaluation  of  the  judgment  and 
ability  of  the  general  practitioner  shall  rest 
with  the  qualifications  and  credentials  commit- 
tee. 

PART  II 

A SPECIFIC  PLAN  FOR  THE  AMENDMENT 
OF  THE  CONSTITUTION  AND  BY-LAWS  OF  AN 
APPROVED  HOSPITAL  FOR  THE  PURPOSE  OF 
INTEGRATING  A SECTION  OF  GENERAL  PRAC- 
TICE IN  THE  HOSPITAL  MEDICAL  STAFF  OR- 
GANIZATION. 

THE  ACTIVE  MEDICAL  STAFF 

a.  The  active  medical  staff  shall  consist  of  two  di- 
visions: 

( 1 ) The  specialist  division  of  the  active  medical 
staff,  and 

(2)  The  non-specialist  division  of  the  active  medi- 
cal staff.  (General  Practice  Section). 
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b.  Appointments  shall  be  made  annually  by  the  gov- 
erning board  on  recommendations  of  the  active  med- 
ical staff  from  former  members  of  the  active  medical 
staff,  and,  insofar  as  it  is  possible,  vacancies  shall 
be  filled  by  promotion  of  members  of  the  associate 
medical  staff  who  have  signified  a desire  to  become 
active  in  the  work  of  the  hospital. 

ARTICLES  GOVERNING  THE  SPECIALIST 
DIVISION  OF  THE  ACTIVE  MEDICAL  STAFF: 

(From:  "Manual  of  Hospital  Standardization,"  Ameri- 

can College  of  Surgeons). 

a.  The  specialist  division  of  the  active  medical  staff 
shall  consist  of  physicians  who  have  been  selected 
to  attend  free  patients  in  the  hospital  and  to  whom 
all  such  patients  shall  be  assigned.  Members  of  the 
specialist  division  of  the  active  medical  staff  shall 
not  be  required  to  be  exclusive  specialists,  but  it 
is  to  be  expected  that  they  will  be  well  skilled  in  the 
particular  branch  of  medicine  to  which  they  are  as- 
signed, and  that  the  major  part  of  their  private  prac- 
tice will  fall  within  that  specialty. 

b.  The  duties  of  the  specialist  division  of  the  active 
medical  staff  shall  be  to  attend  all  free  patients,  and, 
insofar  as  free  work  is  concerned,  they  shall  attend 
only  such  patients  as  are  admitted  to  their  services. 

c.  Insofar  as  free  patients  are  concerned,  members  of 
the  specialist  division  of  the  active  medical  staff 
shall  treat  patients  in  both  the  in-  and  out-patient 
departments,  as  assigned  to  the  service,  and  in  the 
treatment  of  these  they  shall  have  unrestricted  privi- 
leges and  shall  treat  the  patient  to  a conclusion, 
whether  such  treatment  is  given  in  the  in-  or  out- 
patient department,  or  both.  Insofar  as  private  pa- 
tients are  concerned,  they  shall  have  unrestricted 
privileges  in  the  treatment  of  patients  falling  within 
the  specialty  to  which  they  are  appointed,  but  in 
others  they  shall  have  only  such  privileges  as  may 
be  determined  by  the  credentials  committee  in  con- 
formity with  articles  governing  the  prerogatives  of 
that  committee. 

ARTICLES  GOVERNING  THE  NON-SPECIALIST 
DIVISION  OF  THE  ACTIVE  MEDICAL  STAFF: 

a.  The  Non-Specialist  Division  of  the  Active  Medical 
Staff  shall  consist  of  legally  qualified  doctors  of 
medicine  who  do  not  limit  their  practice  to  a par- 
ticular field  of  medicine  or  surgery. 

b.  In  the  care  of  patients,  they  shall  have  such  privi- 
leges as  shall  be  determined  for  each  by  the  qualifi- 
cations and  credentials  committee. 

c.  They  may  participate  in  the  care  of  patients  in  the 
in-  and  out-patients  departments  of  the  hospital  as 
determined  by  the  qualifications  and  credentials 
committee. 

a.  Participation  in  the  care  of  patients  shall  be  by  vir- 
tue of  appointment  in  the  section  of  general  prac- 
tice or  any  other  department  in  which  the  specialty 
of  the  applicant  shall  have  expressed  a desire  to  ad- 
vance. 

e.  The  general  practice  section  of  the  active  medical 
staff  shall  constitute  the  non-specialist  division. 


ORGANIZATION  OF  THE  SECTION  OF 
GENERAL  PRACTICE: 

1.  DEFINITION  OF  A GENERAL 
PRACTITIONER 

A General  Practitioner  is  a legally  qualified  Doctor 
of  Medicine  who  does  not  limit  his  practice  to  a par- 
ticular field  of  medicine  or  surgery. 

2 OFFICERS: 

a.  Director:  There  shall  be  a director  and,  or,  a 

chairman  elected  from  the  Section  of  General 
Practice  and  approved  by  the  board  of  trustees. 
The  duties  of  the  director  shall  be  to  correlate 
the  work  of  the  section  from  year  to  year.  He 
shall  have  the  same  prerogatives  of  staff  man- 
agement as  have  directors  of  other  sections  or 
departments. 

b.  Chairmen:  (When  both  director  and  chairman 

shall  exist):  To  be  elected  each  year  by  popu- 

lar vote  of  the  Section.  He  shall  serve  for  one 
year  and  may  not  be  re-elected  for  more  than 
one  consecutive  term.  He  shall  assume  the  ac- 
tive direction  of  the  functions  of  the  section, 
presiding  at  meetings. 

c.  Secretary:  To  be  elected  for  a two  year  term 

by  popular  vote  of  the  section,  and  may  not  be 
re-elected  for  more  than  one  term.  He  shall 
keep  permanent  records  of  the  proceedings  of 
the  section. 

d.  When  the  Section  of  General  Practice  consti- 
tutes a service  for  the  care  of  in-  or  out-patients, 
the  members  of  the  section  shall  be  designated 
"clinicians",  and  shall  be  rated  as  are  clinicians 
in  other  clinical  services. 

FUNCTIONS  OF  THE 
SECTION  OF  GENERAL  PRACTICE 

1.  The  Sections  of  General  Practice  shall: 

a.  Discuss  the  deaths  of  all  patients  admitted  to 
the  hospital  by  general  practitioners. 

b.  Discuss  cases  of  unusual  interest. 

c.  Conduct  programs  of  general  scientific  inter- 
est. 

d.  Promote  the  proper  administration  of  profes- 
sional services. 

e.  Fix  more  definitely  the  responsibility  of  gen- 
eral practitioners  in  the  hospital. 

f.  Participate  in  general  medical  staff  manage- 
ment. 

g.  Participate  in  the  care  of  indigent  patients  in 
the  in-  and  out-patient  departments  of  the  hos- 
pital as  determined  by  the  qualifications  and 

credentials  committee. 

h.  Participate  with  the  specialist  division  of  the 
active  medical  staff  in  the  intern-resident-nurse 
training  program  of  the  hospital. 

2.  The  Section  of  General  Practice  shall  hold  regular 

meetings  to  accomplish  the  foregoing. 

In  view  of  the  fact  that  in  the  very  near  future  in 
El  Paso  there  will  be  operating  four  general  hospitals 
with  a substantial  bed  capacity,  the  problem  of  a gen- 
eral practice  section  must  be  considered.  All  plans  for 
staff  reorganization  should,  by  necessity,  take  cogniz- 
ance of  the  general  practitioners'  place  in  a general  hos- 
pital and  be  governed  accordingly.  That  general  prac- 
tice is  the  bulwark  of  American  medicine  cannot  be  de- 
nied. It  is  rapidly  attaining  its  proper  place.  It  must, 
and  shall  have  proper  and  adequate  hospital  facilities. 
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PREGNANCY  COMPLICATED  BY  COARCTATION  OF  AORTA 

A CASE  REPORT 

By  Celso  C.  Stapp,  M.D.,  El  Paso,  Texas 


The  incidence  and  care  of  pregnancy  complicated  by 
coarctation  of  the  aorta  not  only  is  an  obstetrical  hazard, 
but  also  a medical  problem. 

I believed  that  this  patient  did  not  have  a too  severe 
coarctation  of  the  aorta;  and  therefore,  it  was  deemed 
safe  for  her  to  go  through  pregnancy.  The  caesarian 
section  was  done  due  to  a generally  contracted  pelvis. 

I believe  that,  even  though  the  pelvis  had  been  adequate, 
in  this  instance  it  would  have  been  safer  to  do  a section 
than  permit  labor.  This  was  particularly  due  to  the 
fact  that  the  section  was  elected  at  an  optimum  time. 

Mrs.  M.  M.,  a white  female,  age  30  years,  presented 
herself  for  treatment  on  3 September  1947. 

Chief  Complaint:  Cessation  of  menses  since  14  June 
1947. 

Past  History:  Menses  began  at  the  age  of  16  years 
and  continued  regularly  every  28  days,  lasting  4 days 
until  14  June  1947.  Flow  was  moderate  with  only  mild 
cramping  on  first  day  of  menses.  No  clots  or  hemor- 
rhages. Patient  has  been  married  for  seven  years  and 
has  had  no  pregnancies.  She  was  told  shortly  after 
her  marriage  that  she  should  not  have  children,  due  to 
having  high  blood  pressure.  Patient  was  of  normal 
b'rth,  being  the  eldest  of  four  children,  all  of  whom 
were  of  normal  pregnancy  and  birth.  There  was  no 
history  of  high  blood  pressure  or  of  heart  disease  in 
the  family.  Patient  was  apparently  healthy  up  to  the 
age  of  ten  years  at  which  time  she  had  an  attack  of  ill- 
ness, she  was  told  that  she  had  high  blood  pressure.  It 
is  not  known  what  the  blood  pressure  was  at  that  time. 
Patient  was  sick  for  about  six  months  and  recovered 
gradually,  but  the  blood  pressure  remained  up.  At  the 
age  of  14  years,  patient  had  bronchial  pneumonia  and 
was  sick  for  over  a month.  The  doctor  told  her  that 
she  had  a heart  murmur  and  that  her  blood  pressure  was 
still  elevated.  Her  general  health  improved  for  two 
years  and  then  she  began  having  a headache  in  the 
back  of  the  head,  which  was  worse  when  she  became 
excited  or  nervous.  She  caught  colds  rather  easily  and 
was  generally  not  in  too  good  health. 

Present  History:  Patient  states  that  she  catches  fre- 

quent colds  and  upper  respiratory  infections.  Has  fre- 
quent attacks  of  pain  in  the  chest,  not  necessarily  re- 
lated to  colds.  No  pain  down  arms  or  over  heart.  Di- 
gestion is  poor  and  has  frequent  attacks  of  indigestion 
and  gas  on  stomach.  Only  moderately  constipated.  No 
dysuria,  but  has  nocturia  1-2.  Has  attacks  of  swelling 
of  feet  and  ankles  for  periods  of  three  to  four  days  at 
a time.  These  attacks  are  no  oftener  than  every  three 
months.  Usually  related  to  minor  ills  or  colds.  Has  had 
shortness  of  breath  on  exertion,  but  able  to  do  house 
work  without  too  much  shortness.  Becomes  fatigued 
rather  easily.  Very  nervous  most  of  the  time  and  sleeps 
in  fits,  with  bad  dreams  at  times.  Fairly  good  outlook 
on  life.  Libido  normal. 

Physical  Examination:  Eyegrounds  appear  to  be 


fairly  normal  with  arteries  and  veins  normal  in  appear- 
ance with  only  moderate  AV  nicking.  Slight  expothal- 
mic  appearance  with  noticeable  nystagmus.  Cartoid 
pulsation  was  noticeable.  Blood  vessels  of  face  and 
neck  were  quite  prominent.  Nose  and  throat  normal. 
Thyroid  is  not  palpable.  Hair  is  blond  and  very  fine 
with  only  moderate  amount  of  hair.  Skin  of  face  is 
flushed  and  rather  dry.  Breasts  normal  in  appearance 
with  some  pigmentation  of  areolae.  No  masses  palpa- 
ble. 

Chest:  Some  coarse  bronchial  rales  heard  over  en- 

tire chest. 

X-Ray:  Fluoroscopic  and  radiologic  examination  of 

the  chest  reveals  notching  of  the  inferior  surfaces  of  the 
ribs.  There  is  evidence  of  enlargement  of  the  left  ven- 
tricular segment  of  the  cardiac  silhouette.  The  arch  of 
the  aorta  is  not  well  visualized  in  the  posterior-anterior 
view.  The  notching  of  the  ribs,  left  ventricular  enlarge- 
ment and  decreased  prominence  of  the  aortic  arch  indi- 
cate a coarctation  of  the  aorta.  There  is  noted  in  the 
left  apical  region,  a region  containing  calcifications 
which  were  observed  to  pulsate  synchronously  with  the 
cardiac  cycle.  These  findings  are  indicative  of  a cir- 
soid aneurysm  of  the  vertebral  artery.  The  lungs  are 
well  ventilated.  There  is  no  evidence  of  active  pul- 
monary infection. 

Heart:  On  precussion  seems  to  be  of  normal  size. 

There  is  a systolic  murmur  heard  best  at  the  apex. 
Blood  pressure  210/104  on  the  left  arm,  and  90/54  on 
lower  extremity. 

Abdomen:  Soft  to  palpation.  Normal  peristalsis 

heard.  No  masses  or  tendernesses  noted. 

Vaginal:  Uterus  enlarged  to  about  the  size  of  an 

orange.  The  cervix  is  blue  and  soft.  Reflexes  were 
hyperactive.  X-Ray  pelvimetry  showed  a generally 
contracted  pelvis  with  a true  congigate  of  7.5  cm.  Pa- 
tient weighed  85  lbs.  Patient  was  referred  to  Dr.  Palmer 
Reed,  due  to  high  blood  pressure.  Initial  X-Ray  study 
was  by  Dr.  A.  D.  Long. 

Patient  s prenatal  care  was  rather  uneventful,  hav- 
ing two  attacks  of  colds  with  mild  bronchitis.  Urine 
consistently  had  hyline  casts.  No  albumin  or  sugar  was 
noted.  Patient  gained  a total  of  15  lbs.  during  preg- 
nancy and  her  blood  pressure  consistently  remained 
about  200/100  in  the  upper  extremities  and  90/60  in 
the  lower  extremities.  Due  to  her  unusual  condition, 
she  was  seen  weekly  by  and  frequently  by  Dr.  Reed. 

On  16  March  1948,  a classical  caesarian  section  was 
performed  and  a normal  male  child  delivered.  The  child 
had  no  abnormalities  of  circulation  that  could  be  found. 
Weight  at  birth  was  5 lbs.  12  oz.  The  patient  had  an 
uneventful  recovery.  Patient  did  not  return  for  post 
natal  check-up,  but  was  seen  by  Dr.  Herbert  Bell  and 
Dr.  Vincent  Ravel,  who  reported  her  condition  as  be- 
ing very  satisfactory  and  recovered  from  the  pregnancy 
and  section. 
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El  Paso  Felicitated 
On  Medicinal  Milks 

El  Paso  is  the  only  city  or  county  between  Los  An- 
geles and  San  Antonio  which  has  been  able  to  maintain 
a medical  milk  commission  and  to  meet  the  rigid  stand- 
ards required  for  certified  milks,  C.  W.  Bonynge,  M.D., 
western  representative  of  the  American  Association  of 
Medical  Milk  Commissions,  pointed  out  recently. 

All  certified  milks  are  essentially  medicinal  in  pur- 
pose and  are  produced  under  supervision  of  local  county 
medical  societies  enforcing  standards  specified  by  the 
American  Medical  Association. 

Dr.  Bonynge  congratulated  Dr.  L.  T.  Cox,  chairman 
of  the  El  Paso  County  Medical  Milk  Commission,  and 
his  fellow  members,  Drs.  Basil  K.  Byrne  and  Edmund 
P.  Jones,  on  the  high  standards  of  certified  milk  they 
had  managed  to  maintain  in  El  Paso.  He  pointed  out 
that  many  larger  cities  have  been  forced  to  abandon 
certified  milk  production  because  they  could  not  meet 
the  rigid  requirements. 

El  Paso  has  three  varieties  of  medicinal  milks,  certi- 
fied holstein,  certified  goats'  and  certified  fat-free,  all 
produced  in  Prices  Creameries’  new  $1,000,000  plant 
in  the  Lower  Valley. 

Veterinary  for  the  El  Paso  County  Medical  Milk 
Commission  is  Dr.  C.  R.  Willey. 


MAICO  OF  EL  PASO 

+ Hearing  Aids  ★ Audiometers  ★ Stethetrone 

MRS.  EDNA  MILLS,  DISTRIBUTOR 

looi  mills  bldg.  3-5572 


DR.  ROBERT  EHRLICH 

Announces 
the  opening  of 
his  office 
for  the  practice  of 

PROCTOLOGY 

831  First  National  Bldg  3-8631 

El  Paso,  Texas 


tyaat  cM-eaUU 

MAX  S.  KATZ,  Practipedist 
Feather  Weight  Arch  Supports 
Doctor's  Orthopedic  Prescriptions  Filled 
308-9  CAPLES  BLDG  3-4532  EL  PASO,  TEXAS 


Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


Lithographing,  Addressing  and  Mailing  Serf  ice 
806  N.  Kansas  2-5071  *■““>  El  Paso,  Texas 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 
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..  a very  valuable  adjunct  to 
the  treatment  of  dermatitis  due 
to  plants,  especially 

POISON  IVY...’ 


v 


PYRIBENZAMINE  cream  or 

ointment 


Applied  locally,  Pyribenzamine  hydrochloride  usually  gives 
prompt  and  prolonged  relief  from  itching  in  dermatitis  venenata 
due  to  poison  ivy,  oak  or  sumac. 

Pyribenzamine  has  also  been  found  to  give  relief  to  the  majority 
of  patients  with  other  itching  dermatoses,  “particularly  atopic 
dermatitis  and  pruritus  ani.’-2 

“In  many  instances  the  local  skin  conditions  are,  of  course,  more 
rapidly  and  more  completely  eradicated  by  the  combined  topical 
and  oral  administration  of  this  drug.”1 

1.  Carrier,  R.  E.,  Krug,  E.  S.,  and  Glenn,  H.  R.:  J.  Lancet,  68:  240,  June  1948. 

2.  Feinberg,  S.  M.  and  Bernstein,  T.  B.:  J.  of  A.M.A.,  134:  10,  July  1947. 

Pyribenzamine  Cream,  2 per  cent  (water-washable  base),  jars  of  50  Gm. 
and  1 pound;  Ointment,  2 per  cent  (petrolatum  base),  jars  of  50  Gm.  and 
1 pound. 


PHARMACEUTICAL  PRODUCTS.  INC., 


SUMMIT. 


NEW  JERSEY 


PYRIBENZAMINE  (brand  of  tripelennamine)  — Trade  Mark  Reg.  U.S.  Pat. Off. 


2/1417M 
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Men’s  Clothes 

Ready  Made  and  Made-to-Measure 

BLUMENTHAL’S 

The  Southwest’s  Leading  Men’s  Shop 
Pioneer  Plaza  , El  Paso,  Texas 


TAYLOR-SIMPKINS,  Inc. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights,  call  5-0359,  or  Physicians’  Exchange  2-2474 


HARDING  AND  ORR 

Ambulance  Service 


320  Montana 


3-1646 


El  Paso,  Texas 


Dutton’s  Laboratory 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 

Clinical  and  Pathological  Procedures: 

SEROLOGY  CHEMISTRY 

CLINICAL  MICROSCOPY 

BACTERIOLOGY  HEMATOLOGY 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 


Less  Than  One-Half  Cost  Of  New 

Old  Surgical  and  Dental  Instruments  Replated 

AS  GOOD  AS  NEW 

Instruments  Resharpened 
Sterilizer  Trays  Chrome-Plated 
Fine  Silverware  Replated 

This  Service  Exclusive  in  The  Southwest 

EL  PASO  PLATING  WORKS 

Ship  to:  212  East  Yandell  Blvd.  Phone  2-9591  for  pickup 
EL  PASO,  TEXAS 


TURNER’S 
CLINICAL  & X-RAY 
LABORATORIES 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 
PATHOLOGY 

X-RAY  DIAGNOSIS 
X-RAY  THERAPY 

RADIUM  THERAPY 

GEORGE  TURNER,  M.D. 

DELPHIN  VON  BRIESEN,  M.D. 

H.  F.  HESLINGTON,  M.D. 

WILLIAM  D.  FLEMING,  M.D. 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


Prompt  24-Hour 

Martin  Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 

General  LETTER  Service 

Mimeograph  and  Offset  Duplicating 
of  Diets,  Instructions.  Etc. 


203  Hills  Bldg. 


El  Paso,  Texas 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO.  TEXAS 


NORTH  PHOTO  STUDIO 

X-Rays  Copied  and  Prints  Made 
Lantern  Slides  from  X-Rays 
Specimens  Photographed 
Mail  Order  Business  A Specialty 

821  E.  Yandell  Blvd.  3-7662  El  Paso,  Texas 


GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Delivery 
Phone  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


It’s 

Sweeney’s 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician’s  Phone  to 
Prescription  Department  - 3-2352 

FREE  DELIVERY 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 
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5 20  MONTANA  STREET 


BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 


H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 


800  MONTANA  STREET 


EL  PASO,  TEXAS  \ 209  McDICAL  ARTS  BLDG. 


EL  PASO,  TEXAS 


BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE 

boo  Montana  Street  3-6931  el  paso,  Texas  < 1225  first  national  bldg. 


J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 


2-9  032  EL  PASO,  TEXAS 


WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S.  | Fred  C Hodges,  M D J.  M.  Hooks,  M.  D. 

(Certified  by  American  Board  of  Urology)  ( HODGES  AND  HOOKS 

practice  limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 


215  FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS  < 144  2 N.  3RD  STREET 


L.  O.  DUTTON,  M.  D. 


ALLERGY 


616  MILLS  BLGD. 


EL  PASO,  TEXAS  ( MEDICAL  ARTS  BUILDING SUITE  3 00 

i 1 5 YANDELL  BOULEVARD  3-558  2 EL  PASO,  TEXAS 


ORVILLE  E.  EGBERT,  M.  D„  F.  A.  C.  P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

ALLERGY 

DISEASES  OF  THE  CHEST 

102  5 FIRST  NATIONAL  BANK  BLDG. 

EL  PASO,  TEXAS 


ROBERT  EHRLICH,  M.D.  £ KENNETH  S.  KURITA,  M.D. 

PRACTICE  LIMITED  TO  PROCTOLOGY  ) GYNECOLOGY  AND  OBSTETRICS 

831  FIRST  NATIONAL  BLDG  3-8631  EL  PASO,  TEXAS  $ 1017  FIRST  NATIONAL  BLDG  2-9312  EL  PASO,  TEXAS 
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TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 


1031  FIRST  NATIONAL  ELDG. 


EL  PASO,  TEXAS 


S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 

F.  P.  SCHUSTER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

2-149  5 EL  PASO,  TEXAS 


FIRST  NATIONAL  BLDG. 


DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 


310  BANNER  BLDG. 


EL  PASO,  TEXAS 


0.  J.  SHAFFER,  D.D.S.,  F.A.C.D. 

ORAL  SURGERY 

iioi  First  National  Bldg.  3-6742  El  Paso,  Texas 


BERNARD  L.  MELTON,  M.D.,  F.A.C.S.,  F.I.C.S. 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OPHTHALMOLOGY) 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OTOLARYNGOLOGY) 

EYE,  EAR.  NOSE  AND  THROAT 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 


LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 


9 31  FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


6 05  PROFESSIONAL  BUILDING 


PHOENIX,  ARIZ. 


VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

503  BANNER  BLDG.  2-3459  EL  PASO,  TEXAS 


M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NOSE  - THROAT 


FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


ROSS  W.  RISSLER,  M.  D. 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C S. 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 

GENERAL  SURGERY 

WILLIAM  I.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  GRANT  AVE.  3-1601  EL  PASO,  TEXAS 


ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 


UROLOGY 


816-818  MILLS  BLDG. 


EL  PASO,  TEXAS 


A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 

GENERAL  DENTISTRY 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 


S.  PERRY  ROGERS,  M.D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 


W.  E.  VANDEVERE,  M.  D„  F.  A.  C.  S. 


DIPLOMATE  AMERICAN  BOARDS  OF 


PRACTICE  LIMITED  TO 

OPHTHALMOLOGY 


1001  FlPST  NATIONAL  BLDG. 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 


EL  PASO,  TEXAS 


WILLARD  W.  SCHUESSLER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PLASTIC  SURGERY 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 


L.  E.  Wilcox,  M.  D.  Russell  L.  Deter,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 

12  00  FIRST  NATIONAL  3LDG.  2-6  5 29  EL  PASO,  TEXAS 
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OUR  ALLIES 

1 AN  EDITORIAL) 

PSEUDO-LIBERALISM 

IAN  EDITORIAL) 

EL  PASO  CITY-COUNTY  HOSPITAL 
ENDOTRACHEAL  ANESTHESIA  . 

By  R J.  Whiteacre,  M D , Cleveland 

THE  FLEXION  TREATMENT  FOR  LOW  BACK 
AND  SCIATIC  PAIN 

By  W.  Compere  Basom,  M D , Louis  W Breck,  M D 
and  Morton  H Leonard,  M D , all  of  El  Paso 

EL  PASO  TUMOR  CLINIC 
INFLAMMATORY  EMERGENCIES  OF  THE 
AIR  PASSAGES 

By  John  D Martin  M D El  Paso 


Ethical  service  to  physicians 
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Backing  up  your  interests  is  a silent 
partner.  Nearly  unknown  to  your  patients, 
this  associate  supplies  only  you.  the 
physician,  and  your  professional  allies 
with  information.  Utmost  energy  is  devoted 
to  making  better  pharmaceuticals  readily 
available  for  your  use. 

Completely  in  the  background,  this  partner 
does  not  compete  with  you  for  public 
attention  or  favor.  Competent  medical 
advice  is  thereby  encouraged, 
self-medication  discouraged.  As  your 
partner,  Eli  Lilly  and  Company  stanchlv 
supports  and  protects  your  interests, 
including  the  patient's  welfare, 
by  being  dependent  upon  your  prescriptions 
for  the  sale  of  its  products. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


THIS  PRINTING:  2,200  COPIES 


ARE  PLEASED  TO  RECORD  THE  ACHIEVEMENTS  LEADING 
TO  THE  DEVELOPMENT  OF 


CHLOROMYCETIN 

Trademark  (CHLORAMPHENICOL,  PARKE-DAV  IS) 

CHLOROMYCETIN  IS  A PURE  CRYSTALLINE  SUBSTANCE 
HAVING  SPECIFIC  ANTIBIOTIC  ACTIVITY  EFFECTIVE 
AGAINST  AN  IMPRESSIVE  ARRAY  OF  MICRO-ORGANISMS 

In  the  history  of  CHLOROMYCETIN,  chance  has  played  little  part.  Starting  horn 
past  knowledge  of  antibiotic  activity  in  soil  organisms,  thousands  of  soil  samples 
were  collected  throughout  the  world,  cultured,  and  screened  for  antibiotic 
properties.  Definite  activity  was  found  in  cultures  of  Streptomijces  venezuelae, 
an  organism  named  for  its  place  of  origin.  The  active  antibiotic  was  then  isolated 
in  pure  form.  Its  chemical  configuration  was  determined  and  reproduced  by 
synthesis.  CHLOROMYCETIN  is  therefore  the  first  antibiotic  for  therapeutic  use 
that  can  be  produced  in  quantities  by  both  natural  and  chemical  methods. 

ot/tjtot/Su/tf  titf/tori/toti^  jot  CHLOROMYCETIN,  j<tt,  ittr/ttf/o  : 

UNDULANT  FEVER 
BACILLARY  URINARY  INFECTIONS 
PRIMARY  ATYPICAL  PNEUMONIA 
TYPHOID  FEVER 
TYPHUS  FEVER 
SCRUB  TYPHUS 

ROCKY  MOUNTAIN  SPOTTED  FEVER 


CHLOROMYCETIN  can  be  administered  efficiently  by  the  oral  route,  yielding  effective 
blood  levels.  It  is  supplied  in  Kapseals  of  0.25  Cm. 

Descriptive  literature  will  be  mailed  on  request. 


is  pleased  to 
announce  that 
it  has  made 
available 
for  use  in  the 
treatment  of 

PSORIASIS 


SEVINON 


specially  purified 

undecylenic  acid  for 
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Attention  has  recently  been  drawn  to  “an  interesting  approach”1  to  the  control  of 
psoriasis  and  neurodermatitis.  Perlman2  has  reported  that  following  the  oral  use  of 
undecylenic  acid,  psoriasis  was  relieved  completely  in  3 out  of  17  patients,  and  was 
partially  relieved  in  the  remainder.  “Relief  of  itching  is  sometimes  noticed  as  early  as 
two  days  after  institution  of  treatment  . . . undecylenic  acid  seems  to  hold  a great 
deal  of  promise  in  the  improvement  and  possible  prevention  of  recurrences  of  psoria- 
sis and  neurodermatitis.”2 


Sevinon*  is  available  in  gelatin  capsules  containing  0.44  Gm.  undecylenic  acid, 
highly  purified  for  oral  use.  The  dosage  employed  by  Perlman2  corresponds  to  5 to  6 
capsules  three  times  daily  by  mouth,  continued  in  some  cases  for  as  long  as  six  months. 


1.  Undecylenic  Acid  and  Psoriasis,  editorial,  J.A.M.A.  139:460,  1949. 

2.  Perlman,  H.  H.:  J.A.M.A.  139:444,  1949. 

*Sevinon  trade-mark  of  Schering  Corporation 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Allergens  are  shocking  to  many  regions  of  the  body  when 
they  set  up  a biochemical  tumult.  In  allaying  distress  or  in 
shielding  from  attack,  'Histadyl’  (Thenylpyramine  Hydrochloride, 
Lilly)  has  multiple  virtues.  Side-effects  are  slight  and  rare. 


Diversity  of  allergic  manifestations,  variability  among 
individuals,  and  dissimilar  degrees  in  severity  of  symptoms 
call  for  a versatile  antihistaminic. 

S T A D Y L 

in  its  many  dosage  forms  is  competent  in  a wide 
range  of  both  systemic  and  local  shocks. 

Detailed  information  and  literature  on  'Histadyl'  are 
available  from  your  Lilly  medical  service  representative 
or  will  be  forwarded  upon  request. 


PREPARATIONS  OF  HISTADYL 
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OUR  ALLIES 

The  battle  for  the  preservation  and  ideals  of  Ameri- 
can medicine  must  be  carried  on  in  a vigorous  manner. 
The  medical  profession  as  a whole  has  committed  itself 
to  a task  of  maintaining  the  principle  of  private  enter- 
prise. Vitally  concerned  with  us  in  our  task  are  the 
businessmen  concerned  with  the  manufacture  of  ethical 
pharmaceutical  products.  These  manufacturers  know 
only  too  well  the  dangers  of  government  interference 
in  private  endeavor.  They  have  supported  and  will 
support  the  medical  profession  in  any  plan  that  will 
maintain  the  high  standards  of  American  medicine. 

Let  us  stop  for  a minute  and  consider  the  role  of 
these  businessmen  in  the  advancement  of  one  phase  of 
American  medicine,  namely  research.  Those  of  us  who 
have  been  in  practice  for  a number  of  years  have  had 
the  happy  facility  of  observing  the  careful  and  pains- 
taking work  of  the  laboratories  of  these  manufacturers 
in  the  standardization  of  their  products.  Time  was  when 


tincture  af  digitalis  was,  let  us  say,  rather  variable  in 
its  potency.  Compare  this  product  with  the  modern 
digitalis  preparations  which  are  highly  standardized, 
and  possess  an  accurate  potency  that  remains  essen- 
tially the  same  day  in  and  day  out.  Recall  the  work 
that  these  manufacturers  have  done  with  insulin  in  its 
standardization,  preparation,  and  its  availability  from 
an  economic  standpoint.  Witness  in  the  last  few  years 
the  progress  made  in  the  various  products  possessing 
chemo  and  antibiotic  therapeutic  value.  While  the  in- 
ception of  these  products  represented  the  brainchild  of 
the  research  man,  their  refinements  and  availability  to 
the  public  are  for  the  most  part  the  results  of  the  efforts 
of  the  pharmaceutical  houses.  The  practicing  physi- 
cians’ contact  with  these  businessmen  is  conducted 
through  the  medium  of  advertising  and  the  “detail  man.” 

Let  us  pause  for  a moment  and  consider  the  part 
that  advertising  plays  in  the  progress  of  medicine.  The 
busy  physician  has  not  the  time  to  attend  the  number 
of  post-graduate  courses  which  he  would  like  to.  He 
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must  derive,  from  the  various  medical  periodicals,  the 
recent  advances  of  the  profession.  Who  pays  the 
freight  for  the  periodicals?  The  subscription  stipend  is 
only  a very  small  part.  The  bulk  is  carried  by  the 
advertisers.  Doctor,  when  you  attend  a convention  and 
you  derive  from  that  convention  some  increase  in  knowl- 
edge, remember,  that  a great  part  of  the  bills  for  that 
convention  are  paid  by  the  exhibitors.  It  is  deplorable 
that  members  of  the  medical  profession  do  not  spend  a 
greater  part  of  their  time  at  the  exhibits  at  the  various 
conventions.  Wben  it  becomes  necessary  to  literally 
block  the  exits  so  that  the  physicians  will,  by  necessity, 
pass  the  exhibits,  it  behooves  the  medical  profession  to 
stop  and  think. 

The  detail  men  render  a definite  and  valuable  ser- 
vice. While  it  has  been  facetiously  said  by  some  that 
the  detail  men  practice  the  medicine  in  certain  com- 
munities, if  this  be  so  it  is  the  fault  of  the  physicians,  and 
not  of  the  representatives  themselves.  These  men  have 
their  living  to  make.  They  are  engaged  in  a highly  com- 
petitive industry.  Competition  breeds  perhaps  at  times 
over-enthusiasm.  But,  my  friends,  how  many  of  us 
have  not  been  guilty  of  over-enthusiasm  at  times?  They 
have  a job  to  do,  and  for  the  most  part  they  do  it  well. 
They  have  no  desire  to  have  the  politicians  tell  them 
what  and  when  they  may  detail.  They  are  satisfied 
with  private  enterprise.  Consider  them  as  an  ally,  and 
not  as  a necessary  evil.  Remember  the  golden  rule.  The 
physician  and  the  manufacturer  of  pharmaceuticals  ask 
only  an  even  break.  The  manufacturers  do  not  wish 
the  government  to  enter  into  competition  with  them  or 
to  supervise  in  an  all-out  manner  their  production.  The 
physician  wishes  only  to  preserve  his  individuality. 
Neither  are  asking  for  any  more  than  they  deserve.  They 
simply  are  desirous  of  preserving  the  fundamentals  upon 
which  our  great  country  was  born. 

These  fundamentals  can  be  no  better  stated  than  to 
quote  General  Dwight  D.  Eisenhower,  President  of  Co- 
lumbia University,  who  in  a letter  written  to  Representa- 
tive Ralph  W.  Gwinn,  said  in  part:  However,  in  mv 

own  mind,  I am  perfectly  clear  as  to  the  basic  principle 
and  have  more  than  once  made  public  statements  to  the 
effect  that  I definitely  oppose  every  unnecessary  inter- 
vention of  the  Federal  Authority  and  the  Federal  Treas- 
ury, in  what  should  be  local  business  and  local  respon- 
sibility.” 

Pseudo-Liberalism 

Our  present  day  “liberals”  in  the  field  of  political 
endeavor  apparently  have  deviated  from  the  true  course 
of  liberalism.  Liberalism  implies  a freedom  from  preju- 
dice or  bigotry,  and  in  itself  denotes  tolerance.  The 
Wall  Street  Journal  of  May  23rd,  1949,  in  an  editorial 
entitled  "The  Backward  One”  comments  as  follows: 
Several  days  ago  we  said  on  this  page  that  the  span  of 
human  life  had  been  lengthened,  infant  mortality  reduced 
and  death  in  childhood  reduced,  all  in  a comparatively 
few  years.  We  thought  the  medical  profession  might 
have  some  credit.  As  we  expected,  there  came  some 
letters  saying  that  the  doctors  deserved  no  credit  what- 
ever. On  the  contrary,  they  were  really  an  unprogres- 
sive, selfish  and  somewhat  doltish  lot,  who  had  better 
realize  what  was  good  for  them.  Just  off  hand,  we  can 
remember  when  the  man  next  door,  who  sometimes  gave 
us  candy,  suddenly  died  from  something  then  called  ‘in- 


flammation of  the  bowels.’  What  the  man  had  was  an 
acute  attack  of  appendicitis.  Today  he  would  have 
been  as  good  as  new  in  a week  or  10  days.  We  can 
recall  when  a playmate  got  too  close  to  an  exploding 
firecracker  and  died  of  tetanus.  That  would  not  hap- 
pen today.  And  the  victims  would  receive  attention  be- 
fore any  questions  of  ability  to  pay  arose. 

"It  seems  the  fashion  of  our  self-styled  'liberals'  to 
attack  the  reputation  of  any  calling  on  which  they  have 
designs.  It  seemed  to  us  that  the  electric  light  which 
stopped  flickering  or  failing  altogether  at  frequent  in- 
tervals represented  an  achievement  by  the  power  indus- 
try; also,  it  was  our  observation  that  the  better  service 
cost  less  than  the  poor.  In  our  innocence,  we  once  men- 
tioned this  to  a company  of  ‘liberals’  and  were  told  how 
naive  we  were.  The  power  industry  was  backward  to 
extent  of  being  in  the  Stone  Age  and  no  one  in  it  had 
ever  been  guilty  of  an  idea.  There  was  a period  when 
the  'liberals'  were  eyeing  the  automobile  industry.  Then 
we  began  to  hear  how  the  motor  makers  had  missed 
their  opportunities  and  how  they  were  holding  back 
progress.  Quite  recently  we  have  been  hearing  tales 
regarding  the  steel  makers'  lack  of  intelligence  about 
how  to  make  and  sell  steel.  Well,  we  wonder.  In 
George  Washington’s  day  doctors  bled  pneumonia  pa- 
tients with  a leech.  People  got  from  here  to  there  by 
horsepower — or  else  they  walked.  There  were  iron 
mongers  but  no  steel  mills.  George  Washington  and 
his  contemporaries,  however,  were  quite  versed  in  the 
arts  of  government.  Suppose  the  technique  of  govern- 
ment had  made  strides  comparable  with  the  improve- 
ments in  medicine,  transportation,  and  metallurgy.  We 
think  things  would  be  generally  better  than  they  are. 
Come  to  think  of  it,  things  would  be  a lot  better  than 

they  are  if  our  present  day  statesmen  were  as  good  as 

George  Washington  and  his  contemporaries.” 

If  one  is  to  look  the  situation  over  in  an  unbiased  and 
calm  manner,  it  becomes  apparent  that  the  technique  of 
government  is  lagging  desperately  behind  the  progress 
made  in  business  and  the  professions.  The  National 
Government  owes  over  $252,000,000,000 — more  than 
$6300  for  each  American  family.  Lesser  governments — 
city,  county,  state  and  others — owe  around  $20,000,000,- 
000.  Nobody  knows  how  they  can  pay  the  billions 

spent  or  more  billions  proposed.  But  this  is  relatively 

inconsequential  because  our  so-called  "liberals”  simply 
feel  that  they  can  make  the  business  and  professional 
man  pay  more.  E.  T.  Leech,  the  Editor  of  the  Pitts- 
burgh Press,  in  an  editorial  entitled,  ‘‘Never  Shoot  the 
Guy  Who  Is  Going  to  Pay  the  Bill”,  comments  as  fol- 
lows: "The  popular  show,  'Finian's  Rainbow’  has  a hi- 
larious song  called  'Great  Come-and-Get-It  Day’.  It 
celebrates  the  happy  occasion  when  everybody  can 
come  and  get  what  he  wants.  It  could  be  the  theme 
song  for  1949.”  Our  ‘liberal’  friends  recommend  wage 
boosts  with  re-emphasis  on  pension  retirement  plans, 
free  medical  services,  longer  vacations,  shorter  hours, 
increased  social  benefits,  all  to  be  paid  by  the  boss.  It 
is  indeed  time  that  those  politicians  who  are  swinging 
to  the  left  begin  to  realize  that  true  liberalism,  the  found- 
ation of  American  Government,  was  exemplified  by 
George  Washington  and  his  contemporaries.  Further- 
more, these  ideals  have  been  carried  on  by  the  business 
and  professional  men,  and  the  pseudo-liberals  themselves 
shoulder  the  responsibility  for  the  fact  that  debts  are 
rising,  savings  declining,  and  business  failures  increasing. 
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The  El  Paso  City-County  Hospital 


- 


THE  GENERAL  HOSPITAL 


Four  Hospital  Units 
In  Same  Area 


Four  buildings,  all  located  in  the  same  area,  consti- 
tute El  Paso’s  City-County  Hospital  and  make  it  a credit 
to  the  community  and  to  its  founders. 

The  hospital  has  a potential  capacity  of  about  250 
beds.  Principal  portion  is  a large  general  hospital. 
Other  buildings  include  a modern  hospital  for  the  treat- 
ment of  tuberculosis;  an  adequate  hospital  for  contagious 
diseases;  and  a nurses'  home  of  beautiful  Spanish  style 
architecture  surrounded  by  landscaped  grounds. 

The  hospital  has  a cerebral  palsy  clinic.  It  also  han- 
dles acute  polio  cases  from  throughout  the  Southwestern 
area.  The  obstetrical  department  has  recently  been 
completely  remodeled  and  is  an  excellent  physical  plant. 
The  hospital  has  a large  out-patient  clinic  and  gives 
complete  follow-up  care  to  all  types  of  cases.  The  hos- 
pital and  the  clinics  contain  all  of  the  specialties  and  are 
well  attended  by  staff  men,  and  all  of  the  work  is  well 
supervised.  Many  diseases  which  are  peculiar  to  this 
area  and  subtropical  areas  are  seen  in  this  hospital. 

A $200,000  bond  issue  for  construction  of  a mental 
hospital  will  go  before  voters  this  Fall.  If  approved, 
the  new  building  will  be  erected  adjacent  to  the  present 
four  buildings. 

There  is  a large  volume  of  all  types  of  surgical  work. 
The  hospital  is  approved  by  the  American  College  of 
Surgeons  and  approved  by  the  American  Medical  Asso- 
ciation for  internship  and  residency  training  programs. 
It  is  also  affiliated  with  the  Northwestern  University 
Post-Graduate  Department  of  Orthopaedic  Surgery. 

Inasmuch  as  teaching  material  in  the  hospital  is  very 
abundant  and  the  work  is  well  supervised  by  the  visiting 
staff,  this  hospital  is  ideally  arranged  to  attract  second- 
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NURSES’  HOME 


year  interns.  The  intern  can  be  certain  that  he  will  ob- 
tain a huge  amount  of  practical  experience.  He  will  be 
capable  of  doing  many  types  of  surgical  procedures  un- 
der careful  staff  supervision.  Additional  attractions  are 
the  comparatively  low  cost  of  living  in  the  El  Paso  area, 
an  excellent  year-around  climate,  and  a score  of  inter- 
esting vacation  spots  in  the  surrounding  Southwest. 


Shift  In  The  Causes  of  Death 


The  shift  in  emphasis  in  the  causes  of  death  is  dra- 
matic. A recent  comparison  of  the  ten  leading  causes 
of  death  in  1900  and  1946  is  revealing. 

All  Figures 


1900 

1.  Tuberculosis — 195 

2.  Pneumonia — 176 

3.  Diarrhea — 140 

4.  Heart  Disease — 137 

5.  Nephritis — 89 

6.  Violence  and 
Accidents — 88 

7.  Cerebral 
Hemorrhage — 77 

8.  Cancer — 64 

9.  Bronchitis — 45 
10.  Diphtheria — 40 


Per  100,000 

1946 

1.  Heart  Disease — 307 

2.  Cancer — 130 

3.  Violence — 88 

4.  Cerebral 
Hemorrhage — 78 

5.  Nephritis— 58 

6.  Pneumonia — 38 

7.  Tuberculosis — 36 

8.  Premature  Birth — 29 

9.  Diabetes — 25 

10.  Arteriosclerosis — 17 


Southwestern  Meet 

Annual  conference  of  the  Southwestern  Medical  As- 
sociation will  be  held  in  Albuquerque,  November  9 
through  12.  The  conference  will  be  held  jointly  with  a 
meeting  of  the  New  Mexico  Division  of  the  American 
Cancer  Society. 

Headquarters  will  be  in  the  Hilton  Hotel.  Informa- 
tion can  be  obtained  from  Dr.  H.  J.  Beck,  Albuquerque, 
secretary  of  the  Bernalillo  County  Medical  Society  of 
New  Mexico. 


What  We  Must  Offer 

Dr.  Robert  Flynn,  the  President  of  the  Arizona  Medi- 
cal Association,  in  his  Presidential  address,  delivered 
at  the  annual  meeting  of  the  Arizona  Medical  Associa- 
tion in  Tucson,  May  1949,  said  in  part:  "But  what  have 
we,  as  physicians,  to  offer  Mr.  Average  Citizen?  First, 
we  must  impress  upon  him  that  contrary  to  what  our 
enemies  may  say,  we  are  not  opposed  to  health  insur- 
ance plan,  but  merely  to  compulsory,  politically  con- 
trolled medicine.  We  must  tell  him  that  we  favor  the 
expansion  of  the  public  health  service  in  order  to  eradi- 
cate environmental  causes  of  disease.  We  favor  the 
development  of  voluntary  hospital  and  medical  care 
plans  to  meet  the  costs  of  illness  with  extension  as  rap- 
idly as  possible  into  rural  areas.  We  recognize  that 
there  is  a large  group  of  unemployed,  unemployable  and 
medically  indigent  people  that  must  be  provided  for, 
preferably  in  voluntary  hospitals  through  government 
aid.  And,  finally,  we  must  tell  Mr.  Average  Citizen  that 
we  recognize  that  this  country,  like  the  rest  of  the  world, 
is  in  the  midst  of  a social  revolution  of  which  changing 
types  of  medical  practice  represent  only  one  phase  and 
that  we  are  prepared  to  adjust  the  form  of  our  medical 
practice  to  meet  altered  needs  and  conditions." 

ADDITIONAL  BENEFITS 
FOR  MEDICAL  OFFICERS 

The  Army,  recognizing  that  because  of  the  present 
shortage  of  medical  officers  the  duty  hours  per  day  are 
more  than  normal,  has  again  attempted  to  add  to  the 
benefits  of  the  medical  officers.  In  addition  to  previous 
provisions  allowing  $100  per  month  increase  in  pay; 
giving  medical  officers  every  opportunity  to  pursue 
their  specialties;  assigning  ranks  on  the  basis  of  civilian 
accomplishment;  emphasizing  stability  of  their  assign- 
ments by  making  only  essential  minimum  numbers  of 
transfers  of  medical  officers;  General  Bradley  is  now 
adopting  the  policy  by  which  medical  officers  will  be 
given  priority  in  consideration  in  assignment  of  quar- 
ters, and  their  families  will  be  allowed  to  accompany 
them  on  overseas  tours  of  foreign  duty.  Orders  allow- 
ing families  of  medical  personnel  to  travel  with  them 
have  been  issued  to  the  Field. 

Short  Duty  Hours  Made 
Available 

Reserve  officers  of  the  Army  Medical,  Dental,  and 
Veterinary  Corps  have  been  asked  by  Major  General 
R.  W.  Bliss,  The  Surgeon  General  of  the  Army,  to  sig- 
nify their  availability  for  short  periods  of  service  rang- 
ing from  one  to  twenty-nine  days  a month,  in  order  to 
help  relieve  the  Army's  critical  shortages  of  these  pro- 
fessional personnel. 

If  response  to  the  questionnaires  is  sufficiently  en- 
couraging, reserve  officers  may  volunteer  for  such  short 
terms  of  services  and  perform  professional  duties  at 
Army  or  Air  Force  hospitals  and  medical  installations 
located  in  their  geographic  area.  If  5,000  Reserve  offi- 
cers volunteer  for  only  three  days  a month  for  a year’s 
time,  the  man-hours  contributed  would  be  equal  to  the 
full-time  service  of  600  physicians,  dentists,  and  veteri- 
narians. 
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ENDOTRACHEAL  ANESTHESIA 

By  R.  J.  Whiteacre,  M.D. 

Department  of  Anesthesiology,  Huron  Road  Hospital,  Cleveland,  Ohio 


INTRODUCTION 

In  this  paper  I wish  to  emphasize  the  importance  of 
endotracheal  anesthesia  and  to  point  out  its  limitations 
and  the  complications  which  may  result  from  its  use. 
Some  practitioners  overemphasize  the  importance  of  this 
method  and  minimize  the  hazards,  while  others  take  just 
the  opposite  viewpoint.  Neither  attitude  can  advance  the 
science  of  anesthesiology.  Careful  analysis  and  impartial 
judgment  are  necessary  if  we  are  to  make  progress. 

Use  of  Endotracheal  Anesthesia 

Indications  for  endotracheal  anesthesia  naturally  de- 
pend upon  the  type  of  surgery  involved,  the  customs  and 
demands  of  the  surgeon,  and  the  condition  of  the  patient. 
Some  surgeons,  either  because  of  prejudice  or,  more 
often,  a previous  unfortunate  experience,  will  not  tolerate 
its  use  even  when  it  is  clearly  indicated.  An  example  of 
the  diversity  of  opinion  regarding  the  use  of  endotracheal 
anesthesia  is  in  thyroid  surgery,  where  some  anesthesiolo- 
gists and  surgeons  have  adopted  it  as  a routine  procedure 
while  others  never  use  it.  In  thoracic  surgery,  endotra- 
cheal anesthesia  is  considered  the  method  of  choice;  but, 
in  a recent  report  of  a large  series  of  cases,  it  was  found 
neither  necessary  nor  desirable  to  use  it  except  in  very 
rare  instances. 

Perhaps  the  most  important  single  justification  for  the 
use  of  endotracheal  anesthesia  is  the  assistance  provided 
by  the  tube  in  preventing  or  correcting  respiratory  ob- 
struction. Although  the  tube  is  used  chiefly  to  maintain 
a patent  airway,  it  is  also  a means  of  controlling  intra- 
pulmonary  pressures,  of  preventing  aspiration  of  foreign 
material  into  the  lungs,  and  of  permitting  the  convenient 
removal  of  secretions  that  accumulate  in  the  tracheo- 
bronchial tree.  In  pointing  out  these  positive  advantages 
it  would  be  misleading  to  state  that  the  tube  definitely 
assures  a patent  airway.  Too  often  the  presence  of  the 
tube  has  been  relied  upon  to  prevent  respiratory  obstruc- 
tion, to  maintain  adequate  respiratory  exchange,  and  to 
assure  proper  oxygenation.  The  endotracheal  technic  is 
merely  an  aid,  not  a guarantee,  of  proper  respiration. 
I would  like  to  emphasize  this  point  because  fatalities 
have  occurred  as  a result  of  hypoxia  even  with  a tube  in 
place.  Meticulous  attention  must  always  be  devoted  to 
details  if  complications  are  to  be  avoided.  On  a number 
of  occasions  we  have  seen  the  tube  disrupt  normal  respi- 
ration, perhaps  because  it  was  not  inserted  correctly  or 
because  the  diameter  was  not  right.  Even  a proper  endo- 
tracheal airway  will  sometimes  reflexly  disturb  respira- 
tory exchange,  making  it  necessary  to  remove  the  tube 
and  maintain  the  air  passage  some  other  way. 

Endotracheal  anesthesia  is  used  quite  extensively  in 
head  and  neck  operations.  In  any  swelling  or  inflamma- 
tion, such  as  Ludwig’s  angina,  that  encroaches  upon  the 
respiratory  tract,  it  is  often  advisable  to  insert  the  tube 
under  topical  anesthesia  before  general  anesthesia  is 
started.  In  some  of  these  cases  it  is  extremely  dangerous 
to  administer  any  type  of  general  anesthetic  before  the 
endotracheal  airway  is  established  because  as  soon  as 
consciousness  is  lost,  uncontrolled  respiratory  obstruction 
may  occur,  which  often  results  in  death.  When  it  is  de- 
sirable to  remove  the  anesthetist  from  the  operative  field 


during  operations  about  the  head,  as  in  plastic  surgery, 
endotracheal  anesthesia  is  preferred.  It  is  also  used  in 
most  adult  tonsillectomies  that  require  general  anesthesia. 

While  we  formerly  used  endotracheal  anesthesia  in 
thyroid  surgery  quite  frequently,  we  now  use  it  only  in 
selected  cases,  such  as  substernal  goiters  or  when  there 
is  respiratory  obstruction  prior  to  the  operation.  It  is  not 
used  in  intraocular  operations  because  of  the  increased 
danger  of  damaging  the  eye  which  can  result  from  cough- 
ing. Our  surgeons  feel  it  to  be  desirable  in  most  intra- 
thoracic  operations  because  intrapulmonic  pressures  can 
be  more  accurately  controlled,  a patent  airway  can  be 
maintained  at  all  times,  and  the  secretions  that  accumu- 
late in  the.  tracheobronchial  tree  can  be  quickly  removed. 

In  general  anesthesia  for  abdominal  operations,  par- 
ticularly those  in  the  upper  abdomen,  the  operation  can 
often  be  expedited  by  the  endotracheal  tube.  It  permits 
better  relaxation  of  the  abdominal  wall  and  quieter 
breathing.  There  is  also  less  likelihood  that  the  intestines 
will  be  crow’ded  into  the  incision  and  interfere  with  the 
surgery.  We  believe  endotracheal  anesthesia  should  be 
considered  in  operations  for  intestinal  obstruction,  par- 
ticularly in  the  severely  distended  and  debilitated  cases, 
to  prevent  aspiration,  which  sometimes  is  fatal  even  when 
general  anesthesia  is  not  used.  In  these  poor  risk  pa- 
tients, the  tube  should  be  inserted  before  the  anesthesia 
is  begun. 

The  use  of  the  endotracheal  tube  in  children  poses 
a somewhat  controversial  question,  probably  because 
laryngoscopy  and  intubation  require  particular  care  to 
minimize  serious  edema  of  the  larynx.  Some  clinicians 
believe  that  tonsillectomies  in  children  should  have  the 
benefit  of  endotracheal  anesthesia,  but  our  experience 
has  not  supported  this  view\  We  formerly  intubated 
many  more  children  for  operations  around  the  head  and 
neck  than  we  do  now.  It  is  the  method  of  choice  dur- 
ing certain  intraabdominal  operations  for  children  when 
vomiting  is  likely  to  occur.  There  should  be  no  hesita- 
tion about  intubating  the  very  young  infant  or  even  the 
new-born  child  in  such  instances,  because  the  danger  of 
aspiration  outweighs  the  danger  of  trauma  from  the  tube. 

Equipment 

Care  should  be  taken  to  select  the  best  equipment 
available  for  endotracheal  anesthesia.  We  have  found 
the  Magill  type  of  tube  to  be  the  most  satisfactory.  Made 
of  rubber  or  plastic,  it  is  relatively  atraumatic  as  com- 
pared with  the  metal  tube.  Best  results  with  the  laryngo- 
scope are  obtained  with  the  type  with  which  the  anes- 
thetist is  most  familiar.  Having  used  all  available  types, 
we  have  found  the  Guedel  most  satisfactory  for  the  aver- 
age case.  Some  of  the  others,  such  as  Macintosh  and 
Miller,  are  useful  in  selected  cases.  The  choice,  how- 
ever, can  be  developed  through  experience.  We  like 
Magill’s  double-angle  forceps,  particularly  in  nasotra- 
cheal intubations. 

Selection  of  the  tube  as  to  proper  size  depends  chiefly 
upon  the  size  of  the  laryngeal  opening.  It  also  depends 
upon  its  function  as  an  airway,  w'hether  the  patient  is 
to  breathe  entirely  through  the  tube  or  around  it.  Ob- 
viously, the  tube  may  be  smaller  in  diameter  if  the  pa- 
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tient  is  permitted  to  breathe  around  it.  If  the  tube  is  to 
be  surrounded  by  an  inflated  cuff  or  a gauze  packing, 
then  it  should  be  the  largest  one  that  will  easily  pass  be- 
tween the  vocal  cords.  The  importance  of  using  the 
largest  tube  that  can  be  passed  into  the  trachea  has  been 
frequently  emphasized,  but  a tube  that  is  too  large  may 
exert  too  much  pressure  on  the  mucosa  of  the  trachea. 
In  the  intubation  of  children,  special  care  must  be  taken 
to  select  the  proper  size  tube. 

Procedure 

The  tube  should  always  be  carefully  inspected  to  see 
that  it  is  clean — inside  and  out.  Occlusion  of  the  tube 
by  dried  mucus,  blood,  or  other  foreign  material  not  only 
may  prevent  the  passage  of  air  through  the  tube  but  also 
may  cause  infection  or  other  complications,  if  the  mate- 
rial is  aspirated  into  the  lungs.  In  preparation  for  use, 
the  tube  must  be  thoroughly  cleansed  and  sterilized  and 
the  sterilizing  solution  completely  removed  to  prevent 
irritation.  Occasionally  a tube  sterilized  in  a caustic  anti- 
septic solution  has  caused  necrosis  of  the  trachea,  neces- 
sitating tracheotomy.  A satisfactory  method  of  prepara- 
tion is  to  scrub  the  tube  carefully  with  soap  and  water, 
inside  and  out,  to  immerse  it  in  70  per  cent  alcohol  for 
12  hours,  and  then  to  allow  it  to  dry  thoroughly  before 
it  is  used.  Careful  attention  to  such  minute  details  as  see- 
ing that  an  endotracheal  tube  is  properly  cleaned  goes  a 
long  wTay  toward  saving  the  lives  of  patients  under  anes- 
thesia and  preventing  complications. 

Before  the  tube  is  inserted,  it  must  be  carefully  lubri- 
cated, preferably  by  a water-soluble  jelly  containing  an 
analgesic  drug. 

Topical  anesthesia  to  prevent  reflexes  when  the  tube 
is  inserted  is  a valuable  technic,  but  it  is  not  used  as 
extensively  as  it  should  be.  In  patients  who  are  quite  ill, 
or  patients  with  abdominal  distention,  it  is  often  ad- 
visable to  insert  the  tube  under  topical  anesthesia  before 
any  general  anesthesia  is  started  to  prevent  danger  of 
aspiration  or  hypoxia  due  to  respiratory  obstruction. 
With  a little  patience  and  proper  surface  anesthesia  the 
tube  can  be  inserted  with  comparatively  little  discomfort 
to  the  patient.  For  such  topical  anesthesia,  a 4 per  cent 
solution  of  cocaine  is  employed,  using  caution  to  prevent 
toxic  overdoses.  The  total  amount  of  cocaine  used  is 
usually  limited  to  100  mg.  or  2.5  cc.  or  the  4 per  cent 
solution. 

The  proper  technic  of  inserting  the  tube  can  be  mas- 
tered only  by  much  practice.  When  the  patient  is  under 
a general  anesthetic,  the  tube  may  be  passed  blindly, 
usually  through  the  nose.  Inasmuch  as  this  depends  to  a 
considerable  extent  upon  the  use  of  hearing,  good  re- 
spiratory exchange  must  be  maintained.  The  judicious 
use  of  a small  amount  of  carbon  dioxide  may  be  helpful. 
If  the  patient  develops  a hyperpnea,  the  tube  can  often 
be  passed  blindly  through  the  nose  under  a relatively 
light  plane  of  anesthesia.  It  is  usually  wise  for  the  in- 
experienced person  to  develop  skill  in  the  use  of  the 
laryngoscope  so  that  the  tube  can  be  passed  under  di- 
rect vision.  The  use  of  the  laryngoscope  is  not  without 
its  danger,  however,  particularly  if  the  patient's  muscles 
are  not  properly  relaxed.  Most  of  the  damage  to  the 
teeth  and  the  soft  structure  of  the  throat  and  larynx 
caused  by  the  laryngoscope  can  be  directly  attributed  to 
failure  to  observe  this  important  point. 

Many  little  details  have  to  be  kept  in  mind  even  after 


the  tube  is  successfully  introduced.  The  passage  of  an 
endotracheal  tube  is  no  assurance  of  a clear  airway.  In- 
serted through  the  nose,  the  tube  may  be  compressed  by 
a bony  spur  or  nasal  deformity  and  its  value  as  an  air- 
way thus  virtually  nullified.  When  it  is  inserted  through 
the  mouth,  a bite  block  or  prop  of  some  other  type  must 
be  used  to  prevent  the  patient  from  biting  it.  The  tube 
may  be  kinked,  or,  if  an  inflatable  cuff  is  used,  it  may 
be  unduly  compressed.  All  of  these  things  have  to  be 
watched. 

Once  the  tube  is  in  place,  how  can  an  obstruction  be 
recognized?  The  amount  of  respiratory  exchange  may  act 
as  a guide,  or  the  patient  may  develop  a paradoxical 
type  of  respiration,  with  the  chest  wall  being  sucked  in 
instead  of  expanding  on  inspiration.  In  adults,  this  may 
be  detected  by  retraction  of  the  intercostal  or  super- 
clavicular  spaces.  In  children,  due  to  the  lack  of  stability 
of  the  thoracic  cage,  the  whole  chest  wall  may  be 
sucked  in. 

Anesthetic  Agents 

In  endotracheal  anesthesia,  ether  is  still  used  most  ex- 
tensively and  with  the  greatest  degree  of  success,  even 
though  various  other  general  anesthetics  or  combinations 
have  been  applied  effectively. 

The  introduction  of  curare  has  widened  the  applica- 
tion of  the  endotracheal  technic  with  certain  agents  such 
as  nitrous  oxide  and  pentothal.  It  reduces  the  reflex  ac- 
tivity to  a degree  that  makes  possible  the  use  of  smaller 
and  therapeutically  safer  concentrations  of  these  drugs. 

Hazards 

The  frequency  and  seriousness  of  complications  that 
may  follow  the  use  of  endotracheal  anesthesia  are  suf- 
ficient to  make  one  pause  each  time  this  method  is  con- 
sidered. I do  not  mean  to  imply  that  we  should  avoid 
using  it  if  there  are  reasonable  indications  in  its  favor, 
but  promiscuous  use  of  the  endotracheal  tube  merely  to 
make  it  convenient  for  the  anesthetist  is  a very  question- 
able practice. 

Trauma  caused  by  endotracheal  tubes  has  resulted  in 
granulomas  of  the  vocal  cords.  Patients  have  died  sud- 
denly after  insertion  and  withdrawal  of  the  tube,  prob- 
ably because  of  reflex  cardiac  disturbances  or  hypoxia. 
Overdistention  of  an  inflatable  cuff  has  caused  fatal 
necrosis  of  the  tracheal  wall.  The  tracheal  wall  has  been 
torn  by  rupture  of  the  cuff,  with  death  resulting.  Al- 
though it  is  often  convenient  to  stiffen  the  tube  with  a 
stylet,  I hasten  to  point  out  that  a stylet,  improperly 
used,  may  be  dangerous.  The  sharp-pointed  end  of  the 
stylet  has  at  times  protruded  through  the  tube,  perforat- 
ing the  trachea  or  pharyngeal  mucosa.  Damage  to  the 
pharynx  with  a laryngoscope  or  a metal  endotracheal 
tube  has  occasionally  occurred.  Deaths  have  followed 
mediastinal  puncture. 

These  and  other  dangers  should  have  a sobering  ef- 
fect on  all  who  use  the  endotracheal  technic.  It  should 
always  be  considered  and  treated  as  a major  anesthetic 
procedure. 
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The  authors  have  had  very  excellent  results  by  the 
use  of  the  flexion  method  of  treatment.  This  treatment 
is  definitely  indicated  for  patients  whose  pain  in  the 
lower  back  and  sciatic  nerve  area  is  due  to  a herniated 
disc  or  due  to  narrowed  intervertebral  foramina  with 
subluxated  facets  and  posterior  narrowing  of  the  lumbo- 
sacral joint.  This  latter  condition  of  course  has  been 
well  described  by  Williams.  The  flexion  treatment  is 
both  surgical  and  non-surgical. 

The  non-surgical  treatment  is  carried  out  by  training 
the  patient  to  carry  the  back  and  lumbo-sacral  joints  in 
a flexed  or  flat  position.  This  flexed  position  widens 
the  lumbo-sacral  joint  posteriorly.  This  will,  in  turn, 
allow  more  space  in  the  intervertebral  foramina,  and  it 
may  reduce  the  posterior  protrusion  of  the  disc  in  some 
instances. 

The  patient  must  learn  how  to  rotate  the  pelvis  for- 
ward and  hold  it  there.  He  is  taught  how  to  do  exercises 
to  encourage  this  forward  rotation.  The  exercises  are 
done  in  a supine  position.  The  first  one  consists  of 
bringing  the  head  and  shoulders  off  a table.  The  second 
one  is  performed  by  raising  the  buttocks  off  the  table 
with  the  knees  flexed  and  the  feet  fixed  on  the  table.  In 
the  third  one,  the  knees  are  brought  up  to  the  chest,  with 
the  hands  resting  on  the  knees.  The  knees  are  rocked 
up  and  down  gently.  Each  exercise  is  done  four  times 
and  gradually  increased  to  fifteen  times.  Exercises  are 
performed  twice  a day.  The  patient  is  also  given  physi- 
cal therapy  in  the  form  of  diathermy  at  the  office  or 
infra-red  heat  at  home  at  least  three  times  a day. 

In  acute  and  subacute  cases  a cast  is  applied  about 
the  trunk  wi.h  the  patient  in  a flexed  position.  The  cast 
is  carefully  moulded  over  the  sacrum,  the  dorsal  spine, 
and  the  abdomen  to  help  hold  the  patient  in  a flexed 
position.  This  is  done  before  starting  the  exercises. 
Sometimes  in  the  acute  severe  cases  the  patient  is  hos- 
pitalized for  a few  days  in  a flexed  position  in  bed  be- 
fore applying  a cast.  In  some  chronic  cases  a flexion 
back  brace  can  be  utilized  with  the  same  effects  as  the 
cast.  It  is  emphasized  that  all  conservative  methods  are 
tried  and  all  are  exhausted  before  surgical  intervention 
is  indicated.  The  authors  feel  that  about  ninety-five 
percent  of  their  cases  can  be  managed  conservatively. 

The  authors  also  believe  that  the  results  of  operative 
management  have  not  been  as  good  as  they  should  be. 
Many  cases  have  been  seen  by  us  who  have  been  oper- 
ated elsewhere  by  well-trained  surgeons  but  who  still 
have  troublesome  or  even  disabling  symptoms  and  find- 
ings. The  authors  have  collected  a series  of  twenty-five 
cases  who  were  done  elsewhere  and  who  had  low  back 
fusion  both  with  and  without  herniated  discs.  These 
cases  had  ninety  percent  good  results  for  ordinary  ac- 
tivities. However,  with  heavy  activities  fully  half  of 
them  developed  symptoms  of  low  back  or  even  sciatic 
pain  recurrence.  All  of  these  cases  were  examined 


roentgenologically.  Lateral  views  with  forward  and 
backward  bending,  and  also  antero-posterior  views  with 
bending  to  each  side  were  made.  Forty-eight  percent 
or  rather  twelve  of  these  cases  had  definite  demonstra- 
ble pseudoarthroses.  These  observations  emphasize  the 
fact  that  the  patient  on  follow-up  examination  must  be 
carefully  evaluated  and  also  examined  directly  in  order 
to  evaluate  the  result  accurately  and  scientifically.  There 
is  also  the  suggestion  that  the  standard  spine  fusion  pro- 
cedure, which  all  of  these  had  had,  definitely  needs  im- 
provement. 


Figure  1. 

Case  I.  Lateral  view  of  lumbo-sacral  spine  showing 
marked  narrowing  of  the  lumbo-sacral  joint  and  its  fora- 
mina. This  patient  had  low  back  pain  and  severe  sciatic 
nerve  pain  in  the  right  lower  extremity. 

Since  1940  the  authors  have  used  an  interspinous 
bone  block  spine  fusion  procedure.  This  procedure  cor- 
rects the  narrowed  lumbo-sacral  joint  posteriorly,  the 
subluxated  facets  and  the  narrowed  intervertebral  fora- 
mina. In  some  instances  the  protruded  disc  can  be  re- 
duced by  flexion.  However,  the  authors  now  explore  and 
remove  the  disc  surgically  if  it  is  present.  This  type  of 
fusion  provides  for  internal  fixation  immediately  and 
does  not  depend  on  bony  fusion  later  for  firm  fixation 
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of  the  spine.  The  spine  fusion  is  performed  with  the 
use  of  a large  piece  of  tibial  bone.  The  spinous  proc- 
esses in  the  fusion  area  are  notched.  The  bone  grafts 
are  notched  on  each  end  and  firmly  wedged  in  place 
between  the  spinous  processes  with  the  patient  in  flexion. 
This  maintains  correction  obtained  by  flexion.  The  bone 
blocks  are  used  for  each  interspinous  space  to  obtain 
the  accurate  intervertebral  correction.  The  laminae  are 
also  roughened  up  and  additional  bone  grafts  are  added 
to  each  side  of  the  area  to  aid  in  the  fusion.  The  infe- 
rior third  of  the  spinous  process  just  above  the  fusion 
area  should  be  removed  to  avoid  impingement  in  ex- 
tension of  the  spine. 


Figure  2. 


Case  I.  Lateral  view  of  the  lumbo-sacral  spine  after 
the  inter-spinous  bone  block  graft  and  spine  fusion  pro- 
cedure showing  that  the  lumbo-sacral  joint  has  been 
markedly  widened  and  its  foramina  markedly  opened. 
This  patient  also  had  a herniated  disc  which  was  re- 
moved. His  symptoms  were  completely  relieved  follow- 
ing the  operation. 

An  "H"  shaped  or  clothespin  graft  was  first  reported 
by  Gibson  in  1931.  He  used  a large  massive  graft;  re- 
moved spinous  processes  in  the  area  to  be  fused;  cre- 
ated deep  notches  in  each  end  which  enclosed  several 
additional  spinous  processes  at  each  end  of  the  fusion 
area.  He  used  this  as  a method  of  fixing  the  graft  to 
the  spine.  We  submitted  the  corrective  interspinous 
bone  block  graft  paper  for  publication  in  the  spring  of 
1942.  An  article,  "Clothespin  or  Inclusion  Graft  for 
Spondylolisthesis  or  Laminal  Defects  of  the  Lumbar 
Spine’’  was  written  by  Bosworth  and  published  in  No- 
vember 1942.  He  used  a similar  shaped  graft.  He  did, 
however,  use  the  flexed  position  to  distract  the  spinous 
processes  and  thus  secure  leverage  action  which  he  ac- 
tually found  distracted  the  articular  facets  and  opened 


Figure  3. 


Case  II.  An  cro-posterior  view  of  the  lumbo-sacral 
spine,  in  another  patient,  showing  the  inter-spinous  bone 
block  grafts  in  place,  clearly  outlined  between  the  fourth 
and  fifth  lumbar  vertebrae  and  fifth  lumbar  vertebra  and 
sacrum.  The  standard  spine  fusion  technique  was  also 
utilized.  A herniated  disc  was  not  present.  The  symp- 
toms were  due  entirely  to  nerve  root  pressure  from  the 
narrowed  foramina.  This  patient  prior  to  surgery  was 
completely  incapacitated.  After  surgery  he  was  able  to 
return  to  heavy  railroad  work  at  the  end  of  six  weeks. 
He  has  completely  recovered  and  has  no  symptoms  at 
the  present  time. 

the  intervertebral  foramen  and  also  separated  the  verte- 
bral bodies. 

Two  months  later  our  paper  was  published.  We 
stressed  the  use  of  the  flexion  spine  fusion  procedure 
for  cases  of  sciatic  neuritis  secondary  to  narrowing  of 
the  intervertebral  foramina,  subluxation  of  the  facets  and 
narrowing  of  the  posterior  part  of  the  intervertebral 
space  with  consequent  nerve  root  pressure.  We  also 
recommended  it  for  cases  with  herniated  discs.  Our 
graft  procedure  of  course  utilized  accurate  individual 
bone  blocks  for  each  interspinous  space  and  also  utilized 
additional  interlocking  grafts  lateral  to  the  main  mass 
of  grafts. 

Moore  has  also  utilized  a self-locking  prop  bone 
graft  with  corrective  principles. 

McKeever  is  also  using  an  interspinous  bone  block 
type  of  graft  with  a bone  peg  type  of  fusion  for  the  fa- 
cets and  has  found  that  this  gives  very  firm  internal 
fixation  and  allows  relatively  early  ambulation. 

McBride  has  recently  published  a very  excellent  pro- 
cedure of  trans-facet  fusion  for  cases  which  need  a flex- 
ion fusion. 

A new  era  has  been  reached  in  spine  fusions.  It  is 
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actually  now  possible  to  use  correction  in  spine  fusion 
and  also  firm  mechanical  fixation  immediately. 

The  internal  fixation  provided  by  the  interspinous 
bone  block  type  of  fusion  permits  ambulation  in  three 
weeks.  In  many  instances  the  patient  can  return  to 
heavy  work  at  the  end  of  six  weeks  from  the  time  of 
operation.  This  represents  a marked  advantage  to  the 
patient. 
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Establish  AF  Medical  Reserve 

General  Hoyt  S.  Vandenberg,  Chief  of  Staff,  U.  S. 
Air  Force,  announced  today  that  applications  are  being 
received  for  commissions  in  the  newly  created  Air  Force 
Medical  Reserve.  Physicians,  dentists,  nurses,  and  other 
medical  personnel  who  served  with  the  Army  Air  Forces 
during  the  war  may  make  application  through  the  Air 
Adjutant  General,  U.  S.  Air  Force,  in  Washington. 


HELP  THE  HANDICAPPED 
TO  HELP  THEMSELVES 

Goodwill  Industries  is  not  a charity,  but  a chance  for 
employment,  training,  and  opportunity.  Goodwill  In- 
dustries has  for  its  objective  the  rehabilitation  of  each 
handicapped  man  or  woman  regardless  of  race  or  re- 
ligious faith. 

At  present,  in  El  Paso  six  service  clubs  have  fur- 
nished two  directors  each  as  a nucleus  for  this  organiza- 
tion. Added  to  these  twelve,  are  an  equal  number  of 
public  spirited  men  and  women  who  will  do  their  part 
to  establish  and  maintain  this  organization  in  El  Paso. 

Your  help  is  requested  in  a campaign  to  raise  ten 
thousand  dollars  which  will  be  increased  by  $7,500  do- 
nated by  the  Goodwill  Industries  of  America  at  Milwau- 
kee, the  parent  organization.  This  will  provide  initial 
capital  of  $17,500,  the  minimum  amount  needed  to  pur- 
chase and  install  equipment,  make  repairs  on  quarters, 
and  to  cover  other  expenses  incidental  to  the  establish- 
ment of  this  organization  in  El  Paso. 

There  is  no  profession  that  could  possibly  under- 
stand the  rehabilitation  of  the  handicapped  as  well  as 
those  of  the  medical  profession.  Hence,  SOUTH- 
WESTERN MEDICINE  solicits  its  readers  in  the  in- 
terest of  the  physically  handicapped.  Please  send  your 
contributions  to  Goodwill  Industries  of  El  Paso,  P.  O. 
Box  191,  El  Paso,  Texas. 


Airsick  Remedy 
Gets  Volume  Trial 

A remedy  called  Dramamine,  produced  by  G.  D. 
Searle  and  Company  of  Chicago  and  believed  to  prevent 
or  cure  airsickness,  is  being  given  out  to  passengers  on 
LAMSA  Airlines  planes  between  El  Paso  and  Mexico 
City. 

The  remedy  was  pioneered  in  1947  when  the  allergy 
clinic  of  Johns  Hopkins  University  and  Hospital  first 
put  Dramamine  under  experimental  investigation  for  its 
possible  value  in  the  control  of  hay  fever  and  hives. 
Through  accident  it  was  learned  the  remedy  was  useful 
in  combating  carsickness,  seasickness  and  airsickness. 

Its  first  volume  use  occurred  on  the  U.  S.  Army 
Transport  General  C.  C.  Ballou  during  a rough  crossing 
of  the  North  Atlantic  between  Nov.  27  and  Dec.  7,  1948. 
In  a controlled  experiment,  the  remedy  prevented  sea- 
sickness in  all  but  two  of  134  men  who  took  the  remedy 
on  start  and  throughout  the  voyage.  It  was  also  given 
to  418  cases  of  seasickness,  and  of  this  number  407  were 
completely  relieved  of  symptoms  within  one  hour  after 
the  first  dose.  No  detrimental  side  effects  were  observed. 


BOY  S CLUBS  OF  AMERICA 

Today  throughout  the  country  there  are  three  hun- 
dred Boys’  Clubs  with  over  275,000  boy  members  be- 
tween the  ages  of  eight  and  20  years.  Sociologists  be- 
lieve that  the  number  of  clubs  should  be  increased  in 
the  near  future  to  at  least  1000. 

Three  million  boys  live  in  the  shadow-lands  of  our 
cities  where  the  most  fruitful  soil  is  found  for  the  growth 
of  crime  and  subversive  isms.  They  live  in  crowded 
homes  where  there  is  little  to  do,  where  there  are  ten- 
sions, quarreling  and  bickering.  They  seek  their  com- 
panionship and  play  on  the  streets. 

The  Boys’  Clubs  of  America,  headed  by  the  illus- 
trious Herbert  Hoover,  has  established  and  maintained 
in  these  crowded  areas  clubs  offering  recreational  fa- 
cilities for  these  boys.  The  doctor  has,  and  will  con- 
tinue to  cooperate,  in  the  existing  and  the  future  clubs. 

His  part  is  the  annual  check-ups  which  maintain  a 
healthy  body  for  these  boys,  and  with  a healthy  body 
the  health  of  the  mind  is  facilitated. 

The  Clubs  are  appealing  for  funds.  Any  contribu- 
tion will  be  gratefully  received. 

Address  all  contributions  to  Boys’  Clubs  of  America, 
381  Fourth  Avenue,  New  York  16,  New  York. 


An  Environmentalist 

A small  boy  was  brought  to  a clinic  for  an  examina- 
tion, by  his  mother,  an  extremely  talkative  woman.  Dur- 
ing the  preliminary  quiz  period,  the  doctor  noticed  that 
the  boy  didn’t  seem  to  be  paying  much  attention  to  the 
questions.  "Do  you  have  trouble  hearing?”  he  asked. 

"No,"  the  boy  replied,  "I  have  trouble  listening.” 

Lynn  Wimmer,  quoted  by  Norine  Foley  in 
Chicago  Daily  News. 

The  Reader’s  Digest,  July,  1949. 
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El  Paso  Tumor  Clinic 

CASE  NO.  369 

Dr.  Breck:  My  case  is  a private  patient,  first  seen 

by  Dr.  Morrison  because  of  pain  in  the  left  hip  and 
buttock.  She  is  a widow,  employed  as  a bookkeeper, 
60  years  old.  She  states  that  about  four  or  five  months 
ago  she  first  noticed  pain  in  the  hip  and  buttock  region 
which  radiated  thigh-ways  and  was  aggravated  by 
climbing  stairs.  Physical  examination  revealed  marked 
tenderness  and  pain  over  the  tuberosity  of  the  left  ischi- 
um and  pain  on  extreme  motion  of  the  hip  in  all  direc- 
tions. Radiographic  examination  was  done;  and  Dr. 

Fuchlow  will  describe  the  findings: 

Dr.  Fuchlow:  There  is  a radiolucent  lesion,  non- 

expansil,  involving  the  upper  two-thirds  of  the  ischium, 
corresponding  to  the  tuberosity.  The  lesion  appears  to 
approach  the  inferior  margin  of  the  acetabulum.  The 
outline  is  sharply  demarcated.  There  is  no  cortical  de- 
struction. Nothing  else  significant  was  found  in  the 
lumbar  spine,  pelvis,  or  hips.  Survey  roentgenograms 
were  also  made  of  the  chest  and  skull,  but  these  con- 
tributed nothing  significant.  Because  of  the  age  of  the 
individual  and  the  apparent  anemia  and  history  of  pain, 
the  possibilities  are  as  follows: 

1.  Solitary  myeloma; 

2.  Metastatic  carcinoma; 

3.  Giant  cell  tumor. 

These  roentgenograms  were  also  seen  by  Dr.  Boverie 
who  concurred  with  these  findings,  except  that  he  felt 
that  metastatic  carcinoma  should  be  listed  first.  Rec- 
ommendations were  made  for  blood  studies  and  biopsy, 
studies. 

Dr.  Breck:  Blood  studies  reveal  the  following:  RBC 

— 4,010,000,  Hgb — 78  per  cent  or  12  grams,  WBC — 
9,450.  Blood  calcium,  phosphorous,  and  phosphatase 
studies  were  normal.  Sedimentation  rate  was  moderate- 
ly elevated.  Westergren  method  revealed  a 32  mm. 
drop.  Albumin/globulin  ratio  was  within  normal  lim- 
its. Urinary  Bence-Jones  protein,  negative.  It  was  sig- 
gested  to  Dr.  Hart  that  a needle  biopsy  be  done,  but  he 
did  not  think  it  advisable  in  this  case.  After  due  con- 
sideration, the  patient  was  again  referred  to  me  for 
surgical  biopsy.  Before  revealing  the  diagnosis  and 
reviewing  the  possibilities,  perhaps  Dr.  Leonard  could 
throw  some  light  on  the  case. 

Dr.  Leonard:  It  is  exceedingly  rare  to  find  a giant 

cell  tumor  in  this  age  group.  I would  think  of  metastatic 
malignancy  because  of  the  age  and  appearance  of  the 
lesion.  As  I understand  it,  the  anemia  was  not  severe. 
I have  seen  eosinophilic  granuloma  lesions  as  large  as 
this  in  the  rib  in  patients  40  years  old.  This  is  one  more 
possibility  that  must  be  considered.  Giant  cell  tumor  is 
also  uncommon  in  this  particular  bone. 

Dr.  Garrett:  Could  this  be  a manifestation  of 

Hands-Christian-Schuller  disease,  or  do  you  regard  this 
entity  in  the  same  family  as  eosinophilic  granuloma? 

Dr.  Breck:  There  is  increased  evidence  to  support 

the  idea  that  both  these  entities  could  be  the  same. 

Dr.  Fuchlow:  One  more  possibility  that  perhaps 

should  be  mentioned  is  monostotic  fibrous  dysplasia. 
Roentgenologically  it  could  well  be  that,  although  fi- 
brous dysplasia  lesions  usually  show  expansion,  this 
does  not.  Furthermore,  the  history  of  four  or  five 
months  of  progressive  pain  and  the  anemia  would 
speak  against  it. 

Dr.  Breck:  The  biopsy  was  done  with  considerable 


difficulty.  I scooped  out  quite  a bit  of  heavy  jelly-like 
material  which  immediately  suggested  the  diagnosis  of 
giant  cell  tumor  to  me,  and  I was  gratified  to  learn  that 
Dr.  Hart  made  a flat  diagnosis  of  giant  cell  tumor. 

Dr.  Leonard:  I have  seen  the  slides  and  found  a 

number  of  xanthoma  cells  present  which  prompted  the 
thought  of  eosinophilic  granuloma  again.  However,  I 
discussed  this  with  Dr.  Hart  and  he  assured  me  that 
this  can  occur  in  giant  cell  tumor  and  the  slides  were 
characteristic  and  typical  of  giant  cell  tumor. 

Dr.  Breck:  Giant  cell  tumor  is  a benign  tumor  found 

commonly  in  early  adult  life.  The  x-ray  appearance  is 
fairly  characteristic,  showing  a capsulated  radiolucent 
lesion,  having  the  appearance  of  multiple  lobulated 
masses  and  there  might  be  slight  expansion.  These  tu- 
mors, if  left  alone,  may  become  malignant — in  three  to 
five  per  cent  of  the  cases.  Recurrence  is  common  and 
must  be  guarded  against.  Treatment  of  choice  is  com- 
plete radical  excision  of  the  tumor.  This  of  course,  is 
not  always  possible  without  mutilating  the  patient,  but 
where  the  tumor  is  in  a bone  which  can  be  excised 
wholly  or  in  part,  we  prefer  to  treat  them  that  way. 
Common  treatment  is  thorough  excision,  curettment  and 
filling  the  cavity  with  multiple  bone  chips.  X-ray  ther- 
apy has  been  used  and  Dr.  Fuchlow  will  tell  you  about 
that. 

Dr.  Fuchlow:  I quite  agree  with  Dr.  Breck  that, 

if  the  lesion  is  resectable,  it  would  be  the  best  form  of 
treatment.  In  the  past,  broken  dosage  method  of  radia- 
tion therapy  has  been  used  with  a reasonable  degree  of 
success.  For  the  past  8 or  10  years,  however,  most  ob- 
servers feel  that  these  tumors  should  be  treated  inten- 
sively with  protracted  radiation  using  doses  comparable 
to  those  used  in  malignant  tumors.  Recurrences  have 
lessened  with  this  management,  and  it  is  comparable  to 
the  best  surgical  management. 

Dr.  Leonard:  I have  seen  and  heard  of  instances  in 

which  pathological  fractures  occurred  as  the  result  of 
intensive  radiation  to  the  pelvis  for  malignancies  of  the 
pelvis.  Are  we  running  into  that  danger  here? 

Dr.  Fuchlow:  Fractures  of  the  femoral  neck  have 

been  reported  in  a number  of  cases,  but  we  believe  the 
incidence  of  fractures  is  due  to  relatively  poor  nutrition 
of  the  femoral  head  and  neck.  I do  not  think  this  would 
apply  to  any  of  the  other  bones  of  the  pelvis. 

Dr.  Breck:  Technically,  to  remove  this  tumor  we 

have  to  bear  in  mind  that  the  patient  would  be  disabled 
for  some  time,  and  there  is  a chance  of  partial  disability 
and  pain  in  the  hip  after  surgery.  Then,  too,  this  pa- 
tient is  60  years  old.  In  a younger  patient,  surgery 
might  be  considered  more  seriously.  As  Dr.  Fuchlow 
points  out,  the  lesion  extends  dangerously  close  to  the 
inferior  margin  of  the  acetabulum.  I,  personally,  think 
that  x-ray  would  offer  more  than  we  can  in  surgery. 

Dr.  Leonard:  I quite  agree.  I think  radiation  thera- 

py in  this  particular  case  is  the  treatment  of  choice  when 
all  things  are  considered. 

Dr.  Prieto:  If  there  is  a recurrence  after  that  much 

intensive  radiation,  would  you  treat  the  recurrence  with 
more  x-ray  or  could  surgery  be  done  then? 

Dr.  Breck:  I do  not  look  for  that  to  happen,  but  I 

am  sure  surgery  could  be  done. 

Dr.  Fuchlow:  Since  there  are  no  contra-indications 

to  radiation  therapy,  we  will  then  advise  that  treat- 
ments be  instituted  as  soon  as  possible,  and  the  patient 
will  be  seen  in  three  months  with  recheck  roentgeno- 
grams. 
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INFLAMMATORY  EMERGENCIES  OF  THE  AIR  PASSAGES 

By  John  D.  Martin,  M.D.,  Ei  Paso,  Texas 


Among  the  bona  fide  emergencies  which  occasionally 
confront  the  physician  (and  constrict  his  coronaries) 
none  is  more  harrowing  than  serious  obstruction  of  the 
air-passages.  That  death  is  imminent  is  known  to  the 
patient  and  his  family  alike,  and  it  is  not  an  easy  way 
to  die.  The  purpose  of  this  paper  is  to  re-emphasize 
certain  points  in  the  diagnosis  and  treatment  of  some 
of  these  cases  with  the  idea  of  dealing  more  efficiently 
with  the  emergency  when  confronted  with  it,  or  better 
yet,  preventing  the  obstructive  emergency  altogether. 
The  latter  goal  can  often  be  realized  by  early  diagnosis 
and  prompt  and  vigorous  treatment. 

Except  as  they  figure  in  the  differential  diagnosis, 
obstructions  resulting  from  neoplasms  or  foreign  bodies 
are  omitted  from  this  discussion  as  not  relevant.  It  is 
supposed  that  such  possibilities  will  have  been  elimi- 
nated by  history,  physical  examination,  and  X-ray,  and 
even  more  definitely  by  endoscopy.  (Coincidence  be- 
ing what  it  is,  it  is  quite  possible  to  have  foreign  bodies 
in  the  airways  along  with  an  inflammatory  condition. 

1 had  one  such  case,  an  adult  with  laryngotracheobron- 
chitis  who  nearly  choked  on  an  aspirin  tablet  that  “went 
down  the  wrong  way'  .) 

Of  various  inflammations  that  can  obstruct  the  air- 
way, some  are  fortunately  rare;  Vincent's  and  Ludwig's 
angina,  erysipelas  in  the  throat,  and  pharyngeal  abscess 
are  examples.  Even  though  tracheotomy  may  be  re- 
quired to  prevent  strangulation,  the  nature  of  the  ob- 
struction is  readily  recognized  and  early  and  adequate 
local  and  systematic  treatment  is  very  likely  to  fore- 
stall serious  respiratory  embarrassment.  Obstructions 
from  syphilis  and  tuberculosis  develop  slowly  enough 
as  to  afford  considerable  time  for  diagnosis  and  this 
phase  of  those  diseases,  thanks  to  penicillin  and  strepto- 
mycin respectively,  is  not  so  dreaded  as  in  former  years 
and  rarely  constitutes  a true  "inflammatory  emergency '. 
True  abscesses  may  develop  in  the  larynx  secondary  to 
infectious  diseases,  notably  influenza,  typhoid,  and  ex- 
anthemata, foreign  bodies,  or  trauma;  in  such  cases  there 
is  always  thickening  and  tenderness  to  external  palpa- 
tion over  the  site  of  the  endolaryngeal  abscess  ,5);  the 
abscess  may  be  seen  on  direct  or  sometimes  indirect 
laryngoscopy;  the  voice  may  be  muffled  or  lost  and  the 
patient  presents  a picture  of  systematic  toxemia.  Such 
a condition  may  cause  sudden  and  profound  obstruc- 
tion of  the  larynx  and  require  tracheotomy,  which  had 
best  not  be  postponed  too  long.  The  treatment  is  sur- 
gical, opening  the  abscess  under  direct  laryngoscopy 
in  the  head  low  position,  and  supportive,  including 
chemotherapy. 

Increase  Noted 

However,  the  overwhelming  majority  of  inflamma- 
tory obstructions  we  see  are  secondary  to  diphtheria, 
supraglottic  laryngitis,  and  the  disease  entity  known  as 
laryngotracheobronchitis.  The  latter  term  came  into 
usage  after  the  1918  pandemic  of  influenza  and  is  ac- 
credited to  Chevalier  Jackson  l2>;  before  that  time 
"croup  ",  diphtheria  excepted,  was  more  or  less  a generic 
name  for  the  various  obstructive  lesions  of  the  air-pas- 
sages, and  the  patients  lived  or  died  under  that  diagno- 
sis. Certainly  pediatricians  and  otolaryngologists  alike 
are  in  agreement  that  the  condition  is  seen  much  more 
often  now  than  formerly.  Early  diagnosis  is  no  doubt 


a factor  in  this  increase  in  incidence,  while  perhaps  the 
warmer  but  less  humid  heating  systems  we  have  now 
may  be  a factor.  Dr.  Simon  Jesberg  (3>  recalls  that  in 
his  boyhood  most  cases  of  “croup'’  seemed  to  recover 
on  steam  inhalations  and  palliative  oils  and  ointments 
applied  to  the  throat  and  chest,  but  states  that  his  ex- 
perience is  now  different. 

Incidence 

Acute  laryngotracheobronchitis  presents  generally  a 
definite  clinical  picture  which  may  be  inaccurate  when 
applied  to  an  individual  case.  Some  of  these  variations 
may  be  explained  by  the  various  types  of  pathogens 
which  may  cause  it,  these  organisms  being  usually  the 
hemolytic  streptococcus,  staphylococcus  aureus  and 
hemolyticus,  Strep,  viridans,  Hemophilus  Influenzae,  and 
pneumococcus.  Various  organisms  predominate  in  va- 
rious times  and  places.  (4).  It  is  interesting  to  note  that 
a similar  disease  occurs  in  fowls  and  in  this  avian  form 
of  the  disease  a virus  has  been  demonstrated  as  the 
causative  factor  (5>.  The  organisms  cultured  from  a 
throat  swab  are  not  necessarily  the  same  as  those  recov- 
ered from  the  site  of  the  disease  by  bronchoscopic  as- 
piration or  at  autopsy.  Be  the  pathogen  what  it  may, 
the  principal  factor  in  predisposition  to  the  disease  and 
subsequent  clinical  course  is  anatomic,  based  on  the  age 
and  size  of  the  patient:  69  per  cent  of  549  cases,  reported 
by  one  investigator,  were  under  two  years  and  only  five 
per  cent  over  six  years  old.  In  infancy  and  early  child- 
hood the  conus  elasticus  contains  a large  amount  of 
loose  areolar  tissue  which  swells  readily,  the  air  passages 
are  actually  smaller  in  proportion  to  a given  amount  of 
mucus  or  exudate  much  smaller  than  in  an  older  person, 
and  these  younger  patients  have  very  little  expulsive 
power  in  the  form  of  a cough;  their  weak  “bechic  blast” 
is  simply  not  able  to  cope  with  the  thick,  tenacious  exu- 
date characteristic  of  the  disease.  Other  strikes  called 
against  these  very  young  patients  are  their  low  immun- 
ity and  the  ease  with  which  a severe  toxemia  diminishes 
their  cough  reflex.  In  all  ages  the  incidence  of  the  dis- 
ease is  about  two  and  one-half  times  greater  in  males 
than  in  females  and  it  appears  that  even  when  females 
contract  the  disease  they  less  commonly  have  it  of  such 
a severity  as  to  require  tracheotomy  l6,  7).  In  laryngo- 
tracheobronchitis this  thick,  gummy  exudate  just  de- 
scribed tends  to  obstruct  the  smaller  bronchioles.  Such 
obstruction  leads  to  atelectasis  that  may  easily  be  mis- 
taken for  pneumonia.  The  bronchial  and  alveolar  walls 
are  infiltrated  and  the  glandular  elements  are  damaged 
and  sometimes  destroyed.  (Hilding  described  a case 
with  so  much  destruction  that  the  epithelium  had  been 
sloughed  off  down  to  the  last  layer  of  stellate  cells  next 
to  the  basement  membrane,  without  “a  vestige  of  a cilium 
anywhere".) 

The  early  symptoms  in  laryngotracheobronchitis  are 
usually  those  of  a head-cold,  which  may  go  on  from  a 
day  to  a week,  usually  about  two  days,  with  a croupy 
cough  and  hoarseness.  The  hoarseness  develops  later 
than  in  diphtheria,  in  which  disease  the  cords  are  more 
affected.  Respiratory  distress,  as  it  develops,  is  seen  on 
both  inspiration  and  expiration,  and  the  breath  sounds 
have  a characteristic  “crowing"  wheeze.  There  is  no 
difficulty  in  swallowing  and  little  or  no  pain  referred  to 
the  throat.  The  fever  averages  102-103  degrees  and 
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becomes  higher  only  in  the  later  stages  of  the  disease,  to 
106  or  more,  which  is  of  grave  prognostic  import.  As 
the  disease  progresses  the  respiratory  obstruction  be- 
comes more  marked  and  the  patient  develops  a cyano- 
sis; the  patient  is  inclined  to  be  restless;  the  pulse  is  rap- 
id, the  respiration  shallow  and  rapid,  with  retraction  of 
the  suprasternal  and  intercostal  spaces  and  of  the  epi- 
gastrium. This  latter  may  be  obscured  by  tympanites. 
The  principal  feature  to  be  soon  on  direct  examination 
is  the  immense  swelling  of  the  subglottic  tissues  which 
extend  as  fiery-red  mounds  into  the  lumen.  These  pads 
of  inflamed  tissue  can  be  visualized  by  a good  soft  tis- 
sue X-ray  taken  from  the  side,  when  there  is  time  for 
such  a procedure.  The  exudate  bathing  these  pads,  and 
seen  below  them,  can  be  wiped  away  without  leaving 
a bleeding  surface,  in  contradistinction  to  diphtheria. 
Death  may  result  from  anoxia,  toxemia,  or  circulatory 
failure.  It  is  well  to  interfere  before  the  patient  reaches 
this  stage,  though  all  too  often,  especially  at  the  County 
Hospital,  the  patient  is  moribund  when  brought  in.  Even 
with  the  best  of  treatment  some  patients  die.  Twenty 
years  ago  the  mortality  rate  of  laryngotracheobronchitis 
was  very  close  to  75  per  cent,  while  now  it  should  be 
less  than  10  per  cent  in  patients  seen  reasonably  early. 
One  author  l7>  reports  a series  of  52  cases  (requiring  15 
tracheotomies)  without  a single  death.  This  reduction 
in  mortality  has  been  accomplished  not  only  by  the  ad- 
vent of  the  antibiotics,  but  by  the  doctrine  of  earlier 
tracheotomy  and  by  better  supportive  treatment  in  the 
form  of  oxygen  and  humidity  controls,  and  by  earlier 
recognition  on  the  part  of  the  profession  of  the  serious- 
ness of  the  disease  t8).  The  local  conditions  have  not 
been  affected  sufficiently  by  antibiotics  as  to  lessen  the 
need  for  mechanical  intervention  in  many  cases  <u). 

Epiglottitis 

When  streptomycin  became  available  it  was  noted 
that  certain  cases  of  supposed  laryngotracheobronchitis 
which  had  not  done  well  previously  on  the  sulfas  and 
penicillin,  showed  a striking  improvement  when  given 
the  newer  drug.  Certain  clinical  features  of  these  cases, 
now  described  under  the  term  "Epiglottitis  ”,  had 
been  noted:  the  patients  got  sick  suddenly  and  over- 
whelmingly, perhaps  going  to  bed  in  apparent  good 
health  and  yet  arousing  their  parents  and  pediatrician  at 
2 a.  m.  with  severe  and  dangerous  symptoms  of  toxemia 
and  respiratory  obstruction.  (These  cases  get  worse  by 
the  minute  and  the  otolaryngologist  has  to  arouse  him- 
self as  well.)  These  children,  if  old  enough  to  do  so, 
complain  of  pain  in  the  throat  and  inability  to  swallow 
because  of  that  pain;  they  may  even  drool  their  saliva 
rather  than  swallow  it.  The  voice  is  muffled  but  not 
hoarse;  and  there  is  an  inspiratory  stridor.  The  fever  is 
high,  104  to  106  degrees  right  away,  and  the  dyspnea 
develops  rapidly  and  soon  becomes  profound;  these 
children  are  prostrated  and  show  an  ash-colored  pallor 
rather  than  a cyanosis;  they  are  apt  to  sit  up  in  bed  with 
their  tongues  out,  gasping  for  air  (and  swallowing  some 
of  it,  which  causes  tympanites  which  in  turn  pushes  up 
against  the  diaphragm  and  causes  further  respiratory 
embarrassment),  whereas  the  patient  with  moderate  lar- 
yngotracheobronchitis lies  rather  quietly.  The  diagno- 
sis can  often  be  made  by  looking  into  the  mouth  and 
seeing  a fiery  red  epiglottis,  swollen  to  perhaps  ten 
times  its  normal  size,  over  the  curve  of  the  tongue.  It 
is  advisable  not  to  depress  the  tongue  to  facilitate  the 
view  unless  prepared  to  do  a tracheotomy  there  and 
then.  On  laryngoscopic  examination  (with  a broncho- 


scope of  course  at  hand  to  relieve  respiratory  obstruc- 
tion should  it  become  complete),  the  striking  feature  is 
the  enormous  epiglottis,  with  the  aryepiglottic  folds  and 
arythenoids  sometimes  involved,  in  which  case  the  false 
vocal  cords  may  be  greatly  swollen.  The  swollen  pads 
such  as  described  in  laryngotracheobronchitis  are  not 
seen,  nor  is  the  epiglottis  much  affected  in  laryngotra- 
cheobronchitis. These  cases  as  seen  in  small  children 
result  from  an  infection  by  the  Haemophilus  Influenzae, 
Type  B,  and  as  Alden  Miller  states,  " are  primary  and 
present  a consistent  typical  clinical  picture  of  symptoms 
and  findings'"  <l0>.  This  symptom-complex  has  been 
previously  described  by  Sinclair  (11),  Alexander 
and  others  (13,  14>.  The  organism  can  be  readily  dem- 
onstrated, when  the  type-specific  rabbit  anti-serum  and 
a trained  technician  are  together  readily  at  hand,  by  use 
of  the  Quelling  reaction:  one  drop  of  methylene  blue 
is  added  to  one  drop  of  an  infusion  from  the  swab  or  to 
material  smeared  directly  on  a slide  by  the  swab;  a loop- 
ful of  H.  Influenzae  type  B rabbit  antiserum  is  added,  a 
cover  slip  set  in  place,  and  the  preparation  observed  im- 
mediately and  after  thirty  minutes  for  an  enlarged  cap- 
sule about  a small,  short  bacillus  or  coccobacillus.  A 
Gram  stain  will  show  H.  Influenzae  to  be  Gram  nega- 
tive. At  the  time  the  smear  is  made  another  one  should 
be  made  for  search  for  the  Klebs-Loeffler  bacillus  by 
stain  and  culture.  The  white  count  always  shows  a 
preponderance  of  polymorphonuclear  cells,  to  90  per 
cent  or  higher  and  may  show  a leucocytosis  of  over 
40,000.  (In  1944  I reviewed  the  tracheotomies  that  had 
been  done  in  all  the  hospitals  in  El  Paso  for  a period 
of  20  years  previously;  in  so  doing  I read  many  case 
histories  which  describe  this  "Epiglottitis  ",  and  such  a 
high  white  count  and  especially  poly,  shift  were  often 
associated  with  a fatal  outcome.) 

Diphtheria 

We  do  not  see  as  much  diphtheria  as  in  the  past,  but 
it  occurs  often  enough  to  merit  consideration  in  such  a 
discussion  as  this.  The  Laryngeal  manifestations  may 
be  associated  with  diphtheria  in  the  pharynx  or  nose 
which  has  already  been  discovered.  The  onset  is  more 
insidious  and  the  respiratory  obstruction  may  be  several 
days  in  developing.  Hoarseness  is  relatively  early  be- 
cause the  membrane  forms  on  the  true  vocal  cords.  The 
fever  is  relatively  low  and  there  is  no  difficulty  in  swal- 
lowing. On  direct  examination  the  obstruction  is  seen 
to  consist  mostly  of  the  thickened  true  membrane  (which 
on  removal  leaves  a bleeding  surface)  without  so  much 
swelling.  Pediatricians  who  see  diphtheria  frequently 
may  be  able  to  make  a working  diagnosis  from  the  char- 
acteristic "mousy"  odor.  Smear  and  cultures  will  con- 
firm the  diagnosis  in  due  time,  but  it  is  well  in  a suspi- 
cious case  not  to  depend  too  much  on  one  negative  smear 
or  culture. 

Treatment 

The  treatment  of  these  three  conditions  will  be  dis- 
cussed together.  From  the  otolaryngologist’s  stand- 
point, insofar  as  obstruction  of  the  airway  is  concerned, 
they  may  alike  require  a tracheotomy.  In  an  overall 
review  of  the  literature  on  laryngeal  obstruction  one  is 
impressed  with  the  slight  praise  with  which  intubation  is 
damned.  If  one  knows  the  child  has  diphtheria,  "intuba- 
tion is  a satisfactory  procedure,  provided  the  patient  is 
in  a hospital  where  there  is  a constantly  and  immediate- 
ly available  trained  intubator  who  can  promptly  replace 
the  tube  in  case  it  should  be  spontaneously  expelled;  and 
also  provided  the  child  is  not  too  feeble  from  toxemia” 
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(l).  The  author  then  makes  a good  case  for  tracheot- 
omy. The  intubation  tube  may  force  exudate  down 
ahead  of  it  which  cannot  be  coughed  up  and  will  block 
the  tube  at  its  lower  end.  It  does  not  permit  drainage 
by  suction  of  the  airway  below  the  larynx  (as  does  a 
tracheotomy),  it  can  easily  be  coughed  out,  ulceration 
and  later  laryngeal  stenosis  may  follow  its  use,  and  in 
the  case  of  epiglottitis  and  tracheobronchitis  it  is  not  me- 
chanically able  to  relieve  the  obstruction  above  or  below 
the  tube. 

The  best  treatment  is  prophylactic.  Children  and 
adults  when  Schick-positive  and  exposed,  can  and  should 
be  immunized  against  diphtheria.  Children  with  acute 
upper  respiratory  infections  should  be  kept  indoors  in 
; a warm,  moist  room,  rather  than  be  allowed  to  run  about 
outdoors  sucking  cold  raw  air  down  their  throats,  espe- 
cially through  their  open  mouths;  respiration  through 
the  nose  is  to  be  encouraged.  Attention  to  general  health 
is  important. 

Remedial  Treatment 

The  remedial  treatment  consists  in  brief  of  ( 1 ) com- 
bating the  infection,  whatever  it  may  be,  and  (2)  pre- 
venting exhaustion,  dehydration,  the  use  of  drugs  which 
depress  the  cough  reflex  (i.  e.,  atropine  and  opiates  and 
barbiturates,  and  the  prevention  of  asphyxia.)  If  the 
child  is  suffering  from  real  respiratory  obstruction  (note 
re.  laryngisimus  stridulus)  he  should  be  given  the  bene- 
fit of  a direct  laryngoscopy,  this  maneuver  being  pre- 
ceded by  spraying  the  throat  with  pantocaine  or  butyn 
but  with  no  other  anesthetic  or  sedation.  The  true  na- 
ture of  the  condition  can  then  be  seen  and  treatment  di- 
rected accordingly;  if  there  is  a foreign  body,  it  can  be 
removed.  If  the  case  is  an  early  laryngotracheobronchi- 
tis  aspiration  of  the  muco-pus  from  the  larynx  and  tra- 
chea with  subsequent  supportive  treatment  may  relieve 
the  obstruction  to  such  an  extent  that  no  further  opera- 
tion is  rquired.  If  I cannot  be  assured  by  competent 
authority,  which  means  the  attending  pediatrician  or 
family  doctor,  that  the  child  has  been  immunized  against 
diphtheria  I recommend  that  such  children  have  a dose 
of  diphtheria  antitoxin  without  waiting  for  the  labora- 
tory reports  to  return.  Penicillin  is  started  immediately, 
20,000  units  every  three  hours  (more  in  adults)  for  the 
first  24  or  48  hours,  after  which  the  patient  may  be  more 
comfortable  receiving  one  or  two  doses  daily  of  one  of 
the  more  slowly  absorbed  penicillin  compounds.  Some 
authorities  give  sulfadiazine  by  mouth  or  parentorally 
in  addition  to  penicillin;  this  combination  may  have  a 
greater  bacteriostatic  effect  but  makes  even  more  nec- 
essary an  increase  of  fluids  to  carry  off  the  sulfa  crys- 
tals, perhaps  making  gavage  or  hypodermoclyses  neces- 
sary. Since  the  advent  of  penicillin  and  streptomycin, 
other  authorities  have  discontinued  the  use  of  sulpha  in 
these  cases.  Even  though  in  a clear-cut  case  of  epi- 
glottitis one  would  feel  reasonably  sure  in  trusting  his 
patient  to  streptomycin  alone,  it  is  my  custom  to  use 
both  penicillin  and  streptomycin  in  the  treatment  of 
these  obstructive  inflammations.  Depending  on  the  age 
and  size  of  the  child,  the  streptomycin  is  given  in  eight 
equal  daily  doses,  usually  starting  with  one  Gram  per 
24  hours  in  most  children. 

Sedation 

Sometimes  the  child  is  in  such  a grave  condition  that 
a tracheotomy  is  done,  over  a bronchoscope,  on  this 
first  examination.  It  is  always  amazing  how  coopera- 
tive a patient  is  to  bronchoscopy,  without  any  sedation, 
when  he  is  in  the  throes  of  real  respiratory  embarrass- 
ment. However,  if  there  is  not  too  much  air-hunger  one 


can  afford  to  do  some  watchful  waiting  to  see  if  the 
chemotherapy  and  general  measures  will  suffice.  The 
general  measures  consist  of  placing  the  patient  in  a 
room  or  tent  with  a humidity  of  90  per  cent  and  a tem- 
perature of  from  68-75  degrees  F.  Oxygen  concentra- 
tion should  be  around  50  per  cent.  Some  hospitals  have 
rooms  which  can  meet  these  conditions,  but  the  best 
substitute  in  most  localities  will  be  one  of  the  tents 
which  are  available.  (Such  tents  are  available  through 
various  supply  houses;  one  of  the  best  is  that  put  out  by 
Walton  Laboratories  of  Irvington,  N.  ].)  These  tents 
have  a distinct  advantage  to  those  persons  in  attendance 
on  the  case.  The  patient's  fluids  are  to  be  kept  up  to  a 
full  intake,  and  in  many  instances  where  the  humidity 
and  temperature  are  not  in  good  balance,  so  that  the 
patient  sweats  profusely,  he  will  have  to  be  plied  with 
them;  almost  all  patients,  even  when  nearly  comatose, 
can  be  made  to  take  a good  volume  of  water  if  it  is  put 
into  the  mouth,  cool,  by  dropper.  These  patients  are 
often  restless  and  there  will  be  a desire  on  some  one’s 
part  to  "quiet  them”.  The  use  of  atrophine  to  dry  the 
secretions  or  opiates  to  afford  rest  all  too  often  have 
quieted  such  patients  permanently,  by  making  the  secre- 
tions too  thick  to  be  coughed  up  or  by  paralyzing  the 
cough  reflex  so  that  the  patient  "drowns  in  his  own  se- 
cretions ”,  as  Chevalier  Jackson  puts  it.  The  barbitu- 
rates, though  less  toxic,  also  to  some  extent  depress  the 
respiratory  reflex.  For  my  part  I will  put  up  with  a 
good  deal  of  restlessness  on  the  part  of  these  patients 
rather  than  use  any  sedation  on  them.  Respiration  can 
be  aided  by  the  use  of  enemata  or  a rectal  tube  to  relieve 
tympanites  if  that  is  present. 

Tracheotomy 

Many  patients  will  recover  on  such  a regime  (not  so 
many  with  epiglottitis;  these  nearly  always  demand  a 
tracheotomy  along  with  the  first  laryngoscopy).  But 
if  the  obstructive  process  continues,  not  showing  the  rea- 
sonable improvement  one  would  expect  from  these  meas- 
ures, with  retraction  of  the  suprasternal  fossa,  intercostal 
spaces,  and  epigastrium;  with  the  development  of  an  in- 
creasing duskiness  or  of  an  ash-gray  pallor;  with  an  in- 
creasing restlessness  that  prevents  normal  sleep,  not  to 
be  confused  with  a terminal  exhaustion  from  fatigue 
and  toxemia;  then  tracheotomy  is  indicated.  This  pro- 
cedure is  best  done  under  infiltration  anesthesia  over  a 
previously  inserted  bronchoscope:  the  bronchoscope  af- 
fords immediate  relief  of  the  obstruction  and  permits 
some  of  the  exudates  to  be  aspirated,  while  the  opera- 
tion is  itself  simpler  when  one  can  cut  down  in  the  mid- 
line on  such  a hard  surface  (attention,  of  course,  should 
be  given  the  various  structures,  especially  large  veins 
and  thyroid  isthmus,  met  with  between  the  skin  and 
the  ’scope);  also,  there  is  far  less  danger  of  cutting  too 
deep  and  penetrating  through  the  membranous  posterior 
wall  of  the  trachea  into  the  oesophagus  when  a broncho- 
scope is  in  place.  Moreover,  the  bronchoscope  will  have 
eliminated  the  high  intrapulmonary  pressure  which  de- 
velops quickly  after  severe  laryngeal  obstruction,  thus 
lessening  the  possibility  of  emphysema  and  mediastinal 
injury.  I will  not  here  recount  the  detailed  technique  of  a 
tracheotomy.  My  observation  is  that  a relatively  in- 
expert one  done  early  enough  is  far  better  than  a meticu- 
lously proper  one  done  too  late;  if  ever  confronted  with 
such  an  emergency,  avoid  hemorrhage  by  staying  in  the 
midline  and  attention  to  the  thyroid  isthmus;  bear  in 
mind  the  membranous  nature  of  the  posterior  party  wall 
of  the  trachea,  and  stay  at  the  level  of  the  second,  third, 
and  fourth  tracheal  rings.  After  the  airway  is  estab- 
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lished,  the  patient  may  be  so  relieved  that  he  will  fail 
into  natural  slumber  before  the  operation  is  completed. 

The  tracheotomy  is  not  the  final  solution  to  the 
trouble.  Thereafter  the  patient  must  have  in  attendance 
the  most  competent  tracheotomic  nurses  available;  it  is 
of  importance  to  instruct  the  nurses  that  the  patient  must 
be  observed  closely  since  he  cannot  cry  or  call  for  as- 
sistance. If  the  patients  are  old  enough  to  understand 
I like  to  give  them  a bell  with  which  to  ring  for  assist- 
ance, in  case  of  need.  The  tube  must  be  kept  cleaned 
and  attention  given  to  the  lower  trachea  with  gentle 
suction  through  a soft  rubber  catheter.  A few  drops  of 
saline  or  sodium  bicarbonate  solution  placed  in  the 
tracheotomy  tube  every  few  minutes  will  help  to  pre- 
vent the  formation  of  crusts;  in  this  connection  I have 
used  with  satisfaction  a solution  of  Al-caroid  which 
seems  quite  effective  in  dissolving  crusts. 

The  other  measures  as  outlined  under  supportive 
treatment  are  to  be  continued.  Blood  transfusions  may 
be  required. 

The  most  common  cause  of  death  locally  is  that  the 
patients  are  already  moribund  on  admission  to  the  hos- 
pital. Other  causes  are  too  long  delayed  operation,  or 
inadequate  operation  such  as  intubation  when  it  cannot 
serve  the  desired  purpose  or  simply  overwhelming  toxe- 
mia which  may  kill  a young  child  before  he  develops 
any  real  respiratory  embarrassment  (I  lately  had  such 
a case — he  seemed  to  be  doing  fine  on  expectant  treat- 
ment and  was  breathing  nicely,  but  died  very  suddenly.) 
The  prognosis  must  be  guarded.  It  is  of  interest  to  note 
that  pneumothorax  may  be  found  at  autopsy  in  cases 
where  no  surgery  has  been  done;  this  is  supposed  to  re- 
sult from  the  previously  mentioned  increase  in  intra- 
pulmcnary  pressure  resulting  in  rupture  of  some  of  the 
alveoli. 
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THE  DOCTORS  WORKING  DAY 

Although  our  present  government  jealously  protects 
labor’s  working  day,  and  the  forty  hour  week,  rest  pe- 
riods for  government  employees  are  products  of  the  fer- 
tile minds  of  our  benevolent  lawmakers. 

Poor  "Old  Doc”  already  works  60  hours  a week  on 
the  average;  and  along  comes  Oscar  Ewing  with  the 
statement  that  under  the  government's  plan  for  social- 
ization of  medicine,  more  demands  would  be  put  on 
the  doctor’s  time. 

Doc,  you’re  in  the  wrong  racket. 


Iil0 


Brace  & Limb  Co. 

( Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


TRASENTINE-PHENOBARBITAL 


A powerful  antispasmodic  with  selective  action 
avoiding  undesirable  side  effects 

Effective  relief  of  visceral  spasm  is  generally  obtained  .with 
Trasentine  or  Trasentine-Phenobarbital.  By  its  selective  action, 
Trasentine  avoids  the  undesirable  side  effects  of  dryness  of  the  mouth 
and  pupillary  dilatation  frequently  produced  by  belladonna  or  atropine. 
These  advantages  have  caused  physicians  to  prescribe  more  Trasentine 
and  Trasentine-Phenobarbital  than  probably  any  other  brand  of 
antispasmodic. 

• Average  adult  dose  is  one  or  two  tablets  3 or  4 times  daily  as  required. 

Trasentine-Phenobarbital— Tablets  (yellow)  contain  50  mg.  Trasentine 
hydrochloride  with  20  mg.  of  phenobarbital,  in  packages  of  40,  100  and  500. 

Trasentine — Tablets  (white)  of  75  mg.,  in  bottles  of  100  and  500;  also 
suppositories  of  100  mg.,  and  ampuls  of  50  mg. 


Ciba 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 

TRASENTINE  (brand  of  adiphenine) — Trade  Mark  Reg.  U.  S.  Pat.  Off.  2/1430M 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-66251 


Prompt  2 4 -Hour 

Martin  Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


General  LETTER  Service 


Mimeograph  and  Offset  Duplicating 
of  Diets,  Instructions,  Etc. 


203  Hills  Bldg. 


El  Paso,  Texas 


THE  PRESCRIPTION  SHOP 


A PROFESSIONAL  PHARMACY 

C.  D,  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 
Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


It’s 


Sweeney’s 


FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 


Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 


1014  NORTH  STANTON  STREET 


PHONE  2-1431 


NORTH  PHOTO  STUDIO 


X-Rays  Copied  and  Prints  Made 
Lantern  Slides  from  X-Rays 
Specimens  Photographed 
Mail  Order  Business  A Specialty 


821  E.  Yandell  Blvd.  3-7662  El  Paso,  Texas 


GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 


Free  Delivery 
Phone  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


WARNER  DRUG  CO. 


IN  FRONT  OF  THE  POST  OFFICE 


Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician’s  Phone  to 
Prescription  Department  - 3-2352 


FREE  DELIVERY 
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THE  TEOTINE  TRIANGLE  for  long  term  use 


Teotine  gives  the  combined  relief  of:  mannitol  hexanitrate , 
vasodilator,  causing  4-  to  6-hour  fall  in  blood  pressure, 
and  often  relief  from  the  pain  of  angina  pectoris; 
theobromine,  a complement  to  mannitol,  affording 
prolonged  vasodilation  and  diuretic  action,  with  freedom 
from  side  effects  and  a tendency  to  decrease  anginal  attacks; 
pbenobarbital,  to  ease  typical  tension  states  of  hypertensive 
patients,  and  enhance  effect  of  the  other  two  drugs. 

For  continuous  medication  in  chronic  angina  and  arterial 
hypertension,  clinical  experience  endorses  Teotine. 


Teotine-Dorsey 


MANUFACTURERS  OF  AL-SI-CAL  POWDER  • DORSEY 
CAL-VATINE  TABLET  • DORSEY 
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Southwestern 
Surgica!  Supply 
Company 


Your  Complete  Source  in  the 
Southwest  for  All  Ethical 
Medical  Equipment  and  Supplies 


EL  PASO  TUCSON  PHOENIX 


FOR  YOUR 
RECOMMENDATION: 

Certified 

Pasteurized 

FAT-FREE 

MILK 

Substantially  fortified  with  units  of  Vitamins 
“A”  & “D”.  Protected  27  different  ways  for 
highest  quality  and  purity. 

A Product  of 


FOR  THE 
PRE-NATAL 
PATIENT 


CALCIUM 
PHOSPHORUS 
AND 
VITAMINS 


The 
large 
calcium 
content  per- 
mits the  use 
of  1 capsule  three 
times  a day.  The 
vitamin  C content 
aids  healing  following 
delivery. 

Each  Calvmin  capsule  contains: 

Dicalcium  Phosphate  Anhyd  712.8  mg.  (11  gr.) 
Ferrous  Sulfate  Exc.  22.1  mg.  ( ,6xMDR) 

Thiamin  Hydrochloride  2.0  mg.  ( 2 x MDR) 
Riboflavin  2.0  mg.  ( MDR  ) 

Ascorbic  Acid  50.0  mg.  (12/3xMDR) 

Vitamin  D 500  USP  Units.  (l'/jxMDR) 

MISSION 
PI1ARMACAL  CO 

San  Antonio  G,  Texas 


In  ancient  days,  C^res,  goddess  of  fertility, 
could  offer  her  unhappy  sterile  worshippers 
nOtjiing  more  than  raith.  Today,  Ceres  has  a 
handmlaiden,  progesterone,  the  specific  principle 
lacking  in  many  instances  of  spontaneous  abortion. 

therapy  with 

pr^uton*  prevents  abortion 

in  8 of  every  10  women  when  due  to 
corpus  luteum  hormone  deficiency. 

Avhilalj>l$  as  Proluton  for  intramuscular  injection, 
o LUTON  /Buccal  Tablets,  (Schering’s 
veloped  intraoral  form  of  pure 
sterohe)  thejse  two  preparations  meet  the  needs 
patiepts  requiring  corpus  luteum  therapy. 

n^h|£atened  abortion  and  dysmenorrhea. 

CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


PROLUTON 
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TAYLOR-SIMPKINS,  Inc. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights,  call  5-0359,  or  Physicians’  Exchange  2-2474 


We  Carry  A Complete  Line  Of 

DIABETIC  FOODS  AND  SUPPLIES 
McKee’s  Prescription  Pharmacy 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


HARDING  AND  ORR 

Ambulance  Service 


320  Montana 


3-1646 


El  Paso,  Texas 


Make  Plans  Now 

To  Attend  the 

ANNUAL  CONFERENCE 

of  the 

Southwestern  Medical  Association 


in  Albuquerque 

NOVEMBER  9-12 


WE  RECOMMEND  FOR  INVESTMENT: 

El  Paso  Electric  Co.,  common 

Complete  Information  On  Request 

HAROLD  S.  STEWART  & CO. 

INVESTMENT  SECURITIES 

1203  Bassett  Tower  EL  PASO.  TEXAS  Dial  3-3437 


tfoot  Jieaith 

MAX  S KATZ,  Practipedist 
Feather  Weight  Arch  Supports 
Doctor's  Orthopedic  Prescriptions  Filled 
308-9  CAPLES  BLDG  3-4532  EL  PASO,  TEXAS 


Physicians  and  Hospital  Records 
Accurate  Filing  Easy  Finding 

For  Simplicity  and  Efficiency 
Use 

Acme  Visible  Records  Systems 

A Correct  Form  for  Every  Purpose 

FIELD-PARKER  COMPANY 

310  Texas  St.  El  Paso,  Texas 
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BRANCH  CRAIGE,  M.  D. 


J.  RICHARD  FUCHLOW,  M.  D„  D.  A.  B.  R. 


(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 
eoo  Montana  Street  3-6  9 31 


RADIOLOGY 


EL  PASO,  TEXAS  \ 616  MILLS  BLDG 


EL  PASO  TEXAS 


THIS  SPACE  FOR  SALE 


H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 


209  MEDICAL  ARTS  BLDG. 


EL  PASO,  TEXAS 


WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 


215  FIRST  NATIONAL  BLDG 


EL  PASO,  TEXAS 


THIS  SPACE  FOR  SALE 


L.  0.  DUTTON,  M.  D. 

ALLERGY 


J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 


616  MILLS  BLGD. 


EL  PASO,  TEXAS  ) 1225  FIRST  NATIONAL  BlDG. 


EL  PASO,  TEXAS 
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Fred  C.  Hodges,  M D J.  M Hooks,  M.  D , 

Mrvwc:  VINCENT  M.  RAVEL,  M.  D 

HODGES  AND  HOOKS  < (Certified  by  American  Board  of  Radiology) 

ORTHOPEDIC  CLINIC  ? X-RAY  AND  RADIUM 

5 0 3 BANNER  BLDG.  2-3459  EL  PASO,  TEXAS 


144  2 N.  3RD  STREET 


ABILENE,  TEXAS 


W.  A.  JONES,  M.  D. 


ROSS  W.  RISSLER,  M.  D. 


(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

INTERNAL  MEDICINE— CARDIOLOGY 


Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 
Medical  Arts  Building — Suite  300 

415  YANDELL  BOULEVARD  3-5582  EL  PASO,  TEXAS  ^ WALTER  W.  WOLLMANN,  M.  D. , F.  A.  C S. 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 


THIS  SPACE  FOR  SALE 


GENERAL  SURGERY 

WILLIAM  I.  COLDWELL,  M.  D. 


2001  GRANT  AVE 


INTERNAL  MEDICINE 

3-1601 


EL  PASO,  TEXAS 


G.  H.  JORDAN,  M.D.,  F.A.C.S.  C.  E.  WEBB,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

DIPLOMATES  AMERICAN  BOARD  OF  SURGERY 

GENERAL  AND  GYNECOLOGICAL  SURGERY 

52  5 FIRST  NATIONAL  BLDG.  2-9  412  EL  PASO,  TEXAS 


S.  PERRY  ROGERS,  M D. 

ORTHOPEDIC  SURGERY 
202  Banner  Building  3-3551  El  Paso,  Texas 


KENNETH  S.  KURITA,  M.D. 


WILLARD  W.  SCHUESSLER,  M.  D. 


DIPLOMATE  AMERICAN  BOARD  OF  PLASTIC  SURGERY 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 
1017  FIRST  NATIONAL  BLDG  2-9S12  EL  PASO,  TEXAS  ? 1415  first  national  bldg  el  paso,  Texas 


GYNECOLOGY  AND  OBSTETRICS 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 


1031  FIRST  NATIONAL  ELDG 


EL  PASO,  TEXAS 


DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 


310  BANNER  BLDG. 


3-4478  EL  PASO,  TEXAS 


S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 

F.  P SCHUSTER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 


BERNARD  L.  MELTON,  M.D.,  F.A.C.S.,  F.I.C.S. 

(CERTIFIED  BY  AMERICAN  BOARO  OF  OPHTHALMOLOGY) 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OTOLARYNGOLOGY) 

EYE,  EAR.  NOSE  AND  THROAT 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

605  PROFESSIONAL  BUILDING  3-8209  PHOENIX,  ARIZ. 
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LESLIE  M SMITH,  MD  H D GARRETT,  MD 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS  ) CAPLES  BUILDING 


A.  A.  DE  LA  TORRE,  JR„  D.D.S. 

GENERAL  DENTISTRY 


2-2512 


EL  PASO,  TEXAS 


M.  P,  SPEARMAN,  M.  D.,  F.  A.  C.  S. 


DIPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NOSE  - THROAT 


W.  E.  VANDEVERE,  M.  D.,  F.  A.  C,  S. 

OPHTHALMOLOGY  AND 


DIPLOMATE  AMER'CAN  BOARDS  OF 


OTOLARYNGOLOGY 


FIRST  NATIONAL  BLDG. 


PRACTICE  LIMITED  TO 

OPHTHALMOLOGY 

EL  PASO,  TEXAS  ( 001  FlPST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  UrologyI  ) 

UROLOGY 

816-818  MILLS  BLDG  2-4321  EL  PASO,  TEXAS 


L.  E.  Wilcox,  M D 


Russell  L Deter,  M.  D. 


Dutton’s  Laboratory 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 


Clinical  and  Pathological  Procedures: 

SEROLOGY  CHEMISTRY 

CLINICAL  MICROSCOPY 

BACTERIOLOGY  HEMATOLOGY 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 


DRS  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 

LOO  FIRST  NATIONAL  3LDG.  2-6529  EL  PASO,  TEXAS 


TURNER’S 
CLINICAL  & X-RAY 
LABORATORIES 
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A NECESSARY  RESEARCH  PROBLEM 


The  controversy  existing  as  to  the  proper  therapy 
for  treatment  of  venous  thrombosis  still  goes  on.  Very 
recently  Dr.  Alton  Ochsner  made  the  statement,  in  dis- 
cussing  this  problem,  that  in  New  Orleans  they  were 
attempting  to  approach  this  problem  on  a middle  ground, 
using  both  anti-coagulant  therapy  and  surgical  ligation. 
This,  of  course,  is  as  it  should  be.  There  can  be  no 
doubt  that  there  has  existed  a great  deal  of  dogmatism 
as  regards  this  subject;  and  perhaps  the  treatment  of 
venous  thrombosis  has  been  overemphasized. 

The  real  treatment  of  venous  thrombosis  is  its  pre- 
vention. While  it  is  fully  understood  that  progress  has 
been  made  as  regards  prophylaxis,  such  as  various  types 
of  exercise,  early  ambulation,  etc.,  we  are  still  at  a loss 
to  decide  which  patient  will  develop  venous  thrombosis, 
and  which  patient  will  not.  Various  research  projects 
have  been  instituted  to  study  the  prophylaxis,  but  our 
progress  to  date  has  not  been  exceptional. 

Attempts  have  been  made  to  study  the  degree  that 


the  platelets  develop  adhesive  power.  This  co-efficient 
can  not  be  accurately  determined.  The  patient’s  toler- 
ance to  heparin  has  been  studied,  and  the  heparin  toler- 
ance test  is  used  in  some  of  the  clinics.  However,  there 
is  still  some  question  as  to  its  accuracy.  We  must,  and 
shall,  continue  our  research  in  this  direction. 

There  are  available  for  clinical  use  two  anti-coagu- 
lants, heparin  and  dicumarol.  Neither  of  these  are  per- 
fect; and,  while  their  use  is  more  or  less  universal,  tii'ey 
are  not  what  one  might  call  popular  therapeutic  agents. 
What  we  must  have  is  a safer  anticoagulant.  By  the 
term,  safer,  one  predicates  an  anti-coagulant  that  the 
patient  may  take  similarly,  let  us  say,  as  he  takes  insulin. 

Some  test  must  be  devised  that  the  patient  can  do 
each  morning  in  his  home,  the  same  as  a diabetic  tests 
his  own  urine.  This  test  must  accurately  and  easily  de- 
termine the  coagulating  power  of  the  blood.  It  must 
have  a universal  technique,  and  a universal  interpreta- 
tion. The  safe  anti-coagulant  must  have  a non-toxic  an- 
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tidote  which  the  patient  may  take  himself,  and  not  re- 
quire extensive  laboratory  procedure  before  and  after 
its  use. 

Our  present  anti-coagulants  have  a very  definite 
place  in  the  practice  of  medicine  today.  They  are  a 
distinct  advance.  They  are,  and  should  be  used;  but 
the  difficulty  in  administration  of  heparin  and  the  lab- 
oratory control  required  in  dicumaro!  therapy  mitigates 
the  universal  use  which  they  should  have,  at  least  as  a 
prophylactic  measure. 

In  large  institutions  where  this  type  of  therapy  is  be- 
ing employed  daily,  it  is  entirely  feasible  to  have  what 
might  be  called  an  anti-coagulant  team  that  supervises 
this  therapy  throughout  the  whole  institution. 

This  is  fine,  but  how  about  the  practitioner  in  our 
section  of  the  country,  whose  patients  are  often  great 
distances  apart?  His  difficulty  in  handling  this  type  of 
therapy  is  readily  appreciated  by  all  of  us.  Research 
must  provide  us  with  a more  adequate  anti-coagulant 
substance. 

Research  on  this  controversial  subject  must  be  ac- 
celerated. It  is  granted  that  in  the  past  15  years  a great 
deal  of  progress  has  been  made,  but  the  progress,  while 
great,  is  not  wholly  adequate.  We  must  determine  which 
patients  have  a predilection  for  venous  thrombosis,  and 
we  must  devise  a more  adequate  drug  for  use  in  anti- 
coagulant therapy.  Until  we  do  this,  we  will  not  have 
solved  this  problem,  because  the  problem  can  only  be 
solved  by  prophylaxis. 


Thrombosis  And  Embolism 

Although  a great  deal  has  been  written  on  the  sub- 
ject of  thrombophlebitis,  bland  thrombosis  or  phlebo- 
thrombosis,  and  pulmonary  embolism  in  the  past  few 
years,  there  is  still  need  for  organizing  the  facts  availa- 
ble and  for  constant  vigilance  in  watching  for  the  physi- 
cal signs  that  usually  appear  when  thrombosis  or  pul- 
monary embolism  occur.  Trauma,  either  surgical  or 
from  external  injury,  cardiac  impairment,  cancer,  inade- 
quate correction  of  blood  or  nutritional  disorders  as 
preparation  for  surgery,  and  advancing  years,  are  all 
predisposing  factors  to  be  borne  in  mind.  Prophylactic 
measures,  such  as  bed  exercises,  early  ambulation,  prop- 
er preparation  for  surgery,  and  avoidance  of  trauma  to 
tissues  and  vessels  during  surgery  are  all  important. 
Anticoagulant  therapy  preoperatively  is  advocated  by 
some  for  the  type  of  patient  who  seems  especially  liable 
to  incur  a thrombus,  but  as  yet  there  is  no  general  ac- 
ceptance of  such  a procedure. 

Zimmerman  <*>  and  his  associates  at  Michael  Reese 
Hospital  in  Chicago,  surveyed  the  clinical  and  pathologi- 
cal records  of  9,980  patients  who  died  over  a period  of 
16  years,  with  reference  to  pulmonary  embolism  and 
antecedent  vein  disease.  Autopsy  records  were  availa- 
ble for  5,588,  or  56  per  cent  of  these.  Pulmonary  em- 
boli were  divided  into  three  classes: 

( 1 ) The  largest  group,  small  emboli  which  were 
entirely  incidental  and  obviously  played  no  part  in 
causing  death.  These  usually  occurred  in  patients  with 
heart  disease,  pneumonia,  cancer  or  other  diseases. 

(2)  Larger  emboli,  with  infarctions,  where  it  was 


felt  that  the  emboli  might  have  contributed  to  the  pa- 
tient’s death; 

(3)  Fatal  emboli,  where  death  was  due  directly 
to  the  embolus. 

Three  hundred  and  forty-five  cases  of  pulmonary  em- 
bolism were  found,  166  of  which  were  listed  as  purely 
incidental,  123  as  contributory,  and  56  as  large,  fatal 
emboli,  an  incidence  of  1.0  per  cent  of  all  the  autop- 
sies. Fifty-three  of  the  56  fatal  emboli  came  from  bland 
thrombi  and  three  from  areas  of  thrombophlebitis.  This 
bears  out  the  accepted  fact  that  the  bland  thrombus  or 
phlebothrombosis,  is  the  unattached,  dangerous  throm- 
bus, while  in  thrombophlebitis  the  thrombus  is  firmly  at- 
tached to  the  vein  wall  and  has  little  tendency  to  loosen. 
However,  a soft,  red  thrombus  may  develop  in  an  in- 
flamed vein  and  occasionally  break  off. 

This  is  what  occurred  in  the  three  cases  of  thrombo- 
phlebitis. The  incidental  emboli  usually  came  from  the 
heart  and  occurred  most  frequently  in  medical  cases, 
whereas  the  fatal  ones  almost  always  had  their  source 
in  the  large  veins  of  the  lower  extremities  and  were 
found  chiefly  in  surgical  cases.  Forty-three  fatal  em- 
boli were  found  in  patients  who  had  undergone  major 
surgery,  in  a total  number  of  152,371  major  operations. 
Based  on  the  autopsy  per  centage  of  56,  it  could  thus 
be  estimated  that  embolism  was  the  primary  cause  of 
death  in  0.05  per  cent  of  patients  undergoing  major 
surgery,  or  an  incidence  of  one  in  2,000.  From  this  es- 
timate it  would  appear  that  fatal  pulmonary  emboli  are 
much  less  common  than  recent  statistics  would  have  us 
believe. 

Nevertheless,  there  should  be  no  slackening  of  vigil- 
ance in  looking  for  signs  of  vein  diseases,  or  in  prophy- 
lactic efforts,  or  in  treatment  once  the  presence  of  throm- 
bosis or  thrombophlebitis  is  established.  These  symp- 
toms and  signs  are  well  known,  but  to  arrange  them  in 
their  order  of  frequency  is  instructive.  Felder  (2)  studied 
92  cases  representing  venous  disease  in  105  extremities 
and  found  them  to  occur  as  follows: 

( 1 ) Swelling  of  the  extremity  occurred  in  88.5  per 
cent,  but  was  sometimes  only  discernible  by  measure- 
ment of  the  calf. 

(2)  Tenderness  in  the  calf  muscles,  especially  to 
deep  pressure,  was  next  most  frequent,  appearing  in  75 
per  cent. 

(3)  Heat — 53  per  cent. 

(4)  Pain  or  tightness  of  the  calf  or  thigh  muscles 
when  at  rest,  53  per  cent. 

(5)  Homans'  sign  (pain  in  the  calf  on  passive  dorsi- 
flexion  of  the  foot)  49.5  per  cent.  Color  changes  or  di- 
lated superficial  veins  were  found  infrequently. 

Treatment  of  the  patient  with  a thrombosed  extrem- 
ity has  been  a highly  controversial  subject,  but  with  the 
better  knowledge  of  pathologic  processes,  the  advent  of 
the  anticoagulant  agents  dicumarol  and  heparin,  and 
the  prompt  ligation  of  the  common  femoral  vein  when 
this  is  necessary,  morbidity  and  mortality  from  this  dis- 
ease should  become  steadily  less.  At  present  the  judi- 
cious use  of  chemotherapy,  antibiotics  and  the  anticoagu- 
lants) where  adequate  laboratory  control  is  available) 
are  indicated  for  acute  thrombophlebitis,  while  in  phlebo- 
thrombosis, often  asymptomatic,  ligation  of  the  common 
femoral  vein  at  the  level  of  the  superfician  femoral,  is 
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required.  Some  recommend  bilateral  liqation,  but  this 
too  is  still  a matter  of  controversy. — By  E.  A.  RYGH, 
M.D.,  Santa  Rita,  N.  M.,  Hospital. 

REFERENCES 

1 —  Zimmerman,  Leo  M.,  M.D.,  Miller,  Daniel,  M.D.,  and 
Marshall,  Alfred  N„  M.D.— Surgery,  Gynecology  and  Ob- 
stetrics— 1949,  S8 :373-388. 

2 —  Felder,  Davitt,  A.,  M.D.,  Surgery,  Gynecology  and 
Obstetrics — 1949,  88:337-350. 

Southwestern  Medical  Conference 
Nov.  9-12  In  Albuquerque,  N.  M. 

Plans  are  developing  nicely  for  the  annual  confer- 
ence of  the  Southwestern  Medical  Association,  which 
will  be  combined  this  year  with  the  meeting  of  the  New 
Mexico  Division  of  the  American  Cancer  Society  in 
the  Hilton  Hotel  in  Albuquerque,  Nov.  9,  10,  11  and  12. 

Members  and  other  physicians  who  expect  to  attend 
are  urged  to  make  reservations  well  in  advance  by 
writing  to: 

Dr.  A.  H.  Follingstead, 

c/o  Albuquerque  Chamber  of  Commerce, 

Albuquerque,  New  Mexico. 

Among  the  impressive  list  of  speakers  on  a wide  va- 
riety of  timely  scientific  subjects  will  be: 

(1)  E.  W.  Pernolds,  M.D.,  Associate  Professor  of 
Medicine,  University  of  Illinois — Anemias  and  Leu- 
kemia. 

(2)  Elmer  Belt,  M.D.,  Director  of  Belt  Urologic  Group. 
Los  Angeles,  California — Ureteral  Intestinal  Anas- 
tomosis; LIrology  for  the  General  Practitioner. 

(3)  Herbert  Willy  Meyer,  M B , Professor  of  Clinical 
Surgery,  Post-Graduate  Medical  School,  New  York 
LIniversity — Cancer  of  the  Breast;  Diaphragmatic 
Hernia:  Perforation  of  the  G-I  Tract. 

(4)  Donald  M.  Pillsbury,  M.D.,  Professor  of  Dermatol- 
ogy and  Syphi'ology,  LIniversity  of  Pennsylvania 
— Malignant  Skin  Lesions;  Dermatology  As  Ap- 
plied to  the  General  Practitioner. 

(5)  Allan  Butler,  M D.,  Associate  Professor  of  Pedia- 
trics, Harvard  University — Malignancies  in  Child- 
hood; Fever  of  LIndetermined  Origin. 

(6)  Herbert  F.  Traut,  M.D.,  Professor  of  Obstetrics 
and  Gynecology,  University  of  California  Medical 
School — Use  of  Vaginal  Smear  in  General  Gyneco- 
logic Diagnosis;  Bleeding  in  the  Third  Stage  of 
Labor. 

(7)  Otto  C.  Brantigan,  M.D.,  Professor  of  Clinical 
Surgery  and  Surgical  Anatomy,  University  of 
Maryland,  Chief  of  Thoracentesis  Surgery,  Uni- 
versity of  Baltimore;  Chief  Surgeon,  Baltimore 
City  Hospital — Carcinoma  of  Lung;  Surgical  Treat- 
ment of  Peptic  Ulcers. 

(8)  E.  T.  Bell,  M.D.,  Professor  of  Pathology,  LIniver- 
sity of  Minnesota — Experimental  Production  of 
Carcinoma. 

(9)  Wiiliam  Rettberg,  Associate  Professor  of  Medicine, 
University  of  Colorado  School  of  Medicine — Pres- 
ent Status  of  Antibiotics. 

(10)  William  Boyd,  Professor  of  Pathology,  Univer- 
sity of  Toronto,  Canada — Subject  to  be  announced. 

Upon  completion  of  plans,  further  announcements 
will  be  given. 

— By  H.  J.  BECK,  M.D.,  Albuquerque,  Secretary  South- 
western Medical  Association  Conference. 


Dr.  J.  Richard  FuchSow 


Dr.  J.  Richard  Fuchlow,  45,  El  Paso  radiologist  who 
died  suddenly  in  his  home  on  the  night  of  July  21,  will 
be  greatly  missed  by  his  fellow  physicians  of  the  South- 

•;  ;;  f ■ ' . west. 


Dr.  Fuchlow  won  the 
affection  of  both  patients 
and  members  of  the  pro- 
fession for  the  intense  and 
sympathetic  interest  he 
took  in  each  case  with 
which  he  was  associated. 
He  was  particularly  active 
in  work  of  the  El  Paso 
County  Medical  Society's 
Tumor  Clinic,  the  El  Paso 
Tuberculosis  Association 
and  W i 1 1 i a m Beaumont 
General  Hospital. 

As  head  of  the  Socie- 
ty’s committee  in  charge 
the  Tumor  Clinic,  he 
was  in  regular  attendance  at  the  Clinic’s  weekly  meet- 
ings, where  any  doctor  can  bring  a case  for  discus- 
sion of  diagnosis  and  proper  treatment.  He  worked  dili- 
gently to  make  the  Clinic's  X-Ray  filing  system  as  com- 
plete as  possible.  Frequently  he  presented  to  the  Clinic 
unusual  cases  from  William  Beaumont  General  Hos- 
pital, where  he  was  a consultant.  He  was  always  in- 
terested in  bringing  physicians  of  national  importance 
to  speak  before  the  Clinic  and  County  Medical  Society 
meetings.  On  many  occasions  he  spoke  over  the  ra- 
dio in  the  drive  for  funds  to  fight  cancer. 


DR  .FUCHLOW 


Glenn  E.  Camp,  president  of  the  El  Paso  Tuberculo- 
sis Association,  of  which  Dr.  Fuchlow  was  third  vice- 
president,  wrote,  “The  Association  suffered  an  irre- 
placeable loss  with  the  sudden  death  of  Dr.  Fuchlow. 
He  worked  tirelessly  and  without  thought  of  compensa- 
tion in  helping  us  carry  on  our  extensive  X-Ray  pro- 
gram, but  more  valuable  still  were  his  friendship  and 
optimism  and  his  wise  counsel  on  the  many  problems 
that  faced  us.’’ 


A native  of  Pennsylvania,  Dr.  Fuchlow  received  his 
Bachelor  of  Medicine  and  Bachelor  of  Science  degrees 
at  St.  Thomas  College  in  St.  Paul,  Minn.,  and  his  Doc- 
torate in  Medicine  at  the  University  of  Minnesota.  He 
served  for  three  years  in  the  Army  Medical  Corps  at 
Fort  Riley,  Kan.,  and  then  did  graduate  work  at  Ven- 
tura, Calif.,  and  Memphis,  Tenn.  For  five  years  he 
practiced  medicine  in  Rapid  City,  S.  D.,  where  he  was 
in  charge  of  radiology  at  the  Sisters  of  St.  John's  Hos- 
pital and  the  General  Hospital.  He  was  also  in  charge 
of  radiology  in  the  Sisters’  Hospital  in  Deadwood,  S.  D., 
during  this  period. 

Dr.  Fuchlow  came  to  El  Paso  in  1944.  He  was  a 
member  of  the  Radiological  Society  of  North  America, 
the  American  College  of  Radiology,  the  Rocky  Moun- 
tain Radiological  Society,  the  State  Medical  Association 
of  Texas,  and  a member  of  the  consulting  staff  at  Hotel 
Dieu  in  El  Paso. 


He  is  survived  by  his  widow;  a daughter,  Anne,  and 
two  sons,  Richard  and  William,  all  of  El  Paso. 
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VENOUS  THROMBOSIS  AND  PULMONARY  EMBOLISM, 
THE  CAUSES,  PREVENTION  AND  TREATMENT 

Robert  R.  Linton.  M.D. 

Boston.  Massachusetts 

(From  the  Depts.  of  Surgery  of  the  Massachusetts  General  Hospital  and  the  Harvard  Medical  School) 


The  subject  of  thromboembolism  is  of  interest  to  all 
practicing  physicians  and  surgeons,  but  one  which  creates 
today  more  controversy  than  almost  any  other  in  the 
field  of  medicine  and  surgery.  There  are  two  schools 
of  thought  in  regard  to  the  treatment  of  this  disease,  but 
it  is  not  my  intention  to  convince  you  of  either  one  or 
the  other.  I merely  wish  to  present  the  facts  as  we 
have  gathered  them  at  the  Massachusetts  General  Hos- 
pital over  the  past  ten  or  more  years. 

Irrespective  of  what  branch  of  medicine  or  surgery 
one  is  in,  we  have  all  witnessed  the  sudden  demise  of  a 
patient  from  a massive  pulmonary  embolus, 
who  was  making  apparently  a very  satisfac- 
tory convalescence  either  from  a surgical  op- 
eration, a normal  pregnancy,  a fracture  of 
the  leg,  or  trauma  to  an  extremity.  It  is  this 
condition  which  we  are  primarily  interested 
in  preventing,  since  so  many  times  the  pa- 
tients would  have  been  perfectly  well  if  they 
had  survived. 

TERMINOLOGY 

There  is  a great  deal  in  the  medical  litera- 
ture about  the  terminology  in  regard  to  this 
disease.  Ochsner  (11>  has  popularized  the 
term  "phlebothrombosis"  to  designate  the 
type  of  venous  thrombosis  which  is  more  apt 
to  result  in  pulmonary  embolism,  because  the 
clot  for  the  most  part  is  unattached  to  the 
vein  wall.  (Fig.  1)  Homans  (9>  has  called 
this  type  “bland"  venous  thrombosis,  where- 
as I prefer  to  call  it  “silent”  venous  thrombo- 
sis, because  there  is  so  little  objective  or  sub- 
jective evidence  that  it  exists  until  pulmonary 
embolism,  either  minor  or  fatal,  occurs.  The 
other  type  is  called  thrombophlebitis,  because 
of  the  associated  pain  and  tenderness  over 
the  course  of  the  involved  vein,  the  result  of 
a sterile  inflammatory  process  secondary  to  the  thrombo- 
sis. The  clinical  picture  is  that  of  a large  swollen  ex- 
tremity, the  typical  so-called  phlegmasia  alba  dolens. 
The  thrombus  for  the  most  part  is  adherent  to  the  vein 
wall.  (Fig.  1)  It  is  my  opinion  that  these  two  types 
of  venous  thrombosis  are  the  same  disease  but  represent 
different  stages  of  it.  It  is  true  that  the  silent  type  is 
more  apt  to  result  in  fatal  pulmonary  embolism,  because 
the  thrombus  for  the  most  part  is  unattached  to  the  vein 
wall.  Fortunately  for  many  patients,  however,  this 
type  of  thrombosis  may  result  in  a typical  phlegmasia 
alba  dolens  or  thrombophlebitis  without  producing  mass- 
ive pulmonary  embolism,  resulting  in  the  typically  swol- 
len leg  of  thrombophlebitis.  (Fig.  1)  That  this  may 
occur  is  borne  out  by  the  fact  that  not  infrequently  the 
patient,  who  has  had  no  symptoms  in  the  lower  extrem- 

This  paper  was  presented  before  the  International  Post- 
Graduate  Medical  Assembly,  San  Antonio,  Texas,  January, 
1049. 


ity  until  he  gets  out  of  bed,  suddenly  while  walking 
experiences  severe  pain  in  one  of  his  thighs  and  within 
a few  hours  the  entire  leg  becomes  discolored  and  swol- 
len to  the  groin.  Immediate  femoral  vein  exploration 
with  thrombectomy  in  such  a case  adds  credence  to  this 
theory,  since  if  the  operation  is  performed  within  twenty- 
four  or  forty-eight  hours  after  the  leg  becomes  swollen 
and  tender  it  will  be  found  that  the  thrombus  will  be 
unattached  and  can  readily  be  removed,  whereas  if  the 
operation  is  postponed  four  to  five  days  thrombectomy 
will  be  almost  impossible  because  of  the  adherence  -of 
the  clot.  Although  pulmonary  embolism  is 
less  common  in  this  stage  of  thrombophlebitis, 
it  should  not  be  forgotten  that  even  fatal  em- 
bolism may  occur  because  of  dislodgement 
of  a propagated  unattached  thrombus  in  the 
iliac  veins.  For  this  reason,  if  for  no  other, 
femoral  vein  interruption  with  thrombectomy 
is  the  method  of  choice  if  the  case  is  seen 
within  forty-eight  hours  of  the  time  the  leg 
becomes  swollen. 

INCIDENCE 

Thrombophlebitis,  phlebothrombosis  or 
venous  thrombosis,  whichever  term  is  pre- 
ferred, is  usually  considered  to  be  a disease 
which  affects  primarily  the  surgical  patient. 
This  may  be  because  surgeons  have  written 
so  much  about  it  in  recent  years,  but  this  is 
not  true  apparently,  since  in  our  hospital  a 
ten-year  analysis  of  45,000  patients  admitted 
to  the  medical  service  revealed  an  incidence 
of  thromboembolic  disease  of  0.6%,  whereas 
in  98,000  admitted  to  the  surgical  service,  the 
incidence  was  0.24%,  according  to  Carlotti 
et  al  These  figures  demonstrate  that 

medical  patients  are  more  prone  to  develop 
the  disease  than  the  surgical  patients. 

We  have  been  criticised  in  our  hospital  because  we 
have  reported  so  many  cases  of  thromboembolic  disease. 
There  are  a number  of  reasons  I believe  for  this,  and 
one  is  the  increasing  age  of  the  patients  admitted  to  the 
surgical  service.  Their  mean  age  has  been  found  to 
have  increased  from  36  to  40  years  from  1930  to  1945, 
and  furthermore  more  patients  are  seen  now  in  the  fifth, 
sixth  and  seventh  decades  of  life,  the  ages  when  throm- 
bosis and  embolism  are  most  common.  Another  reason 
for  this  high  incidence  in  our  hospital  is  that  it  is  pri- 
marily a consulting  hospital.  We  serve  the  local  com- 
munity to  a certain  extent,  but  most  of  the  patients  come 
from  a considerable  distance,  referred  because  they  need 
major  surgical  procedures  which  cannot  be  performed 
in  the  smaller  community  hospitals.  Many  of  them  are 
for  extensive  malignant  disease  and  require  operative 
procedures  which  were  almost  unheard  of  fifteen  years 
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ago.  Both  of  these  factors,  It  is  believed,  predispose  to 
thromboembolism. 

PROPHYLAXIS 

Any  discussion  of  thromboembolic  disease  is  not 
complete  without  speaking  of  the  prophylaxis.  In  order 
to  understand  this  phase  of  the  subject,  one  should  fully 
realize  which  patients  are  most  apt  to  develop  it.  An 
analysis  of  367  patients  with  thromboembolic  disease  on 
the  surgical  services  at  the  Massachusetts  General  Hos- 
pital revealed  that  82  per  cent  were  forty  years  of  age 
or  older.  The  same  was  found  true  on  the  medical  ser- 
: vice,  as  in  a series  of  273  medical  patients  with  throm- 
boembolic disease  87  per  cent  of  them  also  were  forty 
years  of  age  or  older. 

( 1 ) Anticoagulants 

The  use  of  the  anticoagulant,  dicumarol,  deserves 
consideration  in  the  prophylaxis  of  thromboembolism  in 
■ surgical  patients.  It  was  used  in  223  patients  be- 
tween forty  and  sixty  years  of  age  undergoing 
major  surgical  procedures  at  the  Massachusetts  Gen- 
eral Hospital  and  omitted  in  a comparable  control  series. 
In  this  group  nine  pat  ents  developed  evidence  of  deep 
. venous  thrombosis  or  pulmonary  embolism,  an  incidence 
of  four  per  cent.  The  control  series  of  patients  in  the 
same  age  group  undergoing  similar  operative  proce- 
dures were  not  treated  with  it.  In  this  group  45  instances 
of  thromboembolism  occurred,  an  incidence  of  approxi- 
ij  mately  20  per  cent.  These  statistics  indicate  the  value 
of  the  drug  in  reducing  postoperative  thromboembolic 
disease.  The  dosage  of  dicumarol  used  in  these  patients 
was  relatively  small,  since  the  initial  dose  was  200  mg. 
i given  on  the  first  postoperative  day  and  if  no  elevation 
in  the  prothrombin  time  occurred  in  48  hours,  another 
• 100  mg.  was  administered.  Despite  this  small  amount 
of  the  drug  given  prophylactically  to  799  surgical  pa- 
tients, postoperative  bleeding  occurred  in  22,  or  2.7  per 
cent  of  the  cases.  (Table  I).  In  17  the  bleeding  was 
minor  and  in  three  it  was  major  in  amount,  necessitating 
blood  transfusions  to  control  it,  and  in  two  it  contributed 
to  the  patients'  deaths.  These  statistics  indicate  that 
| the  drug  is  not  without  its  dangers  and  furthermore  it 
should  not  be  administered  unless  there  are  adequate 
laboratory  facilities  for  accurate  prothrombin  time  de- 
terminations. Thromboembolism  developed  in  30  pa- 
; tients,  or  4 per  cent  of  this  series  of  799  treated  with 
dicumarol,  16  had  venous  thrombosis  and  14  nonfatal 
pulmonary  embolisms.  Bilateral  femoral  vein  interrup- 
tions were  performed  in  these  30  cases.  It  is  of  extreme 
significance  that  no  deaths  from  massive  embolism  oc- 
curred in  the  entire  group  utilizing  the  combined  pro- 
phylactic measures  of  dicumarol  and  femoral  vein  in- 
terruption in  those  cases  that  developed  signs  of  venous 
thrombosis  or  minor  pulmonary  embolism. 

(2)  Prophylactic  Superficial  Femoral 
Vein  Interruptions 

Another  method  of  prophylaxis  that  has  been  used 
in  our  hospital  has  been  bilateral  superficial  femoral 
vein  interruption  before  signs  of  thromboembolic  disease 
have  developed.  The  procedure  was  performed  imme- 
diately before  or  after  the  major  operation  and  in  some 
cases  at  the  same  time.  The  majority  of  these  patients 
were  65  years  of  age  or  over  and  in  whom  it  was  con- 
sidered dicumarol  was  contraindicated.  The  procedure 


FIGURE  1.  An  artist’s  drawing  of  the  deep  veins 
of  the  lower  extremities  demonstrating  phlebothrombosis 
and  femoro-iliac  thrombophlebitis.  In  the  left  leg  is 
shown  a long  nonadherent  thrombus  in  the  femoral  vein 
which  has  propagated  from  an  area  of  thrombophlebitis 
in  the  veins  of  the  calf...  This  is  the  so-called  “silent 
venous  thrombosis,  with  few  signs.  The  clot  of  this 
type  may  break  off  to  produce  fatal  pulmonary  embol- 
ism or  as  is  shown  in  (he  right  leg,  the  detached  portion 
of  the  thrombus  may  lodge  in  the  common  femoral  vein, 
occluding  the  collateral  venous  channels  in  this  region 
to  produce  the  classical  picture  of  thrombophlebitis  or 
phlegmasia  alba  dolens...  Thrombectomy  and  common 
femoral  vein  interruption  may  be  readily  accomplished 
if  carried  out  within  48  hours  of  the  occurrence  of  this 
occluding  thrombus. 

(Courtesy  Mason,  Robert  L.,  and  Zintel,  H.  A. : Preopera- 
tive and  Postoperative  Treatment.  By  permission  of  W.  B. 
Saunders  Company,  publishers,  Philadelphia.) 

was  performed  in  871  patients.  Venous  thrombosis  de- 
veloped in  45,  or  4 per  cent  of  them.  There  were  four 
deaths  from  massive  pulmonary  embolism,  an  incidence 
of  approximately  0.5  per  cent.  In  a comparable  series 
of  871  patients  who  did  not  receive  any  specific  prophy- 
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lactic  treatment,  102,  or  12  per  cent,  developed  venous 
thrombosis  and  37,  or  4 per  cent,  succumbed  to  massive 
embolism.  It  is  obvious  that  the  protection  from  this 
procedure  is  not  one  hundred  per  cent,  nevertheless, 
these  statistics  indicate  the  value  of  prophylactic  bilat- 
eral superficial  femoral  vein  interruption  in  this  older 
age  group  in  whom  postoperative  thromboembolism  is 
so  frequently  encountered.  Because  it  did  not  prevent 
embolism  in  all  the  cases,  however,  it  is  planned  to  ex- 
tend the  use  of  dicumarol  as  a prophylactic  measure  in 
the  older  group  of  patients.  Sufficient  time  to  obtain  a 
large  series  of  patients  so  treated  will  be  necessary  to 
determine  whether  or  not  the  hemorrhagic  complications 
of  the  drug  in  this  age  group  will  outweigh  its  advan- 
tages. The  fatalities  from  embolism  following  prophy- 
lactic femoral  vein  interruption  have  occurred  for  the 
most  part  in  patients  who  have  been  bed  ridden  for 
long  periods  of  time  after  the  procedure  was  performed. 
For  this  reason  if  long  continued  bed  rest  becomes  nec- 


FIGURE  II.  Interruption  of  the  superficial  femoral 
vein.  An  artist’s  drawing  to  show  the  exposure  of  the 
right  superficial  femoral  vein,  using  a vertical  incision, 
the  upper  end  commencing  at  the  groin  crease.  The  di- 
latation of  the  vein  localizes  the  junction  of  the  super- 
ficial and  deep  femoral  veins.  The  femoral  artery  is 
retracted  lateralward.  The  incision  in  the  vein  is  indi- 
cated, and  should  always  be  transverse.  The  inset  shows 
the  divided  superficial  femoral  vein  with  both  ends 
doubly  ligated.  The  ligatures  on  the  proximal  end 
should  be  placed  as  close  to  the  deep  femoral  vein  as 
possible,  so  that  a blind  segment  of  vein  is  not  formed 
in  which  a secondary  thrombus  may  develop  and  from 
which  a palmonary  embolus  might  occur. 

(Courtesy  Mason,  Robert  L.,  and  Zintel,  H.  A. : Preopera- 
tive and  Postoperative  Treatment.  By  permission  of  W.  B. 
Saunders  Company,  publishers,  Philadelphia.) 


essary  because  of  unforeseen  complications,  it  is  advisa- 
ble to  administer  dicumarol  for  its  additional  protection. 
If  a patient  can  be  made  ambulatory  within  a short  time 
after  interrupting  the  femoral  veins,  this  precaution  is 
probably  unnecessary. 

(3)  Early  Ambulation 

Early  ambulation  is  one  of  the  most  important  pro- 
phylactic measures,  especially  for  patients  who  can  get 
out  of  bed  within  24  to  48  hours  after  an  operation.  If 
this  method  is  used  it  is  essential  that  when  the  patient 
is  up  he  must  be  walking  and  not  sitting  in  a chair,  be- 
cause the  latter  tends  to  favor  venous  thrombosis.  Fail- 
ure to  follow  this  rule  may,  in  part  at  least,  explain  the 
increased  incidence  of  thromboembolic  disease  reported 
by  Blodgett  et  al  (4>  in  patients  in  whom  early  ambula- 
tion was  practiced.  My  own  rule  is  that  early  ambula- 
tion means  that  the  patient  either  lies  down  or  walks 
for  the  first  five  or  six  postoperative  days.  An  addi- 
tional advantage  of  this  routine  is  that  muscles  do  not 
weaken  from  disuse  so  that  patients  may  be  discharged 
earlier  from  the  hospital.  It  should  be  pointed  out,  how- 
ever, that  this  method  will  not  prevent  venous  thrombo- 
sis in  all  cases,  so  that  frequent  examinations  of  the 
lower  extremities  should  not  be  neglected. 

THERAPEUSIS 
( 1 ) Anticoagulants 

Heparin  was  the  first  effective  anticoagulant  recom- 
mended for  the  treatment  of  thromboembolic  disease 
either  before  or  after  pulmonary  embolism  had  occurred. 
Its  chief  disadvantages  are  the  difficulty  of  administra- 
tion and  the  expense  of  the  drug.  The  chief  advantages 
are  that  a prolongation  in  the  coagulation  of  the  blood 
can  be  obtained  almost  immediately  after  administration 
and  likewise  the  effect  of  it,  if  it  must  be  discontinued, 
disappears  in  a few  hours.  If  a more  rapid  neutraliza- 
tion is  demanded,  protamine  may  be  given,  since  this 
almost  immediately  counteracts  the  drug.  If  heparin  is 
administered,  the  blood  coagulation  time,  utilizing  the 
multiple  tube  method,  should  be  determined  and  the 
clotting  time  maintained  somewhere  between  20  and  30 
minutes.  The  drug  is  not  without  its  dangers  in  the  surgi- 
cal patient  following  operation  even  when  the  blood  co- 
agulation time  is  kept  within  this  time.  I have  had  one 
death  from  postoperative  hemorrhage  following  a lum- 
bar sympathectomy.  Dicumarol  is  the  anticoagulant 
which  is  in  vogue  at  the  present  time.  The  chief  ad- 
vantages of  it  are  the  ease  of  administration,  unless  the 
patient  cannot  be  fed  by  mouth,  and  its  cheapness.  The 
disadvantages  are  the  delay  in  action,  as  it  requires  48 
hours  as  a rule  to  take  effect;  second,  the  difficulty  of 
counteracting  it  in  case  of  overdosage,  and  third,  the 
difficulty  in  the  smaller  hospitals  especially  of  maintain- 
ing satisfactory  laboratory  facilities  to  determine  accu- 
rately the  prothrombin  time. 

Numerous  statistics  have  been  published  indicating 
the  value  of  these  drugs  in  many  cases.  From  each  clinic 
(Table  II),  however,  a varying  number  of  fatal  pul- 
monary emboli  are  reported  so  that  this  method  in  itself 
does  not  afford  protection  in  all  cases.  The  failure  of 
heparin  to  protect  all  patients  with  recognizable  deep 
venous  thrombos:s  from  fatal  pulmonary  embolism  was 
demonstrated  to  me  in  1940  by  the  following  case:  A 
man,  aged  41  years,  developed  typical  postoperative 
femoro-iliac  venous  thrombosis  following  a spinal  fu- 
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sion.  Adequate  anticoagulant  therapy  was  administered 
by  a continuous  intravenous  drip  of  heparin  solution 
for  a period  of  15  days.  Massive  pulmonary  embolism 
with  sudden  death  occurred  on  the  16th  day,  just  24 
hours  after  the  drug  had  been  discontinued.  Postmortem 
examination  in  this  patient  revealed  that  the  fatal  em- 
bolism was  a portion  of  the  thrombus  from  the  iliac  vein 
on  the  same  side  that  the  thrombophlebitis  was  recog- 
nized. One  might  be  criticized  for  discontinuing  the 
anticoagulant  beiore  this  patient  was  ambulatory  and 
that  the  fatal  embolus  was  a c.ot  which  had  formed  fol- 
.owing  the  cessation  of  heparin  administration.  The 
postmortem  examination  revealed,  however,  that  the  fa- 
tal embolus  was  an  old  and  partially  organized  thrombus 
which  antedated  the  discontinuance  of  the  anticoagulant 
by  many  days.  It  is  believed  that  if  bilateral  femoral 
v ein  interruption  with  thrombectomy  had  been  per- 
formed instead  of  relying  on  the  anticoagulant  heparin, 
this  patient  would  still  be  alive.  Based  on  this  case  and 
simi.ar  ones  subsequently  observed,  it  is  believed  that 
once  the  diagnosis  of  venous  thrombosis  with  or  without 
I a warning  minor  pulmonary  emboius  has  been  estab- 
lished bilateral  femoral  vein  interruption  is  recommended 
as  die  best  method  of  treatment.  If  desired  the  antico- 
agulant dicumarol  may  be  given  for  additional  pro- 
tection. 

(2)  Sympathetic  Nerve  Block 

The  paravertebral  injection  of  the  lumbar  sympa- 
i thedc  nerves  with  procaine  solution,  as  advocated  by 
Ochsner  O-),  is  of  chief  value  in  patients  with  the  ob- 
Istructing  type  of  iliofemoral  thrombosis  to  relieve  pain 
'and  edema.  The  chief  drawback  to  this  method  of  ther- 
lapy  is  that  it  does  not  protect  the  patients  from  pulmon- 
lary  embolism,  either  minor  or  fatal. 

(3)  Venous  Interruption 

Homans  (10>  in  1934  first  reported  the  procedure  of 
femoral  vein  interrupdon  for  the  treatment  of  deep  ven- 
ous thrombosis  of  the  lower  extremity  with  pulmonary 
embolism.  Since  then  it  has  been  advocated  in  many 
clinics,  but  the  largest  series  of  patients  subjected  to  this 
method  of  therapy  has  been  reported  by  Allen  et  al  tl' 
from  the  Massachusetts  General  Hospital.  The  first 
patient  so  treated  in  this  clinic  was  in  1937.  During 
the  12  year  period  from  1937  to  1948  inclusive,  1450 
patients  have  had  one  or  both  femoral  veins  interrupted 
Ifor  the  therapeusis  of  thromboembolic  disease  and  1,041 
'for  prophylaxis,  a total  of  2,491  patients.  These  figures 
indicate  the  tremendous  effort  expended  in  an  attempt 
to  reduce  the  morbidity  and  mortality  rate  of  this  dis- 
ease. In  the  beginning  if  signs  of  venous  thrombosis 
were  present  only  in  one  extremity,  the  venous  interrup- 
tion was  performed  only  in  it.  How'ever,  with  further 
experience  in  this  and  other  clinics,  it  became  apparent 
that  bilateral  interruption  should  be  done  even  though 
the  diagnosis  of  thrombosis  could  only  be  made  in  one 
extremity.  This  is  chiefly  because  the  disease  is  so 
treacherous  that  fatal  emboli  have  occurred  from  the 
supposedly  normal,  unaffected  leg,  so  that  during  the 
past  five  years  bilateral  interruptions  have  been  per- 
formed almost  routinely  at  the  same  operative  procedure. 

The  indications  for  this  method  of  therapy  are  three- 
fold. The  first  and  perhaps  the  most  important  is  that 
it  should  be  performed  on  any  patient  who  has  had  a 
minor  or  nonlethal  pulmonary  embolus.  The  develop- 


FIGURE  III.  Interruption  of  the  common  femoral 
vein  with  thrombectomy.  An  artist’s  drawing  to  show 
the  exposure  of  the  right  common  femoral  vein.  The 
upper  end  of  the  incision  should  be  2 cm.  above  the 
groin  crease.  The  femoral  artery  is  retracted  lateral- 
ward.  Two  untied  ligatures  have  been  placed  around 
the  vein  to  control  the  bleeding  after  thrombectomy.  The 
thrombus  is  removed  by  aspiration  through  a glass  can- 
nula. The  proximal  segment  is  always  aspirated  first. 
Inset  A,  shows  the  thrombus  protruding  through  the 
transverse  incision  in  the  vein.  Inset  B,  shows  the  com- 
pletely divided  vein  with  both  doubly  ligated  with  non- 
absorbable ligatures.  The  division  is  above  the  junc- 
tion of  the  superficial  and  femoral  veins. 

(Courtesy  Mason,  Robert  L.,  and  Zintel,  H.  A.:  Preopera- 
tive and  Postoperative  Treatment.  By  permission  of  W.  B. 
Saunders  Company,  publishers,  Philadelphia.) 

ment  of  sudden  chest  pain  followed  later  by  the  charac- 
teristic findings  of  pleural  friction  rub  with  pain  on 
breathing  are  classical  signs  of  this  condition.  The  oc- 
currence of  hemoptysis  in  addition  is  practically  patho- 
gnomic of  pulmonary  infarction.  The  diagnosis  may 
be  further  substantiated  by  anteroposterior  and  lateral 
roentgenograms  of  the  chest.  Since  the  majority  of  pul- 
monary emboli,  as  high  as  95  per  cent,  according  to 
some  authorities  (8>,  arise  from  the  deep  veins  of  the 
leg,  it  is  our  opinion  that  if  the  diagnosis  of  a minor 
pulmonary  embolism  or  infarction  is  made,  bilateral  fe- 
moral vein  interruption  should  be  performed  even  if  no 
signs  of  venous  thrombosis  in  the  extremities  are  detect- 
able. In  support  of  this  opinion  Welch  and  Faxon  (14> 
reported  a mortality  rate  from  massive  pulmonary  em- 
bolism of  approximately  25  per  cent  in  the  group  of  pa- 
tients who  had  had  previous  small  or  warning  pulmonary 
emboli.  The  second  indication  for  femoral  vein  inter- 
ruption is  the  development  of  signs  of  venous  thrombosis 
in  the  deep  veins  of  the  lower  extremities.  The  morbid- 
ity of  thromboembolic  disease  can  be  greatly  reduced 
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if  the  diagnosis  can  be  made  early  and  the  femoral  veins 
interrupted.  If  the  thrombus  has  extended  to  involve 
the  femoro-iliac  veins,  resulting  in  edema  of  the  extrem- 
ity up  to  the  groin,  the  procedure  should  be  performed 
with  thrombectomy  providing  the  patient  is  seen  within 
forty-eight  hours  of  the  development  of  the  thigh  swell- 
ing. Operation  after  the  elapse  of  a longer  period,  three 
days  or  more,  is  very  unsatisfactory  because  the  throm- 
bus becomes  so  adherent  to  the  vein  wall  that  it  cannot 
all  be  removed,  especially  the  proximal  portion  which 
will  result  in  pulmonary  embolism  if  it  becomes  dis- 
lodged. The  third  indication  for  femoral  vein  interrup- 
tion is  believed  to  be  the  development  of  a concomitant 
rise  in  the  temperature,  pulse  and  respiration  in  a pa- 
tient who  has  had  a normal  chart  and  in  whom  no  other 
cause  can  be  found  to  explain  these  findings.  It  is  be- 
lieved that  the  elevation  in  these  three  vital  signs  fre- 
quently indicate  the  lodgment  of  a small  pulmonary  em- 
bolus so  that  bilateral  femoral  vein  interruption  is  justi- 
fiable, irrespective  of  what  the  extremities  show  on 
physical  examination.  When  it  is  necessary  to  perform 
a thrombectomy,  supplementary  treatment  with  dicuma- 
rcl  is  recommended  to  reduce  the  formation  of  a sec- 
ondary thrombus  both  proximal  and  distal  to  the  site 
of  interruption.  This  seems  to  be  a worth  while  pre- 
cautionary measure,  as  femoral  vein  interruption  is  not 
a perfect  operation  to  prevent  pulmonary  embolism, 
since  a secondary  thrombus  may  form  in  the  proximal 
end  of  this  vessel  which  may  be  large  enough,  if  it  be- 
comes dislodged,  to  produce  sudden  death  from  massive 
embolism.  This  is  especially  true  when  a thrombus  has 
been  removed,  since  another  may  readily  form  because 
of  the  intinnal  damage  secondary  to  the  initial  thrombosis 
and  also  the  mechanical  procedure  of  removing  it. 

(4)  Technic  of  Femoral  Vein  Interruption 

The  operation  of  femoral  vein  interruption  is  re- 
garded by  many  as  a simple  surgical  procedure.  This 
is  perhaps  due  to  the  fact  that  it  is  performed  frequently 
under  local  procaine  infiltration  anesthesia.  It  should 
be  stressed,  however,  that  the  operation  should  be  per- 
formed only  by  a surgeon  experienced  in  the  surgery 
cf  major  b'ood  \ essels.  The  average  surgeon,  before 
attempting  the  procedure,  should  make  a special  study 
of  the  anatomy  of  the  femoral  artery  and  vein  with 
their  tributaries  by  careful  dissections  of  the  femoral 
triangle,  preferably  in  the  postmortem  room.  The  fun- 
damental vascular  surgical  principle  that  an  incision  to 
expose  a major  blood  vessel  lie  directly  over  and  paral- 
lel to  it,  must  be  rigidly  followed,  since  it  gives  the  most 
adequate  exposure — something  that  is  extremely  neces- 
sary if  the  femoral  vein  is  accidentally  wounded.  An 
oblique  incision  with  its  limited  exposure  of  the  femoral 
blood  vessels  was  used  in  three  patients  who  have  been 
seen  that  lost  extremities  due  to  inadvertent  injury  to 
the  femoral  artery.  These  were  performed  by  surgeons 
outside  our  hospital.  Contrasted  to  these  calamities,  we 
have  performed  femoral  vein  interruptions  on  2,491  pa- 
tients up  to  January  1,  1949,  and  in  the  majority  the 
procedure  has  been  done  in  both  extremities,  making  a 
total  of  approximately  4,000  interruptions  of  a femoral 
vein  without  injury  to  the  arterial  blood  supply  of  the 
limb.  The  vertical  type  of  incision  parallel  and  directly 
over  the  femoral  vessels  has  been  utilized  in  all  cases. 
The  poorer  cosmetic  appearance  of  the  scar,  as  com- 
pared to  the  oblique  incision  which  parallels  the  cleav- 


age planes  of  the  skin,  is  far  outweighed  by  the  more 
adequate  exposure,  so  that  if  hemorrhage  is  encoun- 
tered from  inadvertent  wounding  of  the  femoral  vein, 
additional  exposure  to  control  it  may  readily  be  obtained 
both  proximal  and  distal  to  the  injury.  Due  to  the  fragile 
nature  of  major  arteries,  especially  in  individuals  be- 
yond middle  life,  the  femoral  artery  should  not  be  iso- 
lated and  retracted  with  rubber  tubing,  tape  or  retrac- 
tors. Gangrene  necessitating  amputation  of  the  leg  has 
been  observed  in  one  patient  secondary  to  arterial  throm- 
bosis due  to  fracture  of  the  arterial  wall  from  retraction 
of  the  vessel  with  a rubber  catheter. 

The  incision  should  extend  from  the  crease  in  the 
groin  distalward  about  8 to  10  cm.,  the  length  depending 
a little  on  the  degree  of  obesity  of  the  patient.  The  in- 
guinal lymph  nodes  are  usually  encountered  and  may  be 
retracted  medialward  or  lateralward.  The  fascia  of 
Scarpa's  triangle  is  then  recognized.  It  is  incised  to  ex- 
pose the  femoral  blood  vessels  which  are  encased  in  a 
vascular  sheath.  The  femoral  vein  lies  medialward  and 
somewhat  posterior  to  the  artery.  Retraction  of  the  ar- 
tery is  obtained  by  placing  the  end  of  the  retractor  in 
close  proximity  to  it  but  not  on  it,  and  thus  the  artery 
is  usually  drawn  lateralward  to  expose  the  femoral  vein. 
(Fig.  2)  If  a thrombus  is  found  within  the  femoral 
vein,  the  interruption  of  this  blood  vessel  should  be 
proximal  to  the  profunda  femoris  branch  and  distal  to 
the  saphenofemoral  junction.  (Fig.  3)  An  incision  is 
made  transversely  in  the  vein  wall  and  the  proximal  end 
of  the  vein  aspirated  utilizing  a glass  tube  until  free 
bleeding  is  obtained.  The  distal  end  is  also  aspirated, 
although  this  is  not  so  imperative.  The  advantage  of 
the  latter  step  is  that  collateral  venous  channels  may  be 
unplugged  by  removing  the  thrombus,  and  thus  the  post- 
thrcmbotic  edema  may  be  greatly  reduced.  As  a rule,  if 
the  common  femoral  vein  is  interrupted,  it  is  necessary 


FIGURE  IV.  Interruption  of  the  inferior  vena  cava. 
An  artist’s  drawing  to  show  the  extraperitoneal  expos-  I 
ure  and  ligation  in  ccnt  nuity  of  the  inferior  vena  cava, 
using  a right  paramedian  incision.  The  rectus  muscle 
is  retracted  lateralward  and  the  ureter,  peritoneum  and 
its  contents  medialward.  The  incision  extends  from 
the  pubis  to  about  5 centimeters  above  the  umbilicus. 
For  ligation,  we  use  two  nonabsorbable  ligatures  of  silk 
or  cotton. 

(Courtesy  Mason,  Robert  L.,  and  Zintel,  H.  A.:  Preopera- 
tive and  Postoperative  Treatment.  By  permission  of  W.  H 
Saunders  Company,  publishers,  Philadelphia.) 
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to  separately  ligate  and  divide  a tributary  of  the  com- 
mon femoral  vein,  usually  the  lateral  femoral  circumflex 
vein.  (Fig.  3)  This  is  necessary  in  order  to  get  suf- 
ficient length  of  vein  to  safely  ligate  and  divide  the  com- 
mon femoral  vein.  Some  surgeons  prefer  to  ligate  it  in 
continuity,  but  it  is  believed  that  the  procedure  of  choice 
is  a ligation  and  division.  Both  ends  of  the  common 
femoral  vein  should  be  doubly  ligated,  first  with  a heavy 
silk  or  cotton  ligature  and  distal  to  it  in  each  end  of 
the  vein,  a transfixion  suture  of  the  same  material. 

The  common  femoral  vein  should  never  under  any 
circumstances  be  interrupted  proximal  to  the  sapheno- 
femoral  junction.  This  is  especially  true  in  elderly 
people  who  have  poor  arterial  circulation.  One  patient 
has  been  observed  who  lost  his  leg  following  interrup- 
tion at  this  level  because  there  was  insufficient  venous 
collateral  to  permit  blood  to  return  from  the  leg  to  the 
trunk.  In  our  clinic  the  majority  of  interruptions  have 
been  of  the  superficial  vein  just  distal  to  the  profunda 
femoris.  Due  to  the  fact  that  we  have  had  a certain 
number  of  fatal  embolisms  arising  from  thrombi  originat- 
ing in  the  profunda  femoris  branch,  it  is  my  rule  at  the 
present  time  to  interrupt  the  common  femoral  veins  ( 1 ) 


TABLE  I. 

COMPLICATIONS  OF  PROPHYLACTIC 
DICUMAROL  IN  799  PATIENTS 
Massachusetts  General  Hospital 
1945-1948 

With  Without  ? 

Response  Response  Response  Total 
‘Minor  Bleeding  .17  0 0 17 

‘Major  Bleeding  3 0 0 3 

“Phlebitis  6 6 4 16 

“Infarct  . 9 0 5 14 

Fatal  Pulmonary 

Erabo'.us  0 0 0 0 

Deaths  from  De- 
layed Hem’rrh’ge  1 10  2 

*■ — Requiring  Vitamin  K and  Transfusions 
“ — Requiring  Femoral  Vein  Interruption. 

TABLE  II. 

MORTALITY  FOLLOWING  THERAPEUTIC 
MEASURES  IN  THROMBIC-EMBOLIC  DISEASE 

Deaths  Mor- 
No.  of  from  tality 


in  those  patients  in  whom  thrombi  are  found  in  the  femo- 

Measures Cases 

Emb. 

Rate 

ra!  vein.  (2)  in  cardiac  patients  and  others  who  must 

Zilliacus  (13> 

(1946) 

Anticoagulants  576 

3 

0.52% 

] stay  in  bed  for  long  periods  of  time  even  though  no 

Bauer  <3> 

(1946) 

" 209 

3 

1.4 

thrombi  are  found.  The  superficial  femoral  vein,  on  the 

Evans  <7) 

(1948) 

" 127 

3 

2.4 

other  hand,  is  interrupted  in  young  people  in  whom  signs 

E.  V.  Alien  <2) 

(1947) 

" 572 

1 

0.17 

of  venous  thrombosis  are  limited  to  the  lower  leg  and  in 

Cumine  (6> 

(1948) 

" 89 

2 

2.2 

most  instances  of  prophylactic  femoral  vein  interruption 
where  the  patient  does  not  have  a long  period  of  bed 

M.  G.  H. 

(1949) 

Fem.  Veinlnt.  1450 

7 

0.48 

rest  following  the  operative  procedure. 

(5)  Inferior  Vena  Cava  Interruption 

Venous  interruption  at  a higher  level  is  necessary  in 
some  patients.  The  most  effective  level  to  perform 
this  is  of  the  inferior  vena  cava  distal  to  the  renal  veins 
and  just  proximal  to  the  junction  of  the  common  iliac 
veins.  It  should  not  be  performed  in  preference  to  femo- 
ral vein  interruption,  since  it  carries  a much  higher  mor- 
tality rate,  as  shown  by  the  statistics  of  Thebaut  and 
Ward  <13>.  It  is  a major  operative  procedure  requiring 
general  anesthesia  in  contradistinction  to  femoral  vein 
interruptions  which  may  be  done  under  local  procaine 
anesthesia.  The  chief  'ndications  for  interrupting  the 
inferior  vena  cava  are  ( 1 ) septic  pulmonary  emboli  aris- 
ing from  a septic  thrombophlebitic  process  in  the  pelvis, 
(2)  in  patients  who,  following  interruption  of  the  femoral 
veins  and  additional  dicumarol  therapy,  still  have  re- 
peated pulmonary  embolic  episodes.  In  our  clinic  this 
procedure  has  been  done  only  in  a few  patients.  Com- 
pared to  approximately  2,500  patients  who  have  had 
femoral  vein  interruptions,  we  have  only  interrupted  the 
inferior  vena  cava  in  approximately  20  patients.  It  is 
a life  saving  procedure,  however,  and  certainly  should 
be  utilized  in  the  rare  case  where  femoral  vein  interrup- 
tion and  the  anticoagulant  therapy  are  not  sufficient. 

The  most  satisfactory  method  to  expose  the  inferior 
vena  cava  is  obtained  by  utilizing  a right  paramedian 
abdominal  incision,  extending  from  the  pubis  to  about 
two  inches  above  the  umbilicus.  (Fig.  4)  The  rectus 
muscle  is  retracted  lateralward  and  the  peritoneum  and 
its  contents  are  rolled  up  out  of  the  iliac  fossa.  The  bi- 
furcation cf  the  inferior  vena  cava  is  almost  at  the  level 
of  the  umbilicus,  so  adequate  exposure  is  essential  in 
the  cephalad  direction.  Since  the  inferior  vena  cava  is 


such  a large  blood  vessel  and  it  would  necessitate  iso- 
lating a considerable  length  of  it  to  safely  ligate  and 
divide  it,  ligation  in  continuity  has  been  resorted  to  in 
the  cases  done  in  our  clinic.  The  interruption  has  usual- 
ly been  with  No.  0 braided  silk,  using  two  ligatures 
about  one  centimeter  apart.  In  patients  with  septic  low- 
er abdominal  incisions  from  previous  surgery,  the  vena 
cava  may  also  be  approached  through  the  flank,  using 
a kidney  type  of  incision.  This  exposure  is  not  quite  as 
satisfactory  as  the  anterior  one.  but  in  some  cases  must 
be  used  of  necessity.  No  serious  sequelae  have  been 
observed  immediately  following  interruption  of  the  infe- 
rior vena  cava  to  the  extremities.  What  the  long  term 
result  will  be,  it  is  difficult  to  state.  In  two  patients 
that  I have  operated  on  I have  interrupted  the  femoral 
veins  as  well  as  the  inferior  vena  cava  without  serious 
sequelae  over  periods  of  three  and  five  years  in  these 
patients.  Further  time,  however,  is  necessary  in  order 
to  determine  if  chronic  ulcerations  and  dermatitis  are 
more  apt  to  develop  than  after  femoral  vein  interruption. 

SUMMARY 

An  analysis  of  thromboembolic  disease  at  the  Massa- 
chusetts General  Hospital  treated  by  various  means  from 
1937  to  1948  reveais  that  prophylactic  dicumarol  has 
been  used  in  799  patients  with  two  deaths  from  hemor- 
rhage related  in  part  at  least  to  the  drug,  a mortality 
rate  of  0.25  per  cent.  Prophylactic  superficial  femoral 
vein  interruption  was  utilized  in  1.041  with  five  deaths, 
a morta’ity  of  0.5  per  cent.  Therapeutic  femoral  vein 
interruption  with  thrombectomy  where  indicated  was 
performed  in  1,450  patients  with  seven  deaths,  a mor- 
tality rate  of  0.8  per  cent.  From  these  statistics  it  will 
be  seen  that  we  do  not  have  a method  of  preventing 
deaths  in  all  patients,  either  by  the  present  prophylactic 
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or  therapeutic  measures.  The  results  in  our  clinic  by 
femoral  vein  interruption  correspond  very  favorably 
and  possibly  show  some  improvement  over  those  clinics 
where  the  anticoagulants  have  been  used  exclusively. 
(Table  II)  It  is  obvious  that  further  study  and  re- 
search are  necessary.  The  ideal  anticoagulant  as  yet 
has  not  been  discovered  and  the  answer  may  not  lie  en- 
tirely in  this  direction,  since  it  seems  possible  that  the 
degeneration  of  the  venous  wall  and  the  intima,  similar 
to  that  seen  in  arterial  thrombosis,  may  be  the  chief 
etiological  factor  in  many  cases  of  venous  thrombosis, 
especially  in  the  aged,  it  is  because  of  this  fact,  namely, 
that  phlebosmerosis  is  almost  as  common  as  arterio- 
sclerosis in  the  aged,  that  1 feel  femoral  vein  interrup- 
■ tion,  ir  properly  performed,  carries  a lasting  benefit  that 
is  not  obtained  from  the  use  of  the  anticoagulants,  which 
of  necessity  must  give  only  temporary  benefit  while  the 
drug  is  being  administered.  It  is  our  opinion  at  the 
present  time,  however,  that  a combination  of  femoral 
vein  interruption  and  the  use  of  the  anticoagulants  will 
give  the  best  results  in  many  cases,  and  in  some  inter- 
ruption of  the  inferior  vena  cava  may  be  necessary  in 
auuition  to  protect  the  patient  trom  massive  pulmonary 
embolism.  T he  anticoagulants  in  our  opinion  should  be 
used  primarily  as  a prophylactic  procedure  rather  than 
as  a therapeutic  one. 
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Albuquerque  Medical  News 

On  June  17  there  was  a meeting  of  representatives 
from  the  various  hospitals,  civic  and  county  groups,  and 
the  New  Mexico  Department  of  Public  Welfare  to  con- 
sider the  critical  hospital  deficits  which  have  been  ac- 
cruing in  the  Albuquerque  area. 

It  appears  that  financial  difficulties  have  been  created 
largely  by  the  loss  sustained  through  caring  for  welfare 
cases  for  fees  granted  by  government  agencies,  consid- 
erably below  actual  cost  to  the  hospitals.  Additional 
attrition  results  from  caring  for  many  accident  cases  for 
which  payment  is  never  made. 

A committee  was  appointed  further  to  study  the  sit- 
uation which  is  particularly  ominous  for  several  reasons. 
Albuquerque,  during  the  past  few  years,  has  been  in  a 
favored  position  financially  because  of  the  high  rate  of 
employment  resultant  from  its  government  projects.  De- 
spite this,  the  hospitals  have  been  operating  with  in- 
creasing deficits. 

Since  philanthropy  can  no  longer  be  counted  on  to 
make  up  these  losses  because  of  increased  taxation,  and 
in  the  face  of  receding  business  activity  at  present,  it 
appears  that  the  governmental  agencies  which  have  as- 
serted and  even  insisted  on  their  responsibilities  in  these 
matters  for  purposes  of  taxation,  should  accept  their 
responsibilities  for  purposes  of  service. 

Meanwhile,  it  should  give  pause  for  thought  to  those 
proponents  of  the  welfare  state  as  to  whether  failure  on 
the  small  scale  of  adequately  caring  for  the  indigent  is 
a likely  portent  of  success  on  the  large  scale  of  taking 
care  of  all  of  us. 

Dr.  R.  W.  Mendelson  of  Albuquerque,  long  regarded 
as  one  of  the  foremost  internists  in  this  area,  and  for- 
merly vice-president  of  the  Southwestern  Medical  Asso- 
ciation, has  retired  from  private  practice  to  return  to 
active  service  with  the  Army  Air  Force.  He  has  just 
been  assigned  as  surgeon  to  the  81st  Fighter  Wing  at 
their  new  base  at  Kirtland  Field  in  Albuquerque. 

The  U.  S.  Veterans  Hospital  in  Albuquerque  has  had 
its  resident  staff  replenished  as  part  of  training  program 
under  the  jurisdiction  of  the  University  of  Colorado 
Medical  School.  Plans  for  training  physicians  in  the 
medical  specialties  utilize  not  only  an  excellently  quali- 
fied full  time  staff,  but  also  local  private  practitioners. 

Not  only  members  of  the  Veterans  Hospital  staff, 
but  the  medical  profession  in  the  area  at  large  have  bene- 
fited by  the  lecture  program  which  has  been  formulated 
and  integrated  in  part  with  the  efforts  of  the  New  Mex- 
ico Clinical  Society.  Through  the  good  offices  of  both 
these  organizations,  Albuquerque  has  been  favored  with 
such  eminent  lecturers  as  Dr.  Isaac  Starr,  Dr.  William 
Dock,  Dr.  Hans  Selye,  and  others. 

A chapter  of  the  American  Heart  Association  is  in 
the  process  of  being  formed  in  New  Mexico.  Some  units 
of  this  chapter  are  already  functioning.  An  organiza- 
tional meeting  is  being  planned  for  September  8,  in  Al- 
buquerque, at  which  time  several  directors  from  the 
central  organization  will  meet  with  members  in  this  area. 
All  physicians  interested  in  participating  in  the  activi- 
ties of  this  group  are  invited  to  direct  their  inquiries  to 
this  correspondent  or  Dr.  H.  L.  January  of  Albuquerque. 
—ROBERT  FRIEDENBERG,  M.D.,  Albuquerque, 
N.  M. 
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PROTHROMBIN  AND  DICUMAROL 

By  Rita  L.  Don,  B.A.,  M.T.  (ASCPl 


It  cannot  be  too  strongly  emphasized  that  the  admin- 
istration  of  Dicumarol  must  be  based  on  the  value  for 
prothrombin  in  the  blood.  Any  other  program  may  lead 
to  serious  hemorrhage  or  to  inadequate  control  of  coagu- 
lation. Identical  amounts  may  produce  widely  dissimilar 
effects  on  prothrombin  when  administered  to  different 
persons.  Indeed,  the  prothrombin  of  the  blood  of  the 
same  person  may  be  affected  dissimilarly  by  the  same 
amounts  of  Dicumarol  given  on  one  or  more  than  one 
occasion.  The  drug  requires  daily  determination  of  pro- 
thrombin levels,  and  accurate  and  consistent  results  are 
imperative  if  the  patient  is  to  be  adequately  treated. 

I make  a plea  for  the  discontinuation  of  reporting 
prothrombin  time.  Since  thromboplastins  vary  in  poten- 
cy, to  bring  about  uniformity,  every  laboratory  should 
report  the  prothrombin  not  in  seconds  but  in  percentage 
of  normal.  At  the  very  least,  reports  should  contain 
the  prothrombin  time  for  three  critical  values  of  pro- 
thrombin, 30  per  cent,  20  per  cent,  and  10  per  cent. 

One  may  administer  the  drug  adequately  knowing 
only  these  figures;  for  clinical  experience  has  indicated 
that  intravascular  thrombosis  rarely  occurs  when  the 
percentage  prothrombin  in  the  blood  is  less  than  30,  and 
bleeding  rarely  occurs  when  the  percentage  is  10  or 
more. 

THE  PROTHROMBIN  TEST 

One  will  find  numerous  methods  for  the  determina- 
tion of  prothrombin,  reviewed  in  the  literature,  all  of 
which  have  many  advantages.  In  our  laboratory  we 
have  found  that  the  one-stage  methods  are  practical, 
consistent,  and  reliable,  if  the  utmost  care  is  taken  in 
technique.  This  is  one  laboratory  procedure  where  there 
is  absolutely  no  room  for  error.  All  one-stage  prothrom- 
bin tests  today  are  based  on  the  original  method  of 
Quick. 

Regardless  of  the  method  used,  each  laboratory 
should  determine  its  own  dilution  curve  in  order  to  re- 
port accurately  in  per  cent  of  prothrombin.  Variations 
in  the  strengths  of  the  thromboplastin  and  other  factors 
will  make  it  impossible  to  read  results  from  dilution 
curves  that  have  been  made  in  other  laboratories.  In  the 
following  outline  of  the  method  we  followed  closely  the 
Link  and  Shapiro  modification. 

Reagents: 

1. )  M/10  Sodium  Oxalate. 

Dissolve  1.34  gm.  of  sodium  oxalate  in  enough  dis- 
tilled water  to  make  a total  of  100  c.c. 

2. )  M/40  Calcium  Chloride. 

Dissolve  0.28  gm.  of  anhydrous  calcium  chloride  in 
enough  distilled  water  to  make  a total  of  100  c.c. 

3. )  Thromboplastin  Solution. 

Difco  Laboratories  Inc.  Bacto-thromboplastin  is  used 
in  our  laboratory.  Thromboplastin  of  the  same  lot  num- 
ber possess  similar  activity.  It  is  stored  in  a refrigerator 
at  4°  C.  When  ready  for  use  0.15  gm.  of  thromboplas- 
tin is  placed  in  a test  tube  containing  0.05  c.c.  of  M/10 
sodium  oxalate  to  which  is  added  2.5  c.c.  of  normal  sa- 
line. After  the  test  tube  is  thoroughly  shaken  to  insure 
uniform  distribution  of  particles,  it  is  placed  in  a water 
bath  maintained  at  45°  C.  for  exactly  ten  minutes.  While 


in  the  water  bath,  the  test  tube  is  vigorously  shaken  for 
ten  seconds  every  two  minutes.  It  is  important  that  the 
material  be  shaken  regularly  and  consistently  at  the  two- 
minute  period,  as  the  amount  of  agitation  will  change 
the  prothrombin  obtained. 

At  the  end  of  the  incubation  period  the  thromboplas- 
tin extract  is  drawn  through  a cotton  plug  at  the  end  of 
a pipette  and  used  for  testing.  If  the  thromboplastin 
solution  is  not  to  be  used  immediately  it  should  be  kept 
in  the  refrigerator  (4°  C.)  until  the  test  is  to  be  run. 
The  thromboplastin  solution  should  be  prepared  fresh 
each  day. 

Technique: 

1. )  Preparation  of  Blood  Specimens. 

Plasma  for  prothrombin  determinations  is  obtained 
by  mixing  4.5  c.c.  of  venous  blood,  taken  with  a dry 
syringe,  with  0.5  c.c.  of  M/10  sodium  oxalate.  This  is 
centrifuged  at  1,500  r.p.m.  for  ten  minutes.  All  deter- 
minations should  be  completed  within  an  hour  after  the 
blood  is  drawn. 

2. )  Determination  of  Prothrombin  Time. 

All  materials  and  solutions  to  be  used  in  the  perform- 
ance of  the  test  are  placed  in  a water  bath  in  a hot 
air  oven  at  37°  C.  for  ten  minutes.  With  the  right  hand 
place  0.1  c.c.  of  M/40  calcium  chloride  into  a test  tube 
in  the  rack  in  the  water  bath,  add  0.1  c.c.  of  thrombo- 
plastin solution  and  mix,  finally  add  0.1  c.c.  of  plasma 
and  at  the  same  instant  the  stopwatch  is  started  with 
the  left  hand.  The  prothrombin  testing  tube  is  picked 


Fig.  I.  Normal  Plasma  Prothrombin  Dilution  Curve. 

up  with  the  right  hand  and  tilted  continuously  while  be- 
ing held  with  its  contents  clearly  visible  yet  barely  sub- 
merged in  the  water  bath.  The  instant  the  first  strands 
of  fribrin  appear,  the  watch  is  stopped,  and  the  pro- 
thrombin time  recorded  to  the  nearest  tenth  of  a second. 
Determinations  are  made  in  duplicate  and  averaged. 

3.)  Preparation  of  Prothrombin  Dilution  Curve. 
The  plasma  from  five  normal  individuals  is  pooled. 


PAGE  196 


SOUTHWESTERN  MEDICINE 


SEPTEMBER,  1949 


Then  the  prothrombin  time  is  determined  on  this  pooled 
serum  in  the  dilutions  100  per  cent,  75  per  cent.  50  per 
cent,  30  per  cent,  20  per  cent,  and  10  per  cent.  The  di- 
lutions are  made  with  normal  saline.  From  these  results 
a curve  is  plotted  on  graph  paper  as  show  in  Fig.  I.  The 
prothrombin  time  of  unknown  plasma  may  now  be  inter- 
preted in  per  cent  of  normal  from  this  curve.  For  each 
new  lot  of  thromboplastin  a new  curve  must  be  made 
because  of  the  variance  in  potency. 

SUMMARY 

1.  The  importance  of  determining  prothrombin  lev- 
els when  Dicumarol  is  administered  to  a patient  is 
stressed. 

2.  The  prothrombin  test  as  devised  by  Quick  and 
modified  by  Link  and  Shapiro  is  reviewed  in  detail  with 
certain  precautions  emphasized: 

a. )  The  test  should  be  performed  with  the  utmost 

of  accuracy. 

b. )  The  blood  should  be  drawn  with  a dry  syringe. 

Hemolysis  shortens  the  prothrombin  time. 

c. )  The  test  should  be  run  within  an  hour  after  the 

blood  is  withdrawn.  The  prothrombin  activity 
deteriorates  the  longer  the  blood  stands. 

d.  ) The  thromboplastin  solution  should  be  prepared 

fresh  each  day.  If  the  solution  is  not  to  be  used 
immediately  it  should  be  kept  in  the  refrigerator 
(4°  C). 

e. )  The  dried  thromboplastin  should  be  stored  at 

r C. 
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Southwest  New  Mexico  Meeting 

The  Southwestern  New  Mexico  Clinical  Society 
meeting  at  the  Veterans  Administration  Hospital,  Fort 
Bayard.  N.  M.,  July  22,  was  addressed  by  Dr.  John  B. 
Grow,  of  Denver,  Colo.,  on  certain  aspects  of  thoracic 
surgery,  and  by  Dr.  Rosenblatt  of  the  hospital  staff,  who 
discussed  the  current  status  of  streptomycin  in  the  treat- 
ment of  tuberculosis. — E.  A.  RYGH,  M.D..  Santa  Rita, 
N.  M. 


Treatment  of  Tendinitis  And  Bursitis 

Roentgen  therapy  was  the  most  favored  conserva- 
tive measure  and  was  considered  ...  to  be  satisfactory 
in  cases  of  acute  or  chronic  calcific  or  noncalcific  ten- 
dinitis or  bursitis.  Sometimes  symptoms  rapidly  sub- 
sided and  calcium  deposits  disappeared.  Results  were 
best  in  acute  cases  or  in  chronic  cases  in  which  the  de- 
posits were  soft,  fuzzy  and  small,  less  notable  in  chron- 
ic cases  or  in  acute  cases  with  large,  dense,  discrete  de- 
posits. Roentgen  therapy  dilates  capillaries,  increases 
their  permeability,  leads  to  phagocytosis  of  fibrin  and 
necrotic  tissue.  The  effect  is  not  a direct  one  on  the 
deposits.” — Hench,  P.  S.,  et  al,  Ann.  Int.  Med.  28:309, 
1948. 


New  York  Tumor  Specialist 
To  Address  El  Paso  Groups 

Dr.  Norman  L.  Higginbotham,  assistant  director  of 
medical  education  and  director  of  the  Bone  Tumor  Clinic 
Memorial  Hospital,  New  York,  and  instructor  in  surg- 
ery at  Cornell  LIniversity  Medical  School  and  New  York 
University,  will  be  the  guest  of  the  Tumor  Clinic  of 
El  Paso  County  Medical  Society,  Sept.  13. 

Doctor  Higginbotham  will  attend  the  meeting  of  the 
Tumor  Clinic,  408  East  Overland  Street,  El  Paso,  at 
1 p.  m.  Sept.  13,  for  case  presentation  or  bone  tumors. 
That  night  at  8 o’clock,  he  will  present  a paper  on  "Ma- 
lignant Bone  Tumors — Some  Practical  Considerations”, 
before  a meeting  of  El  Paso  County  Medical  Society  at 
1301  Montana  Street.  All  physicians  are  invited  to  at- 
tend both  sessions. 

Doctor  Higginbotham  is  a diplomate  of  the  American 
Board  of  Surgery  and  a member  of  numerous  national 
and  international  medical  societies.  His  works  have 
been  widely  published  in  American  medical  literature. 

Doctor  Higginbotham  is  personally  well  known 
throughout  the  Southwest  and  Texas.  As  a colonel  dur- 
ing World  War  II  he  was  for  four  years  chief  of  surgi- 
cal service  at  Regional  Hospital,  Camp  Swift.  Texas;  and 
he  was  commanding  officer  of  the  same  hospital  from 
Nov.  15,  1945,  to  Feb.  1,  1946. 

There  are  numerous  physicians  in  El  Paso  and  the 
Southwest  who  served  in  Doctor  Higginbotham’s  com- 
mand and  who  will  be  present  to  greet  and  hear  this 
distinguished  physician  Sept.  13  in  El  Paso. 

Report  Of  The  Committee  For  The 
Evaluation  Of  Anticoagulants  In  The 
Treatment  Of  Coronary  Thrombosis 
With  Myocardial  Infarction 

”On  the  basis  of  data  compiled  from  800  cases  of 
coronary  occlusion  with  myocardial  infarction,  it  is  con- 
cluded that: 

"1.  Patients  treated  with  anticoagulant  therapy  in 
addition  to  the  conventional  forms  of  therapy  experience 
a death  rate  and  incidence  of  thromboembolic  complica- 
tions during  the  first  six-week  period  following  an  attack 
which  are  markedly  lower  than  those  experienced  by 
patients  treated  solely  by  conventional  methods. 

”2.  Anticoagulant  therapy  should  be  used  in  all 
cases  of  coronary  thrombosis  with  myocardial  infarction 
unless  a definite  contraindication  exists. 

”3.  In  the  absence  of  other  hemorrhagic  states,  the 
hazards  from  hemorrhage  due  to  anticoagulants  are  not 
sufficient  to  contraindicate  their  use  in  the  treatment  of 
coronary  occlusion  providing  there  are  facilities  for  ade- 
quate laboratory  and  clinical  control.” — Wright,  I.  S., 
Marple,  C.  D..  and  Beck,  D.  F.,  Am.  Heart  J.  35:815, 
1948. 


Renal  Infarction 

"The  most  important  single  item  in  diagnosis  of  acute 
infarction  of  the  kidney  in  complete,  or  almost  complete, 
loss  of  function,  almost  irrespective  of  the  degree  of 
tissue  involvement,  in  kidneys  in  which  pyelography  re- 
mains unchanged.  Chronic  infarction  is  recognizable 
in  proportion  to  the  caliceal  atrophy  which  results  from 
the  infarct  in  its  scar  stage.” — Regan,  F.  C.,  and  Crab- 
tree, E.  G„  J.  Urol.  59:981,  1948. 
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SOME  DIAGNOSTIC  PROBLEMS 
OF  CHRONIC  PULMONARY  DISEASES** 


By  H.  Corwin  Hinshaw, 

There  has  been  an  unprecedented  upsurge  of  interest 
in  the  diagnosis  and  treatment  of  thoracic  diseases  dur- 
ing the  past  decade.  This  has  been  related  to  the  solu- 
tion of  certain  surgical  problems  which  developed  dur- 
ing the  recent  war  and  especially  to  the  development  of 
the  antibiotics  and  to  the  perfection  of  photoiiurographic 
methods  of  mass  roentgenography. 

Most  physicians  now  in  practice  have  witnessed  the 
conquest  of  pneumococcal  pneumonia  and  now  see  prom- 
ise of  an  effective  agent  against  some  of  the  non-bacterial 
("virus”)  pneumonias.  Patients  who  would  have  died 
a physiologic  (anoxic)  death  are  now  saved  by  efficient 
devices  for  administration  of  oxygen.  Others  who  might 
have  died  as  a result  of  the  infection  are  saved  by  anti- 
bacterial and  antiviral  drugs. 

The  management  of  chronic  infectious  thoracic  dis- 
eases such  as  pulmonary  abscess,  empyema,  and  bron- 
chiectasis has  changed  utterly  in  recent  years.  Medical 
treatments  now  avert  surgery  more  frequently,  and  when 
surgery  is  required,  it  is  more  safely  and  more  effectively 
performed.  Internists  and  surgeons  have  learned  anew 
of  their  intimate  interdependence  upon  each  other  and 
of  their  need  for  well-trained  laboratorians  and  anes- 
thetists. 

INCREASE  SEEN 

Malignant  pulmonary  diseases,  especially  bronchio- 
genic  carcinoma,  are  apparently  increasing  in  incidence 
and  in  interest.  It  is  now  one  of  the  most  frequently  en- 
countered cancers  in  the  male  sex,  and  advances  in  surgi- 
cal therapy  offer  a distinct  ray  of  hope  to  the  victim;  a 
ray  which  may  broaden  to  a beam  within  another  decade 
or  two. 

Tuberculosis,  that  most  significant  of  chronic  infec- 
tious diseases  of  the  human  race,  is  confronted  with  new 
weapons  of  diagnostic  and  therapeutic  power.  Not  only 
has  the  physician  come  into  the  possession  of  new  meth- 
ods of  combatting  tuberculosis,  but  he  is  ever  becoming 
more  adept  in  the  use  of  older  methods  of  diagnosis  and 
treatment.  Antibiotics  effective  against  the  tubercle  ba- 
cillus combined  with  more  discriminating  use  of  collapse 
therapy  and  occasionally  actual  removal  of  diseased  pul- 
monary tissue  has  regenerated  a laggard  field  of  medical 
endeavor. 

The  physician  frequently  is  confronted  with  some 
evidence  of  thoracic  disease  and  finds  it  difficult  to  de- 
termine what  investigations  are  warranted.  Therefore 
I have  chosen  to  list  some  of  the  common  situations  which 
prompt  the  patient  to  seek  medical  advice  because  of 
suspected  chronic  pulmonary  disease,  and  I shall  make 
some  suggestions  as  to  those  methods  of  study  most 
likely  to  yield  helpful  information. 

SHADOWS  OBSERVED 

Abnormal  shadows  are  observed  occasionally  on 
chest  roentgenograms  of  persons  without  thoracic  com- 
plaints. This  is  more  frequent  in  this  day  of  mass  x-ray 
surveys  and  routine  x-ray  examination  of  patients  in 
hospitals  and  physicians  offices.  It  has  become  well  es- 
tablished that  routine  roentgenographic  examination  is  a 


M.D.,  Rochester,  Minn. 

justifiab'e  procedure  even  when  symptoms  of  thoracic 
disease  are  lacking.  This  has  become  one  of  the  most 
significant  developments  in  the  practice  of  preventive 
medicine,  rivaling  in  importance  the  routine  blood  and 
urine  tests  so  universally  performed.  It  is  difficult  at 
t raes  to  persuade  patients  of  the  potential  threat  of  un- 
diagnosed asymptomatic  pulmonary  disease,  and  it  is 
very  frequently  difficult  or  impossible  to  arrive  at  a 
satisfactory  diagnosis  without  extensive  and  prolonged 
study. 

The  character  and  location  of  abnormalities  observed 
on  fi'ms  of  the  chest  may  lead  the  experienced  observer 
to  suspect  either  tuberculosis,  malignant  tumor,  acute 
pu’monary  inflammation,  or  rarer  miscellaneous  condi- 
t ons.  The  astute  diagnostician  will  rarely  attach  an 
etiologic  label  to  a lesion  on  the  basis  of  roentgeno- 
graphic evidence  alone,  but  will  demand  more  direct 
proof  When  tuberculosis  is  suspected,  tuberculin  tests 
should  be  applied,  and  if  resu  ts  are  negative,  this  dis- 
ease is  usual  y excluded  from  further  serious  considera- 
tion. Positive  tuberculin  tests  are,  of  course,  less  signifi- 
cant under  most  c.rcumstances.  The  diagnosis  of  active 
tuberculosis  is  rarely  absolute  without  identification  of 
the  bacillus,  and  fortunately  this  can  be  accomplished 
much  more  frequently  now  than  in  former  decades.  In- 
active, latent  pulmonary  tuberculos's  may  be  a serious 
threat  to  the  patient's  future  and  frequently  requires  pro- 
longed observation  by  serial  roentgenograms  for  many 
years  or  even  for  the  patient’s  lifetime.  Changing  le- 
sions, whether  improving  or  progressing,  are  more  sig- 
nificant than  lesions  which  remain  stable  over  the  years. 

PROMPT  INVESTIGATION 

Shadows  on  roentgenograms  of  the  chest  which  sug- 
gest malignant  tumors  demand  prompt  and  thorough  in- 
vestigation. Bronchoscopic  examination  frequently  is 
required  and  cytologic  examination  of  secretions  should 
be  undertaken  if  such  facilities  are  available.  Diagnostic 
thoracotomy  is  more  frequently  resorted  to  in  recent 
years  and  should  be  considered  when  the  experienced 
diagnostician  fears  malignant  disease  but  cannot  prove 
it  otherwise.  He  must  weigh  the  risk  of  operation  in 
comparison  with  the  risk  associated  with  delayed  diag- 
nosis. When  classical  x-ray  signs  of  pulmonary  malig- 
nancy appear,  the  disease  has  too  frequently  progressed 
beyond  the  stage  of  operability. 

Symptoms  and  findings  of  pneumonia  may  be  the 
result  of  an  obstructing  bronchiogenic  carcinoma,  and 
recurrent  pneumonia  in  the  same  lobe  or  segment  always 
arouses  suspicion  of  bronchial  obstruction.  I believe 
that  each  patient  with  pneumonia  should  be  observed 
by  x-ray  until  the  shadow  disappears.  This  is  especially 
true  of  males  in  the  cancer  age  range.  Bronchiogenic 
carcinoma  is  very  much  rarer  in  women  and  younger  in- 
dividuals, but  occasionally  an  adenomatous  tumor  of  a 
bronchus  may  produce  obstructive  pneumonia  in  such 
persons.  Pulmonary  abscess  also  frequently  is  caused 
by  bronchiogenic  carcinoma  and  must  not  be  dismissed 
without  complete  examination  to  exclude  this  possibility. 
Obstructive  pulmonary  inflammation  produced  by  car- 
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cinoma  may  respond  temporarily  to  penicillin  therapy  as 
dramatically  as  does  lobar  pneumonia  and  mislead  the 
clinician  into  serious  delay. 

COUGH  AND  EXPECTORATION 

Cough  and  expectoration  are  utterly  nonspecific 
symptoms  but  deserve  serious  consideration,  especially 
if  persistent  and  progressive.  Often  the  history  alone 
will  strongly  suggest  bronchiectasis,  asthmatic  bronchi- 
tis, or  the  functional  habit  cough  of  the  tense,  nerv- 
ously unstable  individual.  Bronchographic  studies  with 
iodized  oil  usually  are  required  when  the  bronchiecta- 
sis is  suspected,  and  methods  of  bronchography  have 
greatly  improved  in  recent  years.  Bronchographic  vis- 
ualization of  each  broncho-pulmonary  segment  is  neces- 
sary before  pulmonary  resection  for  bronchiectasis  is 
considered. 

Hemoptysis  is  a justifiable  cause  for  alarm  by  patient 
and  doctor.  Every  reasonable  effort  should  be  made 
to  explain  the  reason  for  hemoptysis  and  usually  this 
can  be  accomplished  successfully.  Frequently  it  is  nec- 
essary to  resort  to  bronchoscopy  and  bronchography  in 
addition  to  usual  roentgenographic  and  bacteriologic  in- 
vestigations. 

The  symptoms  of  stridor  and  persistent  hoarseness 
often  require  thorough  examination  of  the  lungs  as  well 
as  of  the  larynx.  Dyspnea  is  a symptom  difficult  to  an- 
alyze but  often  a carefully  detailed  history  and  physical 
examination  will  reveal  whether  the  basis  is  cardiac  or 
pulmonary. 

Pleural  effusion  always  signifies  serious  disease  and 
an  exact  etiologic  diagnosis  should  be  sought  assidiously, 
and  if  not  found,  tuberculosis  should  be  the  working 
diagnosis.  Tuberculous  effusions  may  be  associated 
with  very  abrupt  symptoms,  closely  simulating  those  of 
an  acute  infection  and  leading  to  suspicion  of  pneumonia 
with  pleurisy. 

BAFFLING  SYMPTOMS 

Thoracic  pain  is  often  a baffling  symptom  arous- 
ing great  apprehension,  even  when  not  due  to  serious 
disease.  Vague,  shifting,  recurrent  aching  distress  in 
the . chest  is  a very  common  symptom  in  healthy  indi- 
viduals and  may  well  belong  to  that  troublesome  assort- 
ment of  "rheumatic  ’ complaints.  When  thorough  exam- 
ination reveals  no  disease  and  confident  reassurance  is 
given  by  the  physician,  this  symptom  often  nearly  or 
quite  disappears,  lending  confirmation  to  the  belief  that 
the  psychosomatic  factor  is  important.  To  call  all  vague 
thoracic  pains  "pleurisy”  is  a serious  misnomer  in  my 
opinion.  The  symptoms  of  true  pleuritis  are  not  diffi- 
cult to  recognize  and  may  signify  such  serious  diseases 
as  pulmonary  embolism,  pneumonia,  tuberculosis,  or  ma- 
lignant disease. 

Most  thoracic  complaints  are  first  presented  to  the 
general  practitioner,  and  it  is  very  heartening  to  note 
the  keen  interest  and  accurate  judgment  of  many  general 
practitioners  in  dealing  with  diseases  of  the  chest.  I be- 
lieve that  the  recent  and  future  developments  in  the  field 
of  diseases  of  the  chest  have  greatly  complicated  the 
diagnosis  and  management  of  such  disorders.  However, 
the  steadily  increasing  effectiveness  with  which  thoracic 
diseases  may  be  treated  adds  to  the  interest  and  sense  of 
satisfaction  enjoyed  by  the  attending  physician,  and  con- 
tributes materially  to  the  length  of  life,  happiness,  and 
productivity  of  the  patient. 

**  Abstract  of  lecture  delivered  before  tbe  New  Mexico 
Clinical  Society  on  January  14,  1949. 


Periarteritis  Nodosa:  A Brief  Resume 

Periarteritis  nodosa  is  a disease  of  vascular  origin, 
characterized  by  occlusion  of  the  lumen  of  medium-sized 
arteries  by  thrombus,  thickening  of  arterial  wall,  princi- 
pally the  media;  aneurysm  formation;  and  rupture  of 
artery  with  hemorrhage.  As  a result  of  impairment  of 
blood  supply,  tissues  and  organs  nourished  by  these 
arteries  are  affected  with  inflammatory  and  later  de- 
generative changes. 

Rich  and  others  have  shown  that  this  reaction  results 
as  a sensitivity  phenomenon.  Such  sensitivity  has  been 
reported  following  use  of  sulfonamides,  thiouracil,  qui- 
nine, and  aspirin,  and  could  conceivably  occur  as  an 
allergic  response  to  any  drug  or  bacterial  organism. 

PROTEAN  DISEASE 

As  arteries  anywhere  in  the  body  may  be  involved, 
the  disease  is  protean  in  its  manifestations.  The  most 
common  symptoms  are  referable  to  the  tissues  or  organs 
most  commonly  involved.  These  symptoms  have  been 
adequately  outlined  previously  (1). 

Non-specific  symptoms  and  signs,  such  as  weakness, 
tachycardia,  fever,  loss  of  weight,  leukocytosis,  anemia, 
and  emaciation,  are  commonly  seen.  Because  of  the 
high  incidence  of  renal  involvement,  hematuria,  albu- 
minuria, edema,  hypertension,  uremia,  and  nocturia  are 
frequent.  Cardiorespiratory  and  gastro-intestinal  symp- 
toms are  less  frequent,  but  are  important  parts  of  the 
course  of  the  disease  in  some  instances. 

Of  the  nervous  system  symptoms,  neuritis  is  the 
most  common,  occurring  in  ^>ver  fifty  per  cent  of  the 
cases.  Headache,  coma,  atrophy,  sensory  involvement, 
visual  disturbances,  vertigo,  and  convulsions  occur  in 
decreasing  frequency.  Eosinophilia,  skin  changes  such 
as  purpura,  and  palpable  nodules  are  valuable  diagnostic 
findings  when  present,  but  they  occur  in  only  36  per  cent, 
21  per  cent,  and  14  per  cent  of  the  cases,  respectively. 

CASES  CITED 

The  symptoms  of  most  interest  to  physicians  pri- 
marily interested  in  rheumatism  are  pain,  stiffness,  and 
swelling  of  joints.  Eight  of  14  cases  of  periarteritis  no- 
dosa previously  reported  from  the  University  Hospital, 
Ann  Arbor,  Michigan,  developed  one  or  more  of  these 
symptoms  during  the  course  of  the  disease.  Since  pub- 
lication of  that  series,  one  other  of  the  14  cases  (case  12) 
has  subsequently  developed  rheumatoid  arthritis  but 
is  otherwise  getting  along  nicely  now,  ten  years  after 
the  onset  of  the  disease.  Thus  in  this  series  of  cases, 
64  per  cent  developed  some  evidence  of  arthritis. 

It  is  of  further  interest  that  one  patient  in  this  series 
(case  14)  W is  now  feeling  well,  nine  years  after  the 
onset  of  his  periarteritis  nodosa. 

These  two  cases  would  indicate  that  the  prognosis 
in  periarteritis  nodosa  is  not  always  as  bad  as  previously 
indicated.  Many  patients  with  bizarre  symptoms  and 
manifestations  for  a while,  probably  have  mild  cases  of 
periarteritis  nodosa  from  which  they  recover,  the  disease 
never  having  been  suspected  or  proven  by  biopsy. 

By  GEORGE  M.  JONES,  JR.,  M.D.,  F.A.C.P.,  Dallas,  Texas 
1 — Jones,  Geo.  M. : Periarteritis  Nodosa:  With  Case  Re- 
ports, Ann.  lilt.  Med.,  16  : 920-940,  May,  1942. 

* — Resume  of  a paper  presented  to  the  Texas  Rheumatism 

Association,  San  Antonio.  Texas,  May  2,  1949. 

From  the  Department  of  Medicine,  Southwestern  Medi- 
cal College,  Dallas,  Texas. 
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Effect  of  a Hormone  of  the  Adrenal  Cortex 
( 17-Hydro-l  1 -Dehydrocorticosterone: 
Compound  E)  and  of  Pituitary 
Adrenocorticotropic  Hormone  on 
Rheumatoid  Arthritis 

“Compound  E has  been  administered  to  H patients 
with  severe  or  moderately  severe  rheumatoid  arthritis. 
In  each  case  improvement  in  clinical  features  and  in 
sedimentation  rates  began  to  occur  within  a few  days. 
When  administration  of  the  hormone  was  discontinued, 
the  disease  generally  relapsed  promptly.  Essentially 
similar  clinical  results  accompanied  by  various  biochemi- 
cal effects  were  obtained  from  the  administration  of  the 
pituitary  adreno-corticotropic  hormone  (ACTH)  to  two 
patients  . . . 

Selection  of  Patients. — Since  the  fall  of  1948  we  have 
given  compound  E more  or  less  continuously  to  5 rheu- 
matoid patients,  and  for  periods  of  eight  to  sixty-one 
days  to  9 other  patients;  a total  of  14  patients.  None 
had  mild  or  moderate  disease.  All  had  ‘moderately  se- 
vere’ or  ‘severe’  chronic  polyarticular  rheumatoid  arthri- 
tis of  four  and  a half  months’  to  five  years'  duration, 
not  satisfactorily  responsive  to  much  previous  therapy. 
Three  patients  whose  disease  was  of  relatively  short 
duration  ( 4.5,  5 and  5 months)  were  already  considered 
disabled  by  rapidly  progressive  arthritis. 

“In  earlier  cases  the  total  dose  of  Compound  E used 
on  the  first  day  was  the  same  (100  mg.)  as  that  used  on 
later  days.  One  hundred  milligrams  of  E acetate  is  the 
chemical  equivalent  of  about  89  mg.  of  Compound  E. 
Because  of  the  slightly  higher  molecular  weight  and 
s'ower  absorbability  of  the  acetate,  we  administered  in 
later  cases  300  mg.  of  acetate  on  the  first  day,  and 
usually  100  mg.  daily  thereafter  . . . 

In  each  of  the  14  patients  the  initial  results  were  as 
follows:  Within  a few  days  there  was  marked  reduction 
of  stiffness  of  muscles  and  joints,  lessening  of  articular 
aching  or  pain  on  motion  and  tenderness,  and  significant 
improvement  of  articular  and  muscular  function  . . . The 
appetite  often  was  rapidly  improved  . . . Improved 
strength  frequently  was  noted.  Several  patients  stressed 
the  loss  of  the  ‘toxicity’  of  the  disease  and  experienced 
a marked  sense  of  well-being  ...  In  every  case,  when 
Compound  E or  its  acetate  was  employed,  sedimentation 
rates  decreased  markedly;  . . . Most  rates  became  nor- 
mal within  ten  to  thirty-five  days,  . . . When  serum  glo- 
bulin was  increased  and  albumin-globulin  ratios  were 
low  or  reversed,  the  use  of  Compound  E,  if  continued 
longer  than  a few  days,  lowered  concentrations  of  globu- 
lin and  normalized  albumin-globulin  ratios. 

“It  is  of  course  most  unfortunate  that  the  currently 
available  amounts  of  Compound  E and  of  adrenocortico- 
tropic hormone  are  so  small  and  may  remain  so  for 
months  to  come.  The  production  of  Compound  E by 
partial  synthesis  is  being  expanded;  total  synthesis  may 
be  an  eventuality.  The  supply  of  adrenocorticotropic 
hormone,  a complex  protein,  depends  on  the  availability 
of  pituitary  glands.  Opportunities  to  enlarge  widely  the 
scope  of  these  investigations  in  the  near  future  appear 
to  depend  on  improvements  in  the  production  of  Com- 
pound E.“ — Hench,  P.S.,  Kendall,  E.C.,  Slocumb,  C.H., 
and  Polley,  H.F.,  Proc.  Staff  Meetings  Mayo  Clinic 
24:181  (Apr.  13),  1949. 


Venous  Thrombosis 
And  Pulmonary  Embolism 

“Up  to  January  1,  1948,  over  2600  patients  at  the 
Massachusetts  General  Hospital  have  had  specific  ef- 
forts made  to  prevent  or  treat  thrombosis  and  embolism. 

. . . General  prophylactic  measures  only  were  used  in 
most  patients  under  the  age  of  30.  Specific  treatment 
was  indicated  in  a few  of  these  because  of  the  previous 
history  of  phlebitis  or  the  type  of  lesion  present.  Thera- 
peutic specific  measures  were  carried  out  when  indica- 
dons  of  thrombosis  or  infarct  occurred. 

"Four  hundred  and  ninety-six  patients  between  the 
ages  of  40  and  65  were  treated  prophylactically  by  small 
coses  of  dicumarol  postoperatively.  None  of  these  died 
of  pulmonary  embolism.  . . . We  believe  that  anticoagu- 
lants cannot  be  safely  used  empirically  (because  of  hem- 
orrhagic danger)  and  that  careful  laboratory  and  c.inical 
control  is  necessary. 

“Prophylactic  bilateral  superficial  femoral  vein  in- 
terruption was  done  on  871  patients  whose  age,  debility 
or  disease  indicated  that  a high  per  centage  of  them 
would  be  likely  to  develop  thrombosis  of  the  leg  veins. 
Of  these,  four  died  subsequently  of  pulmonary  em- 
bolism. This  was  a highly  vulnerable  group  of  patients 
and  based  on  comparative  experience  there  might  have 
been  expected  37  deaths  from  embolism. 

“One  thousand  two  hundred  and  sixty  patients  were 
treated  by  phlebotomy,  thrombectomy  and  femoral  vein 
interruptions  after  signs  or  symptoms  indicated  that 
thrombosis  had  occurred.  Of  these  six  died  of  further 
emboli.  ...  In  a small  per  centage  of  these  patients  an- 
ticoagulants and  lumbar  sympathetic  procaine  blocks 
were  also  used.” — Allen,  A.  W..  Donaldson,  G.  A.,  Bull. 
New  York  Acad.  Med.  24:619,  1948. 


Attend  the 

Southwestern  Medical 
Association  Conference 

NOVEMBER  9-12 

IN  ALBUQUERQUE,  NEW  MEXICO 


For  Reservations  Write  To: 

Dr.  A.  H.  Follingstead 
c o Albuquerque  Chamber  of  Commerce, 
Albuquerque,  New  Mexico 
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Pseudohemophilia 

"The  diagnosis  of  pseudohemophilia  is  not  difficult. 
The  discovery  of  signs  of  abnormal  clinical  bleeding  in 
the  presence  of  a prolonged  bleeding  time  with  normal 
platelets  and  normal  coagulation  time  would  indicate 
pseudohemophilia.  There  is  commonly  a family  history 
of  the  disease,  although  this  is  not  always  present.  . . . 
There  is  some  variability  in  the  result  of  the  tourniquet 
test,  prothrombin  activity  and  clot  retraction.  Clot  re- 
traction and  prothrombin  activity  are  usually  within 
normal  limits  . . . Either  sex  transmits  the  disease.  Either 
male  or  female  may  be  afflicted.  . . . 

"Therapy”.  Pressure  dressings,  local  thrombin, 
thromboplastin,  calcium,  vitamin  C,  hykinone,  oxycel, 
tannic  acid  packs,  snake  venom,  intramuscular  whole 
blood,  citrated  blood  transfusions,  and  direct  whole  blood 
transfusions  have  all  been  used  in  an  effort  to  halt 
bleeding.  All  appear  to  have  had  no  effect  with  the  ex- 
ception of  pressure  dressings  and  direct  whole  blood 
transfusions.  Citrated  blood  has  had  no  effect  in  caus- 
ing cessation  of  bleeding,  but  . . . direct  blood  trans- 
fusions appear  to  have  a direct  effect  on  stopping  bleed- 
ing."'— Halliwell,  H.  L..  and  Brigham.  L.,  Ann.  Int.  Med. 
29:803,  1948. 


Men's  Clothes 

Ready  Made  and  Made-to-Measure 

BLUMENTHAL’S 

The  Southwest’s  Leading  Men’s  Shop 
Pioneer  Plaza  El  Paso,  Texas 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 

The  White  House 


El  Paso,  Texas 


ADVERTISE  IN 
SOUTHWESTERN  MEDICINE 

Serving  1900  Accredited  Physicians 
in  The  Southwest 

310  North  Stanton  Street,  El  Paso,  Texas 


Dutton’s  Laboratory 

L.  O DUTTON,  M.  D.,  DIRECTOR 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 


Clinical  and  Pathological  Procedures: 

SEROLOGY  CHEMISTRY 

CLINICAL  MICROSCOPY 

BACTERIOLOGY  HEMATOLOGY 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 


TURNER’S 
CLINICAL  & X-RAY 
LABORATORIES 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 
PATHOLOGY 

X-RAY  DIAGNOSIS 
X-RAY  THERAPY 

RADIUM  THERAPY 

GEORGE  TURNER,  M.D. 

DELPHIN  VON  BRIESEN,  M.D. 

H.  F.  HESLINGTON,  M.D. 

WILLIAM  D.  FLEMING,  M.D. 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 


SOUTHWESTERN  MEDICINE 


3 AGE  201 
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With  the  price  of  Perandren 
only  75  of  its  original  cost, 
you  now  can  make  available 
to  a wider  group  of  patients 
the  anabolic  effects  as  well  as 
the  specific  sexua!  effects  of 
Ciba’s  brand  of  Testosterone 
Propionate,  U.S.P.  XIII.  Write  for 
clinical  reports  and  literature. 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


PERANDREN.  T.M.  Reg.  D.  S.  Pat.  Off.  z/ibi4m 
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MAICO  OF  EL  PASO 

★ Hearing  Aids  ★ Audiometers  ★ Stethetrone 

MRS.  EDNA  MILLS,  DISTRIBUTOR 


looi  mills  bldg. 


3-5572 


ischbein  iBros. 

Custom  Tai  lors 


309  N OREGON 


EL  PASO,  TEXAS 


COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-66251 


HOTEL  DIEU 

El  Paso's  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


Prompt  24-Hour 

Martin  Ambulance  Service 


710  N.  Stanton 


El  Paso,  Texas 


HARDING  AND  ORR 

Ambulance  Service 


Exclusive  Home  Of 

Kuppenheimer  Clothing 
MEN’S  STORE 

Popular  Dry  Goods  Co. 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO.  TEXAS 


320  Montana 


3-1646 


El  Paso,  Texas 


GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Delivery 
Phone  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


It’S 

Sweeney’s 

FOR  PRESCRIPTIONS 

MILLS  BLDG  — PHONE  3-4445  — EL  PASO.  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician’s  Phone  to 
Prescription  Department  - 3-2352 


FREE  DELIVERY 


r 

1 

H 

Mannitol 

exanitrat 

e J 

L 

A 

THE  TEOTEHE  TRIANGLE  for  long  term  use 


Teotine  gives  die  combined  relief  of:  mannitol  hexanitrate , 
vasodilator,  causing  4-  to  6-hour  fall  in  blood  pressure, 
and  often  relief  from  the  pain  of  angina  pectoris; 
theobromine , a complement  to  mannitol,  affording 
prolonged  vasodilation  and  diuretic  action,  with  freedom 
from  side  effects  and  a tendency  to  decrease  anginal  attacks; 
phenobarbital , to  ease  typical  tension  states  of  hypertensive 
patients,  and  enhance  effect  of  the  other  two  drugs. 

For  continuous  medication  in  chronic  angina  and  arterial 
hypertension,  clinical  experience  endorses  Teotine. 

/ Teotine-Dorsey 

Each  Teotine  Tabled  contains: 


MANUFACTURERS  OF  AL-SI-CAL  POWDER  • DORSEY 
CAL-VATINE  TABLET  • DORSEY 
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Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


We  Carry  A Complete  Line  Of 

DIABETIC  FOODS  AND  SUPPLIES 
McKee’s  Prescription  Pharmacy 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-269S 


Serving 

THE  NEEDS  OF  BUSINESS  AND 
PROFESSIONAL  MEN 

Since  1881 


BANK 


OF  EL  PASO 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORP. 


I# 


Brace  & Limb  Co. 

( Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


FOR  THE  CONSERVATIVE  INVESTOR 
WE  RECOMMEND 
EL  PASO  ELECTRIC  CO.  common 

Harold  S.  Stewart  and  Co. 

Investment  Securities 

1203  Bassett  Tower  El  Paso 


TAYLOR-SIMPKINS,  Inc. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights,  call  5-0359,  or  Physicians’  Exchange  2-2474 


Lithographing,  Addressing  and  Mailing  Service 
806  N.  Kansas  s 2-5071  ' — - El  Paso,  Texas 


0/ 


PRINTING  CO. 

506  N.  KANSAS 


DIAL  2-3811 

For  the  Best  in 


COMMERCIAL  PRINTING 
tor  all  Purposes 


Physicians  and  Hospital  Records 
Accurate  Filing  Easy  Finding 

For  Simplicity  and  Efficiency 
Use 

Acme  Visible  Records 
System 

A Correct  Form  for  Every  Purpose 

FIELD-PARKER  COMPANY 

310  Texas  St.  El  Paso,  Texas 
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W'  CERTBFIE 


CERTIFIED 
MILKS  . . . 


Certified  Holstein 
Certified  Goat’s 
Certified  Fat-Free 


ARE 


PURE,  WHOLESOME 
AIDS  TO  HEALTH! 

Protected  27  different  ways  for  highest  quality 
and  purity.  We  stand  behind  our  slogan. 


IF  IT’S 


IT’S  PURE” 


FOR  SMOOTH 
MUSCLE 
RELAXATION 


The  Antispasmodic 


Combining 

Potency 


with 


Safety 


synthetic  drug, 
providing  a potent 
antispasmodic  action 


In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 


Available  in  plain  tablets  or  with  V4  Gr.  Phenobarbital. 

MISSION 
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; TRUETT  L MADDOX,  D.  D,  S.  ! 

1 ORAL  SURGERY  J 

> 10  31  FIRST  NATIONAL  ELDG  EL  PASO,  TEXAS  < 

S.  A.  SCHUSTER,  M.  D.  S 

newton  f.  WALKER,  m.  d. 

F.  P.  SCHUSTER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

FIRST  NATIONAL  BLDG  2-14  95  EL  PASO.  TEXAS  j1 

| DRS.  MASON,  HART  AND  BOVERIE  | 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY  | 

j 310  BANNER  BLDG  3-4478  EL  PASO,  TEXAS  J 

0.  J.  SHAFFER,  D.D.S  , F.A.C.D. 

ORAL  SURGERY  j 

1101  First  National  Bldg.  3-6742  El  Paso,  Texas  S 

| BERNARD  L MELTON,  M.D.,  F.A.C.S.,  F.I.C.S.  | 

£ (CERTIFIED  BY  AMERICAN  BOARD  OF  OPHTHALMOLOGY)  ( 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OTOLARYNGOLOGY)  < 

S EYE.  EAR.  NOSE  AND  THROAT  \ 

\ DORSEY  R HOYT,  M.  D. 

) EYE,  EAR  NOSE  AND  THROAT  j 

) 605  PROFESSIONAL  BUILDING  3-8  209  PHOENIX.  ARIZ  • 

LESLiE  M SMITH.  MD  H D GARRETT,  M.D  j 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  'BLDG  3-6172  EL  PASO,  TEXAS  \ 

VINCENT  M RAVEL,  M.D. 

( (Certified  by  American  Board  of  Radiology) 

| X-RAY  AND  RADIUM  | 

$ MILLS  BUILDING  2-3459  | 

$ AND 

? 800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS  ; 

M.  P SPEARMAN,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY  S 

EYE  - EAR  - NCSE  - THROAT  ) 

FIRST  NATIONAL  BLDG  2-6011  EL  PASO,  TEXAS  C 

| ROSS  W RISSLER,  M D 

( (CERTIFIED  3Y  TH  AMERICAN  BOA'>D  OF  INTERNAL  MEDICINE) 

£ INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W WOLLMANN,  M.  D„  F.  A.  C S. 

f (CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

, (Certif'ed  by  American  Board  of  Urology)  S 

; UROLOGY  ? 

] 816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS  ( 

< GENERAL  SURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

$ INTERNAL  MEDICINE 

( 2001  GRANT  AVE.  3-1601  EL  PASO,  TEXAS 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S.  j 

GENERAL  DENTISTRY 

| CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

S.  PERRY  ROGERS,  M.D. 

S ORTHOPEDIC  SURGERY 

f 202  Banner  Building  3-3551  El  Paso,  Texas 

; W.  E.  VANDEVERE,  M.  D„  F.  A.  C.  S. 

> 1 OPHTHALMOLOGY  AND  ( 

) DIPLOMATE  AMERICAN  BOARDS  OF  J 

) ) OTOLARYNGOLOGY  i 

> PRACTICE  LIMITED  TO 

[ OPHTHALMOLOGY 

J 1001  FlPST  NATIONAL  BLDG.  EL  PASO,  TEXAS  ! 

WILLARD  W.  SCHUESSLER,  M.  D. 

< DIPLOMATS  AMERICAN  BOARD  OF  PLASTIC  SURGERY 

( PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

( 1415  FIRST  NATIONAL  BLDG  EL  PASO,  TEXAS 

» L E Wilcox,  M D Russell  L Deter,  M.  D. 

! DRS.  WILCOX  AND  DETER 

| GENERAL  AND  THORACIC  SURGERY  ! 

> 1200  FIRST  NATIONAL  3LDG.  2-6  529  EL  PASO,  TEXAS  < 
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J.  A.  BAUCHERT,  D.M.D. 
GENERAL  DENTISTRY,  X-RAYS 

ROBERT  EHRLICH,  M.D. 

| PRACTICE  LIMITED  TO  PROCTOLOGY  ? 

c 1009  Mills  Bldg.  3-1051  El  Paso,  Texas  j 

C 1 

! 831  FIRST  NATIONAL  BLDG.  3-8631  EL  PASO,  TEXAS  S 

CLEMENT  C.  BOEHLER,  M.  D„  F.A.C.S.  < 

Diplomats  American  Board  Obstetrics  and  Gynecology 

LESTER  C.  FEENER,  M.  D„  F.  A.  C.  P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE  ( 

Practice  Limited  to  Obstetrics  and  Gynecology  < 

s ioib  mtls  building  el  paso,  Texas  j 

INTERNAL  MEDICINE  c 

> Cardiovascular  Diseases 

> 4 Cl- 3 BANNER  BLDG.  EL  PASO,  TEXAS  j 

DRS.  BRECK,  BASOM  AND  LEONARD 

H.  M.  GIBSON,  M.  D. 

J PRACTICE  LIMITED  TO 

) ORTHOPAEDIC  SURGERY 

> PRACTICE  LIMITED  TO  UROLOGY 

< 5 20  MONTANA  STREET  3-1671  EL  PASO.  TEXAS  ] 

) 20  9 MEDICAL  ARTS  BLDG  2-68  4 4 EL  PASO,  TEXAS  < 

BASIL  K.  BYRNE,  M.  D. 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S, 

( PEDIATRICS  i 

GENERAL  and  GYNECOLOGICAL  SURGERY 

) 8 00  MONTANA  STREET  3-16  51  EL  PASO,  TEXAS  < 

> 1225  FIRST  NATIONAL  8.9.  2-9032  EL  PASO,  TEXAS  < 

^ , < 

> Fred  C.  Hodges,  M D j.  M.  Hooks,  M.  D \ 

BRANCH  CRAIGE,  M.  D. 

(CERTIFIED  BY  AMERICAN  BcARD  OF  INTERNAL  MEDICINE) 

| HODGES  AND  HOOKS 

INTERNAL  MEDICINE 

| ORTHOPEDIC  CLINIC 

j 800  Montana  Street  3-6931  el  paso,  Texas  ' 

► 14  4 2 N 3FD  STREFT  ABILENE,  TEXAS  , 

WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S.  | 

(Certified  by  American  Board  of  Urology)  < 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

PRACTICE  LIMITED  TO 

NEUROLOGICAL  SURGERY 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

S 215  FIRST  NATIONAL  BLDG  EL  PASO,  TEXAS  < 

i Medical  Arts  Building — Suite  300 

, 415  YANDELL  eCULEVARD  3-5582  EL  PASO,  TEXAS 

L.  0.  DUTTON,  M.  D, 

ALLERGY  \ 

1 G.  H JORDAN,  M D , F.A.C.S.  C.  E.  WEBB,  M.D.,  F.A.C.S. 

! DRS.  JORDAN  AND  WEBB 

( < 

> DIPLOMATES  AMERICAN  BOARD  OF  SURGERY 

L 616  MILLS  BLGD  2-3671  EL  PASO,  TEXAS  < 

[ GENERAL  AND  GYNECOLOGICAL  SURGERY 

j i 

> 525  FIRST  NATIONAL  BLDG.  2-9412  EL  PASO,  TEXAS 

ORVILLE  E.  EGBERT,  M.  D„  F.  A.  C.  P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

! KENNETH  S.  KURITA,  M.D. 

) 

ALLERGY 

DISEASES  OF  THE  CHEST 

GYNECOLOGY  AND  OBSTETRICS 

1025  FIRST  NATIONAL  B'-NK  BLD3. 

EL  PASO.  TEXAS  i 

> 1017  FIRST  NATIONAL  BLDG.  2-9312  EL  PASO,  TEXAS 
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are  quickly  handled 


Lilly  specifications 


All  Lilly  products  are  as  close  to  you  and 
the  patient  as  your  telephone  and  the 
nearest  drug  store. 

There  is  seldom,  if  ever,  any  need  to  delay 
treatment  for  lack  of  a Lilly  item.  Adequate 
retail  stocks  are  encouraged  by  an  efficient 
system  of  distribution,  enabling  prompt  service 
to  pharmacies  from  near-by  wholesalers.  In 
every  part  of  the  country,  these  reserves  are 
never  more  than  a few  hours  away  from 
your  druggist. 

Easy  availability  of  Lilly  products  ensures 
that  your  Lilly  specification  will  be  quickly 
handled — as  requested. 


QUALITY 

RESEARCH 

ETHICS 


V 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


THIS  PRINTING;  2,200  COPIES 


For  the 

well  child,  for 
the  sick  child, 
and  for  the  child 
who  is  neither 
sick  nor  well 


ABDEC  DROPS 


contain  adequate  amounts  of  eight  important  vitamins  in  a clear, 
stable,  non-oily  and  non-alcoholic  solution  that  facilitates  rapid 
absorption  and  thorough  utilization. 


Comprehensive  multivitamin  ther- 
apy is  thus  available 

for  the  well  child,  as  a routine  meas- 
ure to  prevent  vitamin  deficiences  of 
even  minor  degree,  resulting  from 
common  transitory  aberrations  of 
eating  habits; 

for  the  sick  child,  particularly  dur- 
ing prematurity  and  anorexic  or  feb- 
rile states,  to  compensate  for  dimin- 
ished intake,  decreased  absorption  or 
heightened  utilization  of  vitamins; 

for  the  child  who  is  neither  sick 
nor  well,  where  subclinical  multiple 
vitamin  deficiences  may  be  respon- 


sible for  ill-defined  symptomatolo- 
gy and  general  below-par  condition. 

ABDEC  drops  are  supplied  in  15  cc. 
and  50  cc.  bottles  with  a calibrated 
dropper  for  accurate  dosage.  Each  0.6 
cc.  (10  minims)  contains  vitamin  A,  5000 
units;  vitamin  D,  1000  units;  vitamin  Bi, 
1 mg.;  vitamin  B2,  0.4  mg.;  vitamin  B«, 

1 mg.;  pantothenic  acid  (as  sodium  salt), 

2 mg.;  nicotinamide  5 mg.;  vitamin  C, 
50  mg. 

ABDEC  drops  may  be  placed  directly 
on  the  tongue  or  may  be  added  to  food 
or  formula.  Average  daily  dose  ( preferably 
given  at  a single  feeding)  is  0.3  cc.  (5 
minims)  for  infants  under  one  year,  and 
0.6  cc.  ( 10  minims}  for  older  children. 
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ORETON 


a 


high  dosage  and  sustained  action 

ORETON*  (Testosterone  Propionate  U.S.P.  XIII)  in  oil  for 
intramuscular  injection  in  male  hypogonadism  and  climacteric, 
functional  uterine  bleeding,  inhibition  of  lactation  and 
palliation  of  female  breast  carcinoma. 


moderate  and  maintenance  dosage 

ORETOIV-M*  Tablets  (Methyltestosterone  U.S.P.  XIII)  by 
mouth  in  mild  male  climacteric,  functional  dysmenorrhea, 
premenstrual  tension  and  relief  of  postpartum 
breast  engorgement. 


single  dose  with  continuous  action 

ORETON-F*  Pellets  (free  testosterone)  by  subcutaneous 
implantation  for  sustaining  therapy  in  eunuchism,  eunuchoidism 
and  in  some  cases  of  the  male  climacteric. 


convenient  buccal  administration 

ORETON  Buccal  Tablets  (Testosterone  Propionate  U.S.P.  XIII) 
in  PolyhydrolI  base  for  intraoral  administration  when 
high  dosage  is  desired  and  injection  therapy  is  not  feasible. 


local  application 

ORETON-M  Ointment  (Methyltestosterone  U.S.P.  XIII) 
for  percutaneous  application  in  certain  senile  skin  disturbances, 
especially  those  accompanied  by  pruritus. 

*<S 

fPoLYH ydrol  trade-mark  of  Schering  Corporatio 


CORPORATION  • BLOOMFIELD,  N.  J. 


ORETON 


what  are  you  looking  for 
in  fluoroscopic  equipment? 


WIDER  FLUOROSCOPIC  RANGE 


k FREEDOM  OF  MOVEMENT 


ONE  COMPACT  UNIT 


SAVES  FLOOR  SPACE 


• List  your  requirements  for  the  perfect  vertical  fluoroscope  ...  . then  check  against 
the  KELEKET  K-30.  Point  by  point,  you'll  find  everything  you  want.  Added  to  all  the 
operating  conveniences  and  construction  features  is  traditional  KELEKET  quality,  assuring 
many  years  of  more-than-satisfactory,trouble-free  operation.  Ask  your  KELEKET  Representative 
or  write  direct  for  a copy  of  Bulletin  1 1 2 to  make  your  point  by  point  check. 


SOUTHWESTERN  SURGICAL  SUPPLY  COMPANY 

414  Mills  St.  El  Paso,  Texas 

143  First  St.  Phoenix,  Arizona 

202  N.  Stone  St.  Tucson,  Arizona 


triple  attack 
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FOR  EXTENDED  MEDICATION 


Teonne  gives  the  combined  relief  of:  mannitol  hex- 
anitrate , vasodilator,  causing  4-  to  6-hour  fall  in 
blood  pressure,  and  often  relief  from  the  pain  of 
angina  pectoris;  theobromine,  a complement  to  man- 
nitol, affording  prolonged  vasodilation  and  diuretic 
action,  with  freedom  from  side  effects  and  a tend- 
ency to  decrease  anginal  attacks;  phenoharhital,  to 
ease  typical  tension  states  of  hypertensive  patients, 
and  enhance  effect  of  the  other  two  drugs. 

For  continuous  medication  in  chronic  angina  and 
arterial  hypertension,  clinical  experience  endorses  Teotine. 


Each  Teotine  Tablet  contains: 

Mannitol  Hexanitrate  . Va  gr. 

Theobromine  2 Vi  gr. 

Phenobarbital  % ar. 

(Warning:  May  be  habit  forming)  THE  SMITH-DORSEY  CO  • LINCOLN,  NEBRASKA  • BRANCHES  at  LOS  ANGELES  and  DALLAS 

Supplied  in  bottles  of  100 


THE  ORIGINAL  PRODUCT 


6 « 

Duracillin 

(Crystalline  Procaine  Penicillin  — G,  Lilly) 

introduced  procaine  penicillin  to  medicine.  This 
and  all  subsequent  Lilly  modifications  of  peni- 
cillin are  made  to  fulfill  the  first  requirement  of  a 
useful  drug — recovery  for  the  patient. 

Prompt,  ample,  and  sustained  penicillin  effect  in 
body  tissues  is  assured  by  careful  regulation  of 
crystal  size  and  vehicle. 

There  is  an  effective  form  of  'DuracilliiT  to  meet 
every  preference. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 


Detailed  information  and  literature  on 
'Duracillin’  are  available  from  your  Lilly 
medical  service  representative  or  will  be 
forwarded  upon  request. 
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SOUTHWESTERN  MEDICAL  ASSOCIATION  CONFERENCE 


The  joint  meeting  of  the  Southwestern  Medical  As- 
sociation, and  the  New  Mexico  Division  of  the  American 
Cancer  Society,  to  be  held  in  Albuquerque,  New  Mexico, 
Nov.  9th,  10th,  11th,  and  12th,  offers  unlimited  possi- 
bilities as  a post-graduate  “refresher’’  course.  The  com- 
mittee has  been  painstaking  in  its  efforts  to  select  out- 
standing essayists,  and  has  succeeded  in  formulating  a 
balanced  program,  from  which  each  individual  physician 
can  derive  definite  and  concrete  benefits. 

Scientific  medical  thought  progresses  so  rapidly  to- 
day that  it  is  exceedingly  difficult  for  the  busy  clinician 
to  keep  abreast  of  the  fast-flowing  tide.  Recently  at  the 
dedication  of  Farnsworth  Surgical  Building  in  Boston, 
Mass.,  the  distinguished  sociologist,  Chester  I.  Barnard, 
speaking  concerning  medical  education,  said,  in  part: 

“Another  lesson  involved,  and  one  not  peculiar  to 
the  medical  field  but  which  applies  to  every  professional 
field,  including  management  of  business,  is  that  the  edu- 
cation of  competent  professional  people  can  never  cease. 
Law  schools  do  not  turn  out  lawyers,  engineering  schools 


do  not  turn  out  engineers,  and  theological  schools  do 
not  turn  out  theologists.  Nor  do  medical  schools  turn 
out  doctors.  They  turn  out  people  trained  to  rapidly 
acquire  from  experience  the  best  way  to  handle  prob- 
lems with  which  they  are  concerned,  and  trained  to  also 
understand  the  scientific  language  which  they  have  to 
use. 

"Whatever  content  of  knowledge  is  involved  in  for- 
mal training  is  important  and  not  misleading  so  long  as 
there  is  not  much  damage,  or  only  a very  slow  change, 
in  the  content  of  that  knowledge:  but  when  we  are  con- 
fronted, as  we  are  today,  with  a constantly  changing 
scientific  structure  and  an  evolution  of  new  techniques 
so  rapid  that  one  of  our  major  problems  is  how  to  keep 
up  with  developments,  then  the  need  for  further  formal 
education  of  experienced  practitioners  becomes  para- 
mount.” 

The  integrity  and  the  wisdom  of  Mr.  Barnard’s  obser- 
vations are  unquestioned.  However,  formal  education, 
even  though  desirable,  is  difficult  to  obtain,  but  the  fa- 
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cilities  offered  in  Albuquerque  at  the  coming  confer- 
ence are  within  the  reach  of  each  and  every  practi- 
tioner in  the  surrounding  area.  Let’s  make  this  the  largest 
and  best  meeting  of  the  Southwestern  Medical  Associa- 
tion. 

The  committee  on  arrangements  present  the  follow- 
ing speakers: 

DONALD  M.  P1LLSBURY,  M.D.,  born  1902;  gradu- 
ated Nebraska  1926;  Professor  of  Dermatology  and 
Syphilology,  School  of  Medicine,  University  of  Penn- 
sylvania; Dermatologist  to  the  Hospital  of  the  Univer- 
sity of  Pennsylvania,  the  Children's  Hospital  of  Phila- 
delphia, the  Bryn  Mawr  Hospital;  Member  of  the  Syph- 
ilis Study  Section,  of  the  National  Institutes  of  Health; 
Member-at-Large  of  the  Section  on  Clinical  Investiga- 
tions of  the  Committee  on  Growth  of  the  National  Re- 
search Council 

HERBERT  F.  TRAUT,  M.D.,  born  1894;  graduated 
Johns  Hopkins  1923;  Professor  and  Chairman  of  De- 
partment of  Obstetrics  and  Gynecology,  University  of 
California  Medical  School;  Consulting  Obstretician  and 
Gynecologist,  San  Francisco  Hospital;  Visiting  Gynecol- 
ogist, Laguna  Honda  Home,  San  Francisco;  Consulting 
Obstetrician  and  Gynecologist,  Langley  Porter  Clinic, 
San  Francisco.  He  will  speak  on  "The  Use  of  the  Vagi- 
nal Smear  in  General  Gynecological  Diagnosis”  and 
"Bleeding  in  the  Third  Stage  of  Labor.” 

ELMER  BELT,  M.D.,  born  1893;  graduated  Univer- 
sity of  California  1920;  Attending  Urologist:  Hospital  of 
the  Good  Samaritan,  Los  Angeles;  Hollywood  Presby- 
terian Hospital,  Los  Angeles;  Cedars  of  Lebanon  Hos- 
pital, Los  Angeles;  St.  John’s  Hospital,  Santa  Monica; 
St.  Francis’  Hospital,  Lynwood;  Union  Pacific  Railway, 
Los  Angeles.  Consultant  in  Urology:  Orange  County 
Hospital:  Ventura  County  Hospital;  Children’s  Hospital, 
Los  Angeles;  Orthopaedic  Hospital,  Los  Angeles;  Phy- 
sicians and  Surgeons  Hospital,  Glendale.  He  will  talk 
on  "Radical  Removal  of  the  Bladder  with  Transplanta- 
tion of  the  Ureters”  and  "Office  Urology.” 

KENNETH  D.  A.  ALLEN,  M.D.,  born  1889;  gradu- 
ated University  of  Pennsylvania  1916;  Associate  Pro- 
fessor of  Radiology  University  of  Colorado;  President 
of  the  Rocky  Mountain  Radiological  Society;  Formerly 
Senior  Consultant  in  Radiology  U.  S.  Army,  European 
Theater,  World  War  II.  He  will  talk  on  "Practical 
Considerations  of  Carcinoma  of  Cervix  Uteri’  'and 
" Scout’  X-ray  Study  of  the  Abdomen.  Its  Value  to  a 
General  Practitioner." 

WILLIAM  BOYD,  M.D.,  born  1885;  graduated  Uni- 
versity of  Edinburgh,  1908;  Professor  of  Pathology  and 
Bacteriology,  University  of  Toronto;  Pathologist,  To- 
ronto General  Hospital,  Toronto,  Ontario;  World  re- 
nowned author.  He  will  speak  on  "The  Spread  of  Tu- 
mors" and  "Glomerulonephritis.” 

OTTO  C.  BRANTIGAN,  M.D.,  born  1904;  gradu- 
ated Northwestern  1934;  Professor  of  Clinical  Surgery 
and  Professor  of  Surgical  Anatomy,  University  of  Mary- 
land School  of  Medicine;  Chief  of  Thoracic  Surgery,  Uni- 
versity Hospital,  Baltimore,  Maryland;  Surgeon-in-Chief, 
Baltimore  City  Hospitals.  He  will  speak  on  "Carcinoma 
of  the  Lung  and  "The  Surgical  Treatment  of  Peptic 
Ulcers.” 

EVANS  W.  PERNOKIS,  M.D.,  born  1898;  gradu- 
ated Harvard  Medical  School  1923;  Associate  Professor 
of  Medicine,  University  of  Illinois  Medical  School;  At- 
tending Physician  of  Presbyterian  Hospital,  Chicago; 
Attending  Physician  of  Cook  County  Hospital,  Chicago. 
He  will  speak  on  Leukemia  and  "The  Treatment  of 
the  Anemias.” 

E.  T.  BELL,  M.D.,  born  1880;  graduated  University 
of  Missouri  1903;  Professor  and  Head  of  the  Department 
of  Pathology,  University  of  Minnesota  1920  to  1949, 


retired  June  I949C  Author  of  a Textbook  of  Pathology, 
now  in  its  sixth  edition;  Author  of  a monograph  of  Renal 
Diseases;  Many  papers  on  renal  diseases  published;  Re- 
search on  diabetes  now  in  progress.  He  will  talk  on 
"Experimental  Production  of  Cancer”  and  "Pathology 
of  Diabetes  Mellitus." 

HERBERT  WILLY  MEYER,  M.D.,  born  1896;  grad- 
uated Columbia;  Professor  of  Clinical  Surgery,  Post- 
Graduate  Medical  School,  New  York  University,  Belle- 
vue Medical  Center;  Visiting  Surgeon,  Fourth  Surgical 
Division,  Bellevue  Hospital,  New  York;  Associate  At- 
tending Surgeon,  Lenox  Hill  Hospital,  New  York.  He 
will  talk  on  "Cancer  of  the  Breast,”  “Diaphragmatic 
Hernia  ",  and  "Perforations  of  the  G.  I.  Tract.” 

WILLIAM  A.  H.  RETTBERG,  M.D.,  born  1907; 
graduated  University  of  Colorado  1935;  Assistant  Pro- 
fessor of  Medicine,  University  of  Colorado  School  of 
Medicine;  Director  of  Hematology,  University  of  Colo- 
rado Medical  Center.  He  will  speak  on  "Indications 
for  Antibiotics." 

ALLAN  M.  BUTLER,  M.D.,  born  1894;  graduated 
Harvard,  1926;  Professor  of  Pediatrics,  Harvard  Medical 
School,  Boston,  Mass.;  Chairman,  Council,  American 
Pediatric  Society;  Vice-Chairman,  Physicians  Forum; 
Vice-Chairman,  Committee  for  the  Improvement  of 
Medical  Care,  Inc.;  Member  of  Editorial  Board,  Pediat- 
rics, Quarterly  Views  of  Pediatrics,  Advances  in  Pedi- 
atrics, Annual  Review  of  Medicine.  He  will  talk  on 
"Parenteral  Fluid  Therapy”  and  "Diabetes.” 

Many  Firms  To  Exhibit 
At  S.W.M.A.  Conference 

An  unusually  fine  and  varied  group  of  pharmaceuti- 
cal, surgical  and  commercial  displays  are  already  as- 
sured for  the  Conference  of  the  Southwestern  Medical 
Association  which  will  be  held  in  Albuquerque  Novem- 
ber 9-12. 

No  less  than  20  firms  have  reserved  exhibit  space  in 
the  Hilton  Hotel,  headquarters  for  the  Conference,  by 
August  20,  Dr.  Bennett  F.  Roberts,  chairman  of  exhib- 
its, has  announced. 

Many  more  are  expected  to  make  reservations  before 
the  Conference  begins,  Dr.  Roberts  said. 

The  20  companies,  which  have  already  scheduled  ex- 
hibits, are: 

G.  W.  Carnrick  Co.,  Newark,  New  Jersey. 

E.  R .Squibb  & Sons,  Long  Island  City,  N.  Y. 

C.  B.  Fleet  Co.,  Lynchburg,  Virginia. 

G.  D.  Searle  & Co.,  Chicago,  Illinois. 

Ciba  Pharmaceutical  Products,"  Inc.,  Summit,  New 
Jersey. 

Mead  Johnson  & Co.,  Evansville,  Indiana. 

Mission  Pharmacal  Company,  San  Antonio,  Texas. 

W.  B.  Saunders  Co.,  Philadelphia,  Pa. 

Lanteen  Medical  Laboratories,  Inc.,  Chicago,  111. 

A.  H.  Robbins  Co.,  Richmond,  Virginia. 

Eli  Lilly  & Co.,  Indianapolis,  Indiana. 

Schering  Corporation,  Bloomfield,  New  Jersey. 

Bilhuber-Knoll  Corporation,  Orange,  New  Jersey. 

Don  Baxter,  Inc.,  Glendale,  Calif. 

A.  S.  Aloe  Co.,  St.  Louis,  Missouri. 

Maico  Hearing  Aid,  Phoenix,  Arizona. 

Blair  Surgical  Supply  Co.,  Inc.,  Tucson,  Arizona. 

Sandoz  Chemical  Works,  Inc.,  San  Francisco,  Cali- 
fornia. 

General  Electric  X-Ray  Corporation,  Dallas,  Texas. 

The  J.  Durbin  Surgical  Supply  Co.,  Denver,  Colo. 
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“KTENOLOGY,”  THE  SCIENCE  OF  KILLING 


Dr.  Leo  Alexander,  formerly  consultant  to  the  Secre- 
tary of  War,  on  duty  with  the  Office  of  the  Chief  Council 
for  War  Crimes,  Nuremberg,  United  States  Zone  of 
Germany,  during  the  years  1946  and  1947,  proposed  the 
term  "ktenology”  which  in  itself  means,  "the  science  of 
killing.”  Dr.  Alexander  on  his  tour  of  duty  was  able  to 
obtain  first-hand  information,  and  he  has  written  several 
articles  wrhich  have  disclosed  the  horrible  and  vicious 
practices  of  certain  of  the  practitioners  of  medicine  in 
Nazi  Germany  during  World  War  II. 

On  first  thought  one  may  wonder  what  advantage  an 
article  on  such  a morbid  subject  could  possibly  have  in 
advancing  medical  knowledge  or  ethics.  However,  when 
it  is  considered  that  the  rationalization  of  these  mass 
killings  was  accomplished  through  the  utilitarian  philoso- 
phy of  Hegel,  which  has  for  its  corrollary,  euthanasia, 
it  well  may  follow  that  the  mass  extermination  of  the 
chronically  ill  in  the  interest  of  saving  “useless”  expenses 
to  the  community  will  be  the  guiding  philosophy  of  any 
dictatorship. 

How  the  science  of  killing  worked  out  in  Germany  has 
been  admirably  set  forth  by  Dr.  Alexander  in  a paper, 
entitled  "Medical  Science  Under  Dictatorship.”  Ap- 
parently, like  every  other  program  instituted  by  psycho- 
pathic dictators,  it  became  so  enormous  that  it  got  com- 
pletely out  of  hand.  What  actually  happened  was  that 
mass  extermination  became  an  extremely  adequate  means 
of  ridding  the  politicians  of  people  whose  philosophy  was 
not  in  accord  with  theirs.  Hence,  large  numbers  of 
people  were  marked  for  death  for  political  and  racial 
reasons. 

This  ideology  degenerated  to  the  point  that  a neuro- 
pathologist, Dr.  Hallervorden,  made  the  following  state- 
ment regarding  the  selection  of  patients  for  extermination: 

"These  were  selected  from  various  wards  of  the  in- 
stitutions according  to  an  excessively  simple  and  quick 
method.  Most  institutions  did  not  have  enough  physi- 
cians, and  what  physicians  there  were,  were  either  too 
busy  or  did  not  care;  and  they  delegated  the  selection 
to  the  nurses  and  attendants.” 

"Whoever  looked  sick  or  was  otherwise  a prob- 
lem wrns  put  on  a list  and  was  transported  to  the  killing 
center.  The  worst  thing  about  this  business  was  that  it 
produced  a certain  brutalization  of  the  nursing  personnel. 
They  got  to  simply  picking  out  those  whom  they  did 
not  like;  and  the  doctors  had  so  many  patients  that  they 
did  not  even  know  them,  and  put  their  names  on  the  list.” 

LIVE  DISSECTION 

As  one  reads  of  such  procedures  as  live  dissection, 
heteroplastic  transplantation,  in  which  whole  limbs  were 
amputated,  wrapped  in  sterile,  moist  dressings,  and  sent 
by  automobile  to  hospitals  where  the  procedure  was 
tried  with  absolutely  negative  results;  and  the  prisoners 
deprived  of  the  limb  usually  exterminated  by  lethal  in- 
jection, the  question  of  the  motivation  of  the  men  lending 
themselves  to  these  horrible  experiments  arises.  Appar- 
ently it  was  not  ferocity;  it  was  fear  and  cowardice. 

For  example,  Dr.  Sigmund  Rascher,  the  noted  vivi- 
sectionist,  was  suspected  of  being  a communist,  and  com- 
mitted his  dastardly  crimes  in  order  to  gain  full-fledged 
acceptance  by  the  Nazi  party. 

Professor  Gebhardt  performed  these  experiments  to 
clear  himself  of  the  suspicion  that  he  had  contributed  to 
the  death  of  General  Reinhard  Heydrich  by  failing  to 
treat  the  General's  wound  infection  with  sulfonomides. 
The  General  died  from  gas  bacillus  infection;  and  Himm- 
ler told  Dr.  Gebhardt  that  the  only  way  that  it  could  be 
proven  that  Heydrich’s  death  was  fate-determined  was 


to  carry  out  experiments  on  prisoners  that  would  prove 
or  disprove  that  people  died  from  gas  bacillus  infec- 
tions, whether  or  not  they  wrere  treated  with  sulfono- 
mides. 

HEGELIAN  PRINCIPLE 

In  the  United  States  today,  with  the  advent  of  ever- 
increasing  knowledge  in  the  science  of  medicine,  the 
physician  is  more  and  more  turning  towards  rehabilita- 
tion of  the  patient  as  the  goal  of  his  endeavors;  and  un- 
consciously there  creeps  in  the  Hegelian  principle,  "what 
is  useful  is  good.”  When  a patient  becomes  chronically 
ill;  and  there  is  literally  no  chance  of  rehabilitation  of 
this  patient,  sad  but  true,  the  physician’s  interest  is  apt 
to  wane. 

Hospitals  do  not  wish  to  accept  the  burden  for  cases 
which  are  relatively  incurable.  Institutions  for  the  care 
of  incurable  cases  are  few  and  far  between;  and  many 
of  those  that  are  available  are  not,  let  us  say,  first-class 
institutions  for  the  treatment  of  the  chronically  ill  pa- 
tient. 

CONVALESCENT  HOMES 

The  American  medical  profession  will  never  stoop 
to  the  level  that  the  followers  of  Hitler  did,  but  the  pro- 
fession must  recognize  that  a certain  percentage  of  pa- 
tients that  are  chronically  ill  cannot  be  rehabilitated,  and 
that  someone  must  take  care  of  these  patients.  These 
patients  should  not  be  placed  in  convalescent  homes,  ad- 
ministered by  laymen  who  have  simply  a pecuniary  in- 
terest, and  not  the  interest  of  the  alleviation  of  pain. 

We  must  recognize  the  fact  that  these  patients  are 
human  beings,  and  that  their  suffering  and  pain  must 
be  alleviated  by  analgesics  and  pain-relieving  operations, 
which  have  now  been  developed  to  the  point  to  where 
there  can  be  essentially  no  rationalization  for  euthanasia. 
We  must  return  to  the  older  premises  in  which  the  phy- 
sician's function  was  to  give  hope  to  the  patient.  We 
must  give  this  hope  in  spite  of  what  we  may  regard  as 
hopeless.  It  is  only  through  an  attitude  such  as  this 
that  occasionally  patients  whose  recovery  has  been  en- 
tirely doubtful  have  fooled  the  best  prognosticators. 

NO  CERTAINTY 

The  medical  profession  has  not,  and  in  all  probability, 
will  not  arrive  at  a point  of  perfection  at  which  we  can 
accept  an  attitude  of  absolute  certainty  as  regards  prog- 
nosis. In  view  of  the  fact  we  must  by  necessity  remain 
simply  individuals  attempting  to  alleviate  suffering  by 
scientific  means  and  not  become  overwhelmed  by  our 
sense  of  importance  so  that  we  make  a vain  attempt  to 
emulate  the  Great  Healer. 

1.  “Medical  Science  Under  Dictatorship",  Leo  Alexander, 
M.D.,  Boston,  New  England  Journal  of  Medicine — Yol. 
241,  July  14,  1949,  No.  2.,  P-39. 


Treatment  Of  Infective  Asthma: 
Penicillin  In  Beeswax  And  Oil 

"Thirty-nine  cases  of  intrinsic  asthma  treated  with 
600,000  units  of  penicillin  in  wax  and  oil  daily,  follow-ed 
by  similar  booster  doses  every  five  to  seven  days,  are 
reported.  Thirty-one  were  improved. 

"It  is  concluded  that  any  case  of  infective  asthma  de- 
serves a trial  with  penicillin  in  wax  and  oil,  and  the  ma- 
jority will  benefit  materially.” — Gay,  L.  N.,  and  Mar- 
riott, H.  J.  L.,  Tr.  & Stud.  Coll.  Physicians,  Philadelphia 
15:91,  1947. 
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“Grotesque,  Medieval, 
And  A Shame’’ 

The  United  Mine  Workers  have  a clause  in  their 
contract  with  the  coal  industry  which  states  that  the 
miners  are  required  to  work  only  when  they  are  "willing 
and  able.”  This  in  itself  is  a unique  situation.  Appar- 
ently no  consideration  has  been  given  business  or  the  in- 
nocent public  who  might  need  coal. 

John  L.  Lewis  is  a verbose  individual,  and  he  makes 
a specialty  of  headline  phrases,  and  his  latest  is  "menac- 
ing instability".  Our  old  friend,  John,  promulgates  the 
theory  that  heavy  supply  of  coal  on  hand  threatens  the 
national  economy,  but  what  it  really  threatens  is  the 
economy  of  the  LInited  Mine  Workers. 

LEWIS  VERBOSE 

Mr.  Lewis’  verbosity  manifests  itself  as  regards  busi- 
ness and  professional  men  in  a United  Press  dispatch  in 
which  the  U.M.W.  Journal  comments  as  follows: 

"The  greed  of  gallivanting  physicians  is  giving  social- 
ized medicine  a big  lift.  It  used  to  be  the  tired  business- 
man who  led  the  parade  of  those  who  flocked  to  the  girl 
shows,  tripped  the  light  fantastic,  and  drank  an  overflow 
of  liquor  in  the  role  of  good-time  Charlie.  But  physi- 
cians today  are  giving  the  businessman  a run  for  first 
honors.” 

Now  how  do  you  suppose  good  old  John  found  out 
that  the  doctors  were  ruining  their  eyesight?  Surely  the 
poor,  downtrodden  miners,  who  can  only  work  when 
they  are  willing  and  able,  would  not  be  able  to  afford  a 
ringside  table  at  these  expensive  night  clubs.  Could  it 
have  been  good-time  John  himself?  It  might  be  suspected 
that  perhaps  he  could  afford  it,  although  he  has  not  paid, 
as  yet,  the  twenty  thousand  dollars  out  of  the  $1,400,000 
which  he  and  his  cohorts  caused  the  miners  to  be  fined. 

SOCIALIZED  MEDICINE 

Let  us  stop  for  a moment  and  consider  why  Mr.  Lew- 
is favors  socialized  medicine.  Note  that  he  doesn’t  call 
it  compulsory  health  insurance:  he  labels  it  correctly.  He 
understands  panel  medicine.  He  has  had  a first-hand 
opportunity  to  see  it  work.  The  miners  pay  for  their 
medical  care  through  wage  deductions,  two  or  three  dol- 
lars a month.  For  another  three  dollars  a month,  each 
miner  and  his  family  get  free  hospital  coverage  with  only 
venereal  disease  and  obstetrics  excepted. 

Could  it  be  that  this  type  of  medicine  has  not  been 
entirely  successful?  If  it  had  been  a success,  why  should 
Mr.  Lewis  and  his  miners  support  socialized  medicine? 
It  could  be  simply  for  political  reasons,  because  Mr. 
Lewis  and  his  miners  have  defied  the  government  and 
the  public  time  and  time  again,  and  apparently  will  con- 
tinue to  do  so;  and  the  government  will  continue  to  do 
nothing  about  it. 

GOVERNMMENT  INTERFERENCE 

One  does  not  have  to  rationalize  greatly  to  see  that 
there  must  be  something  the  matter  with  Mr.  Lewis'  panel 
medicine.  Or  Mr.  Lewis  is  perfectly  willing  that  the 
government  interfere  with  industry  so  long  as  the  gov- 
ernment doesn't  interfere  with  the  United  Mine  Workers; 
and  when  the  Southern  Coal  Producers’  Association 
asked  that  the  miners  give  up  their  one-half  hour  paid 
lunch  periods  and  add  to  the  working  time  at  the  coal 
face,  and  that  the  clause  be  eliminated  requiring  the  min- 
ers to  work  only  when  "willing  and  able,”  Mr.  Lewis 
became  highly  indignant  and  put  on  his  hat  and  went 
home,  and  left  Mr.  John  Owens,  the  Union  Secretary,  to 
fume  at  Mr.  Moody,  and  to  assert  that  such  demands  by 
industry  were  "grotesque,  medieval,  and  a shame.” 


Gallup  Indian  Clinic  Reopened 

The  Navajo  Medical  Clinic,  which  has  been  closed 
for  the  past  year,  has  been  reopened  for  the  treatment 
of  the  Navajo  Indians  in  and  around  Gallup.  Dr.  H.  T. 
Watson  of  Gallup  is  medical  director  of  the  Clinic. 

Dr.  Watson  has  been  in  McKinley  County  for  the 
past  31  years.  He  has  been  in  private  practice  in  Gal- 
lup 26  years  and  is  well  known  among  the  members  of 
the  profession  throughout  New  Mexico.  He  is  closing 
his  office  for  the  private  practice  of  medicine  and  will 
devote  all  his  time  to  his  new  duties. 

Dr.  H.  W.  Kassell,  the  medical  director  for  the  Nav- 
ajo Service,  has  announced  that  a new  and  up-to-date 
building  will  be  erected  in  the  near  future.  In  this  new 
building  besides  the  Navajo  Clinic  and  dispensary  will 
be  the  headquarters  for  the  Indian  Field  Health  Unit 
which  will  consist  of  the  medical  director  for  the  clinic, 
a dentist,  five  field  nurses  and  a sanitarian. 

The  Navajo  population  and  the  people  of  McKinley 
County  are  happy  to  see  the  clinic  revived  under  the 
direction  of  such  an  able  man  as  Dr.  Watson,  this  be- 
ing the  first  step  to  provide  the  Navajo  Indians  in  Mc- 
Kinley ounty  with  improved  facilities  for  better  and  up- 
to-date  medical  care. 

By  VINCENT  ACCARDI,  M.D.,  Gallup,  N.  M. 


Hospital  Records  Or  ‘ Fly  Tracks” 

Detroit  Medical  News  (October,  1947)  reported  that 
at  a clinical  pathological  conference  in  one  of  their  De- 
troit hospitals,  a case  history  was  presented  together 
with  the  following  explanation: 

“.  . . We  were  unable  to  read  most  of  the  hospital 
chart.  . . . We  called  in  various  experts  to  help  us  de- 
cipher the  record.  As  is  usual  with  experts,  they  did 
not  agree.  The  Army  cryptologists  . . . held  the  view 
that  the  chart  was  written  in  Japanese.  . . . The  arche- 
ologists of  Columbia  University  stated  flatly  that  the 
document  constituted  a remarkable  example  of  early 
Runic  poetry.  . . . The  Leland  Stanford  faculty  was 
equally  certain  that  the  document  was  a case  history 
from  a Babylonian  insane  asylum.  The  Crime  Labora- 
tory of  Northwestern  University  . . . asserted  that  the 
characters  in  question  were  the  aimless  wanderings  of 
a young  housefly  not  yet  house-broken  . . .” 

All  hospitals  make  much  ado  about  completed  rec- 
ords but  some  appear  to  be  more  concerned  with  the 
number  of  lines  written  than  the  legibility  of  the  record. 
If  all  hospitals  required  typewfritten  records  and  pro- 
vided personnel  for  that  purpose,  the  difficulties  of  de- 
ciphering hieroglyphics  would  be  obviated  and  the  rec- 
ords would  be  more  detailed  and  complete. 


Effect  Of  Chloromycetin  In  Typhoid  Fever 

"A  new  antibiotic,  Chloromycetin  has  been  clinically 
tested  in  the  treatment  of  typhoid  fever  . . . Serum  levels 
of  the  drug  after  oral  administration  have  been  found  to 
be  comparable  to  those  obtained  by  parenteral  injection. 

"Reports  on  . . . Chloromycetin  in  the  treatment  of 
human  infections,  up  to  the  time  of  writing,  have  been 
confined  to  its  use  in  epidemic  typhus  and  in  scrub  ty- 
phus. In  both  of  these  rickettsial  infections  [it]  has 
demonstrated  marked  therapeutic  effectiveness.”  — 
Woodward,  T.  E.,  et  al.,  Ann.  Int.  Med.  29:131,  1948. 
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The  Gerald  Champion  Memorial  Hospital 
In  Alamogordo. 


The  new  Gerald  Champion  Memorial  Hospital,  one 
of  the  finest  small,  county  hospitals  in  the  United  States, 
was  opened  with  appropriate  ceremonies  late  this  sum- 
mer, thus  bringing  to  Otero  County  in  southern  New 
Mexico,  the  most  modern  and  complete  medical  facilities. 

The  new  hospital  was  dedicated  July  31  and  accepted 
its  first  patients  August  2. 

It  was  constructed  at  a total  cost  of  $224,000.  The 
1 building  itself,  was  erected  by  Ponsford  Brothers  of  El 
Paso  for  $154,000.  Nurses  quarters  cost  another  $18,000. 
The  remainder  of  the  sum  wTas  used  for  purchase  of  sci- 
entific and  medical  equipment  and  supplies. 

The  money  for  construction  of  the  new  hospital  came 
from  three  sources.  Residents  of  Otero  County  contrib- 
uted $104,000  during  a vigorous  subscription  campaign. 
Then  voters  by  a heavy  margin  approved  a $50,000  bond 
issue  for  the  hospital;  and  lastly  the  federal  government 
contributed  $70,000. 

Mrs.  Grace  G.  Powe  is  both  superintendent  of  the 
hospital  and  superintendent  of  nurses.  Only  graduate 
registered  nurses  serve  in  the  hospital. 

Facilities  include  26  beds,  14  of  them  in  private  rooms 
and  12  in  wards. 

The  hospital  also  includes  an  operating  room  and  ob- 
stetrical and  out-patient  wards. 

Equipment  includes  x-ray  and  laboratories  with  a 
trained  and  registered  technician,  basal  metabolism  ap- 
paratus, electrocardiograph  and  diathermy  machine  equip- 
ment. 

Opening  of  the  Gerald  Champion  Memorial  Hospital 
in  Alamogordo  represents  the  culmination  of  more  than 
three  years  of  hard  work  and  diligent  planning  by  public 
minded  citizens  of  Alamogordo.  Time,  money  and  vari- 
ous other  contributions  were  made  by  a very  large  pro- 
portion of  the  residents  of  the  county. 

The  idea  for  construction  of  the  hospital  first  took 
shape  at  a meeting  of  Alamogordo  Chamber  of  Com- 
merce in  April,  1946.  At  that  time  a goal  of  $100,000  for 


construction  of  the  hospital  was  established,  and  Gerald 
Champion  of  Tularosa,  an  outstanding  civic  leader,  was 
chosen  to  head  the  campaign. 

The  first  hospital  board  was  elected  in  June,  1947, 
with  the  following  members:  Gerald  Champion,  chair- 
man; Mose  Cauthen,  vice-chairman;  L.  A.  Hendrix,  sec- 
retary; M.  R.  Prestridge,  Chris  Gallegos,  Father  Francis, 
Dan  King,  Mrs.  J.  F.  Mahill,  and  P.  B.  Hendricks. 

The  tragic  death  of  Gerald  Champion  in  a plane 
crash  in  February,  1948,  made  Mose  Cauthen  chair- 
man. C.  E.  Moore  was  appointed  to  fill  the  vacancy, 
and  John  Larkin  succeeded  to  the  post  vacated  by  Father 
Francis  when  he  moved  from  Tularosa. 

The  board  in  February  1948  voted  to  name  the  hos- 
pital the  Gerald  Champion  Memorial  Hospital  in  mem- 
ory of  Mr.  Champion. 

Site  of  the  hospital  was  deeded  by  the  Hospital  As- 
sociation to  Otero  County  in  November  1948. 


Digitoxin  Intoxication 

"Digitoxin  has  practically  replaced  digitalis  USP 
(digitalis  leaf),  but  the  dangerous  aspects  of  its  admin- 
istration have  been  disregarded  and  digitoxin  intoxication 
has  become  frequent.  . . . 

"The  administration  of  digitoxin,  like  that  of  any 
other  preparation  of  digitalis,  because  of  the  variability 
in  absorption,  excretion  and  therapeutic  effect,  is  an  in- 
dividual experiment. 

"The  dosage  of  1.2  mg.  as  a single  digitalizing  dose 
and  of  0.2  mg.  for  maintenance  has  often  been  applied 
indiscriminately  to  patients  regardless  of  weight,  with- 
out proper  surveillance  of  the  patient  and  without  aware- 
ness of  the  dangers  involved  in  using  the  drug.  It  must 
be  remembered  that  the  daily  maintenance  dose  of  digi- 
toxin varies  from  0.05  to  0.02  mg.” — Master,  A.  M., 
J.  A.  M.  A.,  137:531,  1948. 
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And  Treatment  Of  Subphrenic  Abscess 

By  E.  Vincent  Askey,  M.D.,  Los  Angeles,  Calif. 


A surgeon  usually  has  several  degrees  to  put  behind 
his  name.  Of  late  he  has  been  accused  of  having  two 
additional  ones  which,  depending  upon  the  use  to  which 
he  puts  them,  may  be  harmful  or  of  benefit  to  his  patient. 
I refer  to  B.A.B.  and  B.S.  Before  antibiotics  and  before 
sulfonamides.  Reliance  on  either  medication  as  a cure- 
all,  hoping  to  avoid  surgery,  may  sound  the  death  knell 
for  a patient.  The  failure  to  use  them  as  an  adjuvant  to 
surgery  may  be  equally  disastrous.  In  no 
other  condition  is  this  statement  more  appli- 
cable than  in  the  treatment  of  subphrenic 
abscess. 

ASPECTS  CLARIFIED 

Ochsner  and  Graves,  in  1931  and  1933, 
clarified  many  important  aspects  of  the  con- 
dition. I fear,  however,  that  one  important 
statement  they  made  has  been  misread  and 
misinterpreted,  especially  since  the  B.A.B. 
and  B.S.  degrees  have  been  added  to  our 
names.  They  estimated  that  70  per  cent  of 
subphrenic  infections  subsided  spontaneous- 
ly. Relying  on  this  statement,  antibiotics 
and  sulfonamides  have  been  used  in  frank 
abscess  below  the  diaphragm,  delaying  sur- 
gery to  the  extreme  detriment  of  the  patient. 

Ochsner  did  not  say  that  70  per  cent  of  subphrenic  ab- 
scesses subside  spontaneously.  That  is  an  extremely  im- 
portant point  to  remember.  Unfortunately,  very  few,  if 
any,  of  these  abscesses  will  subside  without  adequate 
surgical  drainage.  Many  men  have  called  attention  to 
the  fact  that  once  a subdiaphragmatic  abscess  has  formed, 
it  constitutes  an  overpowering  menace  to  the  patient  s 
life  until  it  is  accurately  diagnosed  and  adequately 
drained.  I believe  that  the  best  that  can  be  expected  of 
chemotherapy  in  these  cases,  when  used  without  sur- 
gery, is  the  putting  off  of  the  evil  day  of  catastrophe  that 
is  practically  inevitable.  Used  as  an  adjuvant  to  sur- 
gery, the  story  of  course  is  that  of  a different  colored 
horse. 

SUBPHRENIC  ABSCESS 

Subphrenic  abscess  is  an  intriguing  thing  to  a surgeon. 
It  calls  into  play  almost  all  the  factors  most  involved  in 
his  professional  life.  The  condition  usually  follows  an 
harrowing  experience  of  a difficult  case  that  already 
has  taxed  the  surgeon  s resources  as  well  as  the  family's. 
It  may  on  the  other  hand  suddenly  arise  to  complicate 
a battle  that  was  apparently  won.  Added  to  this  is  the 
extreme  difficulty  in  arriving  at  the  correct  diagnosis,  and 
then  in  deciding  on  the  correct  approach  in  the  tech- 
nique of  the  operation.  As  Maingot  says,  “The  pathol- 
ogy of  the  condition  is  complicated  by  the  intricacy  and 
the  multitudinous  anatomical  arrangements  and  connec- 
tions of  the  subdiaphragmatic  region.  Diagnosis  is  dif- 
ficult. This  is  in  part  due  to  the  inaccessibility  of  the 
subphrenic  region  and  partly  to  neglect  to  consider  the 
possibility  of  subphrenic  abscess  in  the  individual  case." 
FOLLOWS  LESION 

Subphrenic  abscess  is  primarily  a localized  suppurative 
accumulation  that  has  followed  some  intra-abdominal 
lesion  and  infection. 

Appendicitis  is  the  most  common  cause  but  perforat- 
ed ulcer,  perforated  gallbladder,  perforated  diverticulitis, 
or  pelvic  infection  as  well  as  many  other  conditions  may 
initiate  the  train  of  sequence  that  eventuates  in  subphrenic 

— This  article  was  presented  before  the  International  Post- 
Graduate  Assembly  in  San  Antonio. 


abscess.  It  may  follow  gastrectomy  or  splenectomy. 

From  the  year  1845,  when  Barlow  first  discovered 
the  condition  clinically,  and  after  1908,  when  Barnard 
made  his  diagnostic  dictum,  “Signs  of  pus  somewhere, 
signs  of  pus  nowhere  else,  signs  of  pus  there,”  and  until 
Ochsner  proposed  and  perfected  the  technique  of  retro- 
peritoneal subpleural  drainage,  the  mortality  was  appall- 
ing. It  still  is  a condition  that  we  can  learn  about. 

For  the  sake  of  orienting  ourselves,  a re- 
view of  the  anatomy  at  this  time  will  not 
be  amiss. 

Martinet  originally  gave  an  accurate  and 
detailed  description  of  the  subphrenic  spaces. 

I like  personally  the  succinct  and  clear 
description  of  Philip  Thorek  in  fixing  in 
my  mind  the  six  subphrenic  spaces. 

THREE  SUPRAHEPATIC  SPACES 
The  suprahepatic  region  is  divided  by 
the  falciform  ligament  into  right  and  left 
parts.  Space  One  is  situated  to  the  right 
of  the  falciform  ligament,  above  the  liver 
and  anterior  to  the  right  lateral  ligament. 
It  is,  therefore,  called  the  right  superior  an- 
terior space.  Space  Two  is  located  at  the 
right  of  the  falciform  ligament,  above  the 
liver  and  behind  the  right  lateral  ligament.  It  is  called 
the  right  superior  posterior  space.  Spaces  One  and  Two 
are  separated  from  each  other  posteriorly  by  the  bare 
area  of  the  liver.  Space  Three  is  found  to  the  left  of 
the  falciform  ligament;  and  since  the  left  lateral  ligament 
passes  posteriorly  along  the  flattened  left  lobe  of  the 
liver,  there  is  only  one  space  on  this  side  in  contrast  to 
the  two  on  the  right.  It  is  called  the  left  superiorspace. 

THREE  INFRAHEPATIC  SPACES 

The  infrahepatic  region  is  divided  by  the  descending 
duodenum  into  right  and  left  parts.  For  convenience  we 
have  numbered  these  spaces  Four,  Five  and  Six.  Space 
Four  is  to  the  right  of  the  duodenum,  and  below  the 
liver.  It  is,  therefore,  called  the  right  inferior  space. 
This  is  the  same  as  the  hepatorenocolic  pouch  of  Mori- 
son.  Space  Five  is  found  to  the  left  of  the  duodenum, 
and  below  the  liver  and  in  front  of  the  stomach.  It  is 
called  the  left  inferior  anterior  space.  Space  Six  is  lo- 
cated to  the  left  of  the  duodenum  below  the  liver  and 
behind  the  stomach.  It  is  called  the  left  inferior  poste- 
rior space  or  lesser  peritoneal  cavity. 

We  have  now  considered  the  easiest  part  of  the 
problem.  We  know  that  there  is  such  a thing  as  sub- 
phrenic abscess.  We  know  the  anatomy  of  the  spaces. 
The  difficult  thing  is  to  diagnose  the  condition  when 
we  are  confronted  with  it. 

Paradoxically,  the  most  difficult  part  of  the  diagno- 
sis should  be  the  easiest.  I believe  the  greatest  mistake 
made  in  failure  to  diagnose  subphrenic  abscess  early  is 
the  failure  to  think  of  it  as  a possibility.  Once  it  is 
thought  of;  and  the  diagnostic  aids,  which  we  have  at 
our  disposal  are  used,  we  may  expect  reasonably  a fair 
average  of  success. 

In  my  opinion,  the  greatest  aid  in  diagnosis  is  the 
X-ray.  Given  a case  with  fever,  leucocytosis,  pain  and 
previous  abdominal  infection  with  the  train  of  symptoms 
that  makes  us  think  of  subphrenic  abscess,  the  X-ray  is 
our  first  resort.  The  fluoroscope  is  important  in  showing 
fixation  or  limitation  of  motion  of  the  diaphragm.  How- 
ever, plates  are  equally  important  and  may  be  definitive. 
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Three  positions  should  be  used: 

1.  Anterior  posterior  with  patient  sitting  up. 

2.  A lateral  film  with  patient  sitting  up. 

3.  Anterior  posterior  with  patient  lying  on  side  with 
the  affected  side  up. 

ARTIFICIAL  PNEUMOPERITONEUM 

If  these  are  not  definitive,  artificial  pneumoperitoneum 
should  be  introduced  and  the  pictures  as  above  described 
repeated.  This  has  proved  of  great  value.  The  proce- 
dure in  the  hands  of  an  experienced  peritoneoscopist  is 
not  difficult.  I have  been  fortunate  in  having  advice  in 
I this  regard  from  Dr.  Robert  B.  Hope  of  Los  Angeles,  a 
former  associate  of  Dr.  John  Ruddock. 

I was  interested  to  see  in  an  article  by  Dr.  Leroy 
Santi  that  he  agrees  with  me  in  the  value  of  pneumoperi- 
toneum and  he  is  speaking  as  a roentgenologist.  He  says, 
"One  way  in  which  infection  of  the  subphrenic  space 
can  be  demonstrated  is  by  the  aid  of  artificial  pneumo- 
peritoneum. If  it  is  the  site  of  inflammation,  the  adher- 
ence of  the  diaphragm  to  the  upper  surface  of  the  liver 
or  spleen  will  prevent  access  of  air  to  this  region.  In 
( cases  of  basal  exudate  in  the  pleural  cavity  it  is  of  great 
help  to  determine  whether  it  is  a simple  pleural  exudate 
or  is  associated  with  a pyogenic  infection  below  the  dia- 
phragm.” 

This  procedure  is  the  one  I wish  to  discuss  today. 
The  utilization  of  artificial  pneumoperitoneum  will  give 
more  definitive  information  than  other  procedures  with 
less  danger.  This  observation  demands  the  considera- 
j tion  of  aspiration  as  a diagnostic  procedure  in  subphrenic 
abscess. 

To  aspirate  or  not  to  aspirate  is  a moot  question,  yet, 
although  even  those  who  advocate  its  use  emphasize 
that  it  should  be  done  only  immediately  before  operation: 
so  that,  if  pus  is  found,  immediate  incision  and  drainage 
may  be  carried  out.  There  are  two  great  dangers  in  as- 
piration. First,  the  great  danger  of  pleural  contamina- 
tion with  resultant  infection  and  empyema.  Second,  the 
one  I fear  more,  a negative  finding  on  aspiration.  A nega- 
tive finding  on  aspiration,  if  done,  should  not  be  al- 
lowed to  delay  surgery,  if  it  is  otherwise  indicated.  If 
this  statement  be  true,  and  I believe  it  is,  then  I see  no 
benefit  to  the  aspiration  and  there  is  considerable  added 
risk. 

As  in  all  things,  however,  there  is  exception  to  this 
rule  and  I must  answTer  the  old  question  with  the  old 
answer.  Do  you  never  aspirate?  Well,  almost  never. 
There  is  a place  for  aspiration  and  it  is  as  follows: 

Given  a case  with  definite  pleural  effusion,  which 
may  be  either  concommitant  with  subphrenic  abscess,  or, 
is  a basal  pleural  effusion,  I believe  aspiration  of  the 
pleural  effusion  is  indicated.  This  in  conjunction  with 
artificial  pneumoperitoneum  is  then  often  definitive  and 
of  great  value.  When  the  coordinated  signs  point  strong- 
ly to  the  diagnosis,  I believe  that  exploration  may  be  done 
with  less  danger  to  the  patient  than  will  be  risked  by 
added  delay.  Unnecessary  delay  courts  disaster. 

OCHSNER  APPROACH 

Then  how  shall  the  operation  be  carried  out? 

Fortunately,  as  Bailey  points  out,  the  right  subphrenic 
spaces  are  involved  more  than  the  left  in  ratio  of  about 
seven  to  one.  In  these  right  abscesses  Ochsner  extra- 
peritoneal  and  subpleural  approach  is  much  to  be  pre- 
ferred. If  the  posterior  space  be  involved  the  resection 
of  the  twelfth  rib  and  approach  to  the  abscess  can  be 
accomplished  rather  readily.  If  the  right  anterior  infe- 
rior space  be  involved  usually  it  is  glued  to  the  anterior 
abdominal  wall  and  is  pointing  with  a relatively  easy 
drainage  being  possible.  If  the  right  anterior  superior 


space  be  involved  the  Ochsner  approach  again  is  the 
choice. 

However,  those  abscesses  of  the  left  spaces  are  open 
to  more  discussion  as  to  the  procedure  of  choice. 

Neuhof  and  Schlossman  have  called  attention  to  the 
fact  that  since  the  stomach,  spleen,  and  other  structures 
constituting  the  lower  boundaries  of  the  left  anterior 
superior  space  are  more  mobile,  that  there  tends  to  be 
less  elevation  of  the  diaphragm.  Usually,  considerable 
displacement  downward  and  medially  of  the  stomach 
and  colon  may  be  found.  They  call  attention  to  the 
added  help  that  the  administration  of  a gas  forming  med- 
ication, such  as  Seidlitz  powder,  may  give  in  the  X-ray 
examination  by  filling  the  stomach  with  air  and  allow- 
ing the  abscess  to  be  delineated  through  the  bubble.  A 
left  sided  abscess  in  the  anterior  superior  space  points 
either  thoracically  or  abdominally.  For  the  abdominal 
pointing  the  subpleural  approach  is  satisfactory.  For 
the  thoracic  pointing  type  Neuhof  and  Schlossman. 
believe  a transpleural  transdiaphragmatic  approach  is 
preferable.  The  diaphragm  is  sutured  securely  to  the 
musculature  of  the  thoracic  incision  and  the  free  pleural 
space  is  shut  off.  The  diaphragm  is  then  traversed  and 
drainage  established. 

The  left  posterior  inferior  space,  or  the  lesser  peri- 
toneal cavity,  may  also  be  approached  through  the  gas- 
tro-hepatic  omentum  as  indicated  by  Thorek,  but  this  in- 
volves transperitoneal  contamination  and  its  concom- 
mitant disadvantages. 

Fortunately,  I have  not  had  experience  with  the  left 
sided  abscess. 

SUMMARY 

I would  summarize  then  the  importance  of: 

1.  The  continued  realization  that  subphrenic  abscess 
should  not  be  treated  exclusively  by  reliance  on 
the  antibiotics  or  the  sulfonamides. 

2.  There  are  six  definite  subphrenic  spaces  that  must 
be  kept  in  mind. 

3.  X-ray  examination  by  the  three  position  method 
is  imperative. 

4.  Pneumoperitoneum  is  a means  of  added  refine- 
ment in  diagnosis. 

5.  Drainage  by  the  Ochsner  method  is  preferable 
and  adequate  except  possibly  in  the  left  sided 
thoracic  pointing  abscess  in  which  the  transpleu- 
ral-transdiaphragmatic  approach  may  be  the 
choice. 

6.  The  greatest  single  diagnostic  aid  in  subphrenic 
abscess  is  the  alertness  of  the  surgeon  in  thinking 
of  it  as  a possibility. 


The  Prevention  And  Treatment 
Of  Motion  Sickness 

"During  a period  of  10  days,  Dramamine  [beta-di- 
methylaminoethyl  benzohydryl  ether  8-chlorotheophyl- 
linate]  was  given  to  389  cases  of  seasickness.  Of  this 
number,  372  were  completely  relieved  of  symptoms 
within  1 hour  after  the  first  dose  of  100  mg.  Seventeen 
cases  derived  only  partial  or  no  relief.  A dose  of  100 
mg.  prescribed  every  5 hours  and  before  retiring  was 
adequate  to  control  the  most  distressing  symptoms. 
When  the  patient  was  unable  to  retain  a capsule  ad- 
ministered orally,  he  did  retain  and  absorb  the  drug 
given  rectally.  The  benefit  derived  by  this  method  was 
as  rapid  and  as  complete  as  that  derived  by  the  oral 
method.  — Gay,  L.  N.,  and  Carliner,  P.  E.,  Science  109:- 
359  (Apr.  8),  1949. 
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Infl  uence  Of  Southwestern  Climate  on  Diseases  of  the  Nose 

and  Sinuses 

By  M.  P.  Spearman,  M.D.,  F.A.C.S.,  El  Paso,  Texas 


Speaking  of  the  vagaries  of  the  weather  and  climate, 
and  slyly  digging  at  man's  inability  to  alter  them,  one 
famous  writer  (1>  has  said  "probable  Nor'-East  to  Sou  - 
West  winds,  varying  to  the  southward  and  westward 
and  eastward  and  points  between;  high  and  low  barom- 
eter, sweeping  about  from  place  to  place;  probable  areas 
of  rain,  snow,  hail,  and  drought,  succeeded  or  preceded  by 
earthquakes  with  thunder  and  lightning." 

Weather  and  climate  are  spoken  of  as  being  abstract 
things,  annoying,  interfering  or  pleasing  as  the  case  may 
be.  Weather  is  a combination  of  temperature,  light, 
moisture,  air  movement,  barometric  pressure.  The  pre- 
vailing sum  of  these  variables  make  up  a given  climate. 
The  action  of  these  phenomena  upon  living  and  inanimate 
objects  constitutes  a gigantic,  mysterious,  never  ending 
chemical  process,  so  that  it  may  be  said  that  all  things,  as 
we  know  them,  exist  in  a huge  chemical  retort,  known 
to  us  as  the  world  and  its  enveloping  atmosphere.  Log- 
ically, then,  man  is  subjected  to  a number  of  pressures 
and  interactions  by  the  surging  of  climatic  influences 
upon  him.  His  climate  modifies  and  shapes  his  food, 
his  housing,  his  disposition  to  laze  or  to  fight  or  invent, 
his  physical  and  mental  development  in  groups  or  as  an 
individual,  and  his  health.  And,  in  a large  sense,  man's 
health  is  simply  a measure  of  his  ability  to  adjust  him- 
self to  his  environment  and  to  the  changing  climatic  fac- 
tors that  shape  that  environment.  Therefore,  it  is  fruitful 
for  physicians  to  observe  and  study  the  influence  upon 
man  of  his  climate. 

EFFECTS  OF  WEATHER 
Easily  observed  and  recorded  in  the  books  of  geolo- 
gy and  chemistry  are  the  effects  of  the  crackling  frosts 
of  a thousand  dark  winters  upon  the  rock  masses  of  the 
earth.  Any  amateur  gardener  knows  that  certain  plants, 
beautiful  and  healthy  in  climates  far  from  his,  simply 
will  not  do  in  his  part  of  the  world.  And  he  can  cite 
fairly  good  ideas  as  to  why  this  is  so.  More  esoteric 
are  the  final  reasons  why  one  man  may  enjoy  good 
health  in  a certain  area,  but  be  reduced  to  illness  by  liv- 
ing in  another. 

It  has  been  known  for  a long  time  that  it  is  good 
therapy  to  advise  patients  to  change  climates  at  times. 
Indeed,  Mills,  jn  an  exhaustive  study  of  climate  in 
relation  to  disease,  says  that  "storminess  or  atmospheric 
turbulence  with  the  accompanying  sudden  changes  in 
temperature,  pressure,  humidity,  etc.,  is  now  recognized 
as  a major  disturbing  factor  in  certain  regions  of  the 
earth  where  cyclonic  storms  prevail.  These  sudden 
changes  in  the  atmosphere  seriously  disrupt  tissue  func- 
tioning in  ways  as  yet  little  understood  and  seem  closely 
related  to  the  initiation  of  many  types  of  acute  infec- 
tious attacks.  Storm  changes  certainly  constitute  a ma- 
jor health  factor  in  regions  where  they  are  frequent  and 
abrupt,  but  much  more  evidence  must  be  accumulated 
before  the  physiology  of  their  effects  can  be  understood 
clearly.  Physicians  should  realize  that  individuals  dif- 
fer greatly  in  their  sensitiveness  to  storm  changes.  Some 
are  utterly  unfitted  for  existence  in  a stormy  region  and 
should  be  advised  of  the  advantages  of  migration  to  a 
region  of  less  turbulence.” 

Further,  the  same  authority,  after  study  of  weather 
and  storm  data  says: 

"Cyclonic  storm  changes  seem  to  be  a potent  factor 
in  the  initiation  of  the  infections.  Migration  should 
therefore  be  to  a non-stormy  and  warm  region.  In  North 


America  that  would  mean  the  Southwest  within  200 
miles  of  the  Mexican  border  from  El  Paso  to  the  Pacific 
coast.” 

Petersen  (3>  has  noted  precipitation  of  symptoms  and 
change  in  the  clinical  course  of  various  ocular  diseases 
with  a change  in  meteorologic  environment. 

EL  PASO  CLIMATE 

In  the  deep  Southwest,  in  and  near  El  Paso,  lies  a 
vast  area  of  semi-aridity,  at  an  altitude  of  2000  to  4000 
feet.  Rainfall  is  about  nine  inches  annually.  The  sun 
shines  more  than  80  per  cent  of  possible  hours  through- 
out the  year.  During  the  winter  months  the  sun  beats 
down  70  per  cent  to  80  per  cent  of  all  possible  hours. 
Thus,  there  is  a combination  of  moderate  altitude  above 
sea  level,  dry  atmosphere  and  bright  sunshine  throughout 
the  year,  together  with  freedom  from  cyclonic  storms. 

As  might  be  expected,  many  visitors  from  the  mid- 
west and  the  North  take  up  residence  in  this  area  dur- 
ing the  winter  months,  thus  to  escape  the  icy  blasts  and 
deep  snows  storming  into  their  native  areas.  Many  pa- 
tients are  sent  to  the  Southwest  by  their  physicians,  es- 
epcially  during  the  winter  season.  Not  all  benefit  from 
the  dry  weather,  and  one  observer,  Egbert  (4>,  has  re- 
marked upon  the  dryness  of  the  tracheo-bronchial  air 
passages  in  some  patients  seen  by  him  in  El  Paso.  He 
has  noted,  in  many  cases  of  asthma,  a dry  tracheitis, 
producing  "an  incessant  and  spasmodic  cough”.  He  has 
observed  aggravation  of  symptoms  in  many,  upon  arrival 
in  the  arid  climate  of  El  Paso.  These  symptoms,  he 
says,  are  troublesome  and  challenging. 

EFFECT  OF  DESERT  CLIMATE 

Those  of  us  in  the  field  of  nose  and  throat  medicine 
have  noted  countless  instances  where  the  sick  visitor 
has  exhibited  a remarkable  improvement  after  a sojourn 
in  the  desert  areas.  The  copious,  heavy  nasal  discharges 
often  dry  up  rapidly  and  the  productive  cough  lessens 
in  severity.  The  marked  turgescence  of  the  nasal  mu- 
cosa lessens  and  nasal  ventilation  is  improved,  thereby 
giving  the  air-conditioning  apparatus  of  the  nose  a 
chance  to  function.  The  patient  is  advised  to  get  out 
in  the  open  air  and  sunshine,  if  only  for  a few  hours 
daily.  If  he  wishes,  horseback  riding  and  golf  or  tennis 
are  permitted.  Tonics  are  prescribed,  including  a small 
glass  of  wine  before  meals,  with  the  purpose  of  helping 
the  appetite.  It  is  not  unusual  to  note  excellent  gains 
in  weight  by  many. 

After  a week  or  two  in  the  desert  most  patients  seem 
to  have  more  energy  to  undertake  various  activities — 
the  feeling  of  deadening  fatigue  begins  to  disappear.  Our 
office  treatments  are  usually  confined  to  the  milder  pro- 
cedures such  as  displacement  and  allergy  therapy,  where 
indicated.  Serial  x-ray  films  on  numerous  patients  dem- 
onstrate remarkable  clearing  of  cloudy  sinuses,  with  no 
definitive  therapy  whatsoever.  It  cannot  be  simple  co- 
incidence that  so  many,  each  winter,  show  the  same 
pattern  of  objective  and  subjective  improvement. 
RESUME  OF  WINTER  1947-1948 

During  the  winter  of  1947-  48  the  writer  cared  for 
152  patients  sent  to  El  Paso  from  their  homes  in  the 
mid-west  and  east.  Most  came  from  Illinois,  Ohio,  Indi- 
ana and  Pennsylvania.  Five  were  from  Toronto,  six 
from  Maine,  four  from  Boston,  and  the  rest  were  from 
scattered  areas  in  the  northeast.  Economic  status  ranged 
from  semi-charity  to  extremely  wealthy.  The  majority 
were  in  moderate  to  comfortable  financial  means.  The 
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occupations  ranged  from  railroad  depot  agent  to  an 
owner  of  a coast-wise  steamship  line.  Many  were  school 
children.  Most  gave  histories  of  repeated,  severe  respira- 
tory infections,  with  the  usual  gamut  of  complications 
such  as  sinusitis,  bronchitis,  pneumonia,  etc.  The  stay 
of  these  patients  in  El  Paso  ranged  from  a few  days  to 
the  entire  winter  season.  Some  were  treated  two  or 
three  times,  while  others  made  periodic  office  visits, 
throughout  the  season.  Six  were  operated  for  nasal 
polyps,  two  were  operated  for  naso-antral  windows,  one 
had  a radical  antrotomy.  All  the  rest  were  treated  for 
their  symptoms  only,  using  a displacement  in  some,  anti- 
allergy therapy  in  others  and  a simple  nasal  shrinkage 
with  general  supportive  therapy  in  the  rest.  Plenty  of 
time  was  consumed  in  the  administering  of  applied  psy- 
chology to  many.  So  often  these  patients,  far  from 
home,  are  discouraged,  fatigued,  disillusioned  in  the  quest 
for  health.  Confronted  by  a physician  who  will  take 
the  time  to  listen  to  them,  understand  them,  and  dispense 
friendly  advice,  many  begin  to  show  improvement,  ment- 
ally and  physically,  very  soon  after  arrival.  With  many, 
an  effort  is  made  to  introduce  them  into  church  and  club 
circles  so  that  loneliness  may  be  lessened.  All  these 
modes  of  therapy  are  of  use,  to  varying  degree,  in  dif- 
ferent patients. 

No  penicillin  inhalation  therapy  was  used  in  any.  It 
is  felt  that  too  often  this  is  a waste  of  the  patient’s  time 
and  money,  and  it  is  widely  known  that  many  patients 
are  sensitized  needlessly  to  a valuable  drug  by  this  pro- 
cedure. Some  patients  came  to  El  Paso  expecting  an 
overnight  miracle.  These  left  soon  after  their  arrival, 
and  were  the  ones  least  benefitted.  Of  the  total  number 
of  patients  seen  last  winter,  over  75  per  cent  experienced 
improvment  to  varying  degree,  both  subjectively  and 
objectively. 

SUMMARY 

Climate  and  weather  affect  all  things  on  this  earth, 
including  man.  Some  human  beings  are  affected  ad- 
versely and  are  made  ill  by  weather  changes.  Many  of 
these  are  improved  in  health  by  a sojourn  in  desert  areas. 
The  El  Paso  climate  is  described  as  suitable  for  pa- 
tients having  certain  diseases  of  the  nose  and  sinuses. 
A resume  is  given  of  cases  treated  by  the  writer  during 
the  winter  of  1947-’48,  with  methods  and  results.  Three 
tables  are  included. 

TABLE  ONE 


Maximum  and  Minimum  Temperatures 
Two  Desert  Resorts 
(Official  U.  S.  Government  Figures) 


El  Paso 

Tucson 

January  

58 

32 

64 

34 

February  .... 

62 

37 

68 

38 

March  

- 69 

42 

74 

41 

October  

77 

51 

86 

51 

November  .. 

66 

39 

74 

51 

December 

57  33 

TABLE  TWO 

Moisture  Various  Cities 

65 

36 

Relative 


Av.  Yearly 

Humidity 

Ppt. 

5 PM-8  PM 

Boston  

40.14 

71 

Jacksonville  ... 

49.74 

74 

New  Orleans 

60.01 

71 

El  Paso  

8.86 

28 

Los  Angeles 

15.55 

TABLE  THREE 

60 

Sunshine  Various  Localities 

Yearly  Per  Cent 

Winter  Per  Cent 

Possible  Sunshine 

Possible  Sunshine 

Boston  

57 

40-50 

Jacksonville  . 

63 

60-70 

The  Skin  and  Its  Contents 

Anonymous 

Unseasonable  as  it  is,  we  pass  along  a lay  descrip- 
tion of  the  common  cold.  We  have  borrowed  this  little 
pearl  from  "The  Diary  of  Samuel  Marchbanks  by  Rob- 
ertson Davies,  (Clark,  Irwin  & Company  Limited,  To- 
ronto), one  of  the  most  delightful  and  refreshing  books 
published  since  we  were  very  young.  We  quote  . . . 
"To  me  the  annoying  thing  about  the  cold  germ  is  that 
it  has  such  a poor  sense  of  timing;  when  I am  in  perfect 
health,  but  would  welcome  a chance  to  stay  in  bed  for 
two  or  three  days,  I could  not  catch  a cold  if  I slept  in 
a freezing  locker;  but  when  I am  too  busy  to  fuss  over 
trifles  I catch  colds  with  the  greatest  of  ease,  and  have 
to  go  on  working  in  spite  of  therti.  I know  that  physi- 
cians advise  against  this,  but  I have  yet  to  see  a physi- 
cian take  a few  days  in  bed  because  of  a cold.  They 
generally  keep  going  as  long  as  they  can  be  carried  from 
patient  to  patient.” 

We  are  somehow  unmoved  by  Mr.  Louis  Johnson’s 
urgent  appeal  to  drop  everything  and  join  the  Armed 
Services.  During  the  recent  unpleasantness  we  had  the 
privilege  of  serving  with  an  infantry  division.  During 
garrison  and  occupation  duty  we  put  in  about  ten  min- 
utes a day  signing  sick  books  which  left  23  hours  and  50 
minutes  to  get  drunk  or  go  crazy  (we  did  both).  Then 
we  had  five  months  of  uninterrupted  combat,  during 
which  we  would  have  welcomed  a little  help  from  the 
twenty-odd  M.O.'s  who  were  bogged  down  with  map- 
boards,  property  sheets,  command  decision,  and  what 
not.  Matter  of  cold  fact,  while  almost  every  General 
Hospital  in  the  ETO  was  screaming  for  EENT  men,  we 
had  a qualified,  certified  EENT  board  man  command- 
ing a medical  battalion.  Pity  the  late  Mr.  Ripley  passed 
on  at  such  a tender  age. 

It’s  not  a very  impressive  series  of  cases,  but  we 
have  had  a few  patients  (fr.  L.  patiens,  — ends,  pres, 
part,  pati-  — to  suffer)  who  were  relieved  of  their  suf- 
fering from  shingles  by  a short  course  of  liver  extract. 
We  do  not  feel  the  relief  was  entirely  psychogenic  as 
they  had  received  everything  else  in  the  books  first. 

We  wish  our  worthy  colleagues  in  other  parts  of 
these  United  States  would  cease  and  desist  from  advis- 
ing their  indigent  patients  with  pulmonary  tuberculosis  to 
streak  for  the  Southwest.  It  merely  results  in  their  be- 
ing sent  back  home,  where  at  least  they  are  eligible  for 
sanatorium  care.  We  sometimes  think  a law  should  be 
passed  prohibiting  a known  active  case  of  the  white 
plague  to  cross  a state  line  without  written  proof  that 
a hospital  bed  is  open  and  waiting  for  him  at  his  des- 
tination. 

We  pass  along  the  following  without  comment.  The 
80-year-old  groom  was  advised  by  his  physician  to  take 
in  a boarder  during  the  first  months  of  his  marriage  to 
the  20-year-old  bride.  Some  months  later  the  doctor 
asked  how  things  were  going  . . . "Fine,  just  fine;  and 
my  wife’s  expecting  a baby  soon."  "Excellent,"  said  our 
man,  "And  how  is  the  boarder?"  "Nicely,  thank  ye, 
and  she's  expecting  soon  too." 


New  Orleans  59  50-60 

El  Paso  79  70-80 

Los  Angeles  72  60-70 


1.  Clemens,  S.  L.,  New  England  Society,  22  December,  1S76. 

2.  Mills,  Clarence  A.,  Oxford  Medicine  1940,  1 :454ff. 

3.  Petersen.  W.  F.,  Arch.  Oph.  29 :747,  May,  ’43. 

4.  Egbert,  O.  E.,  Reversing  Influence  of  Low  Humidity  on 
Intractable  Asthma — Paper  presented  before  American 
Academy  Allergy  1947. 
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INFANTILE  ECZEMA 

By  George  K.  Rogers,  M.D.,  Phoenix,  Ariz. 


Infantile  eczema’’  is  a term  used  to  cover  a skin  ir- 
ritation in  children  under  two  years  of  age.  It  is  char- 
acterized by  redness,  weeping,  scaling  and  thickening  of 
the  skin.  The  eruption  may  be  acute,  sub-acute  or 
chronic  and  may  on  occasion  prove  fatal  as  a result  of 
septicemia,  bronchial  pneumonia  or  intestinal  intoxica- 
tion. Modern  means  of  diagnosis  now  reveal  that  there 
are  several  types  of  infantile  eczema  and  the  importance 
of  making  correct  diagnoses  is  of  more  than  scientific  in- 
terest, for  it  gives  a clue  as  to  the  best  method  of  treat- 
ment. The  various  classifications  are  as  follows: 

1.  Atopic  eczema  (neurodermatitis  or  disseminated 
neurodermatitis ) . 

This  form  is  the  most  common  and  is  usually  seen  in 
children  with  an  allergic  familial  background  such  as  ec- 
zema, hay  fever,  asthma  or  migraine  and  this  is  an  im- 
portant point  in  arriving  at  the  correct  diagnosis.  The 
stronger  the  allergic  background  the  earlier  the  disease 
makes  itself  manifest  in  the  child,  and  the  more  difficult 
it  is  to  obtain  a response  to  treatment.  The  etiology  is 
an  allergen  to  which  the  infant  has  become  sensitized 
after  previous  exposure,  and  it  may  be  of  internal  or  ex- 
ternal source.  Allergens  of  internal  source  are  the  most 
likely  in  infants  under  six  months  of  age  and  the  most 
common  of  these  are  milk,  egg  and  wheat.  As  the  child 
grows  older  the  possibilities  of  coming  into  contact  with 
external  factors  widen,  thus  we  find  allergens  of  external 
source  becoming  increasingly  important  and  the  most 
important  of  these  are  wool,  feathers  and  silk.  The  erup- 
tion has  certain  distinguishing  features  not  so  much  in 
appearance  as  in  distribution.  The  face,  nape  of  the 
neck,  cubital  and  popliteal  fossae  are  usually  the  first 
sites  affected.  It  is  noteworthy  that  the  eruption  leaves 
a circumoral  area  of  normal  skin.  The  eye-brows  and 
scalp  are  frequently  spared;  and  involvement,  if  it  occurs, 
appears  later.  The  eruption  can  become  generalized, 
and  as  it  subsides,  the  first  places  to  break  out  are  usual- 
ly the  last  places  to  respond  to  treatment. 

2.  Seborrhoeic  eczema  (seborrhoeic  dermatitis). 

This  is  probably  the  second  most  important  type  of 

infantile  eczema.  The  etiology  of  seborrhoeic  dermatitis 
is  unknown  but  it  is  likely  that  metabolic  factors  and 
diet  play  a more  important  role  in  the  disturbance  of  the 
sebaceous  glands  than  do  fungi  or  bacteria.  The  erup- 
tion is  characterized  by  appearing  first  on  the  scalp  as 
a yellowish  greasy  type  of  scale,  then  spreading  to  other 
areas  of  the  body.  The  skin  under  the  scales  then  turns 
red  and  becomes  weeping  in  character.  The  face,  the 
eye-brows  and  upper  and  lower  lips  are  usually  involved, 
thereby  distinguishing  it  from  the  atopic  variety. 

3.  Contact  dermatitis  (Dermatitis  venenata,  inter- 
trigo). 

This  eruption,  while  occurring  anywhere  on  the  body, 
is  usually  found  where  moisture,  warmth  and  friction  re- 
sults in  irritation,  such  as  the  folds  of  the  neck,  under 
the  arms  and  between  the  legs.  The  buttock,  the  site 
of  napkin  dermatitis,  is  a result  of  infrequent  changing 
and  improper  cleansing  of  the  diapers.  Here  the  eruption 
is  usually  acute  and  is  characterized  by  redness  and  the 
formation  of  papulo-vesicles.  One  must  distinguish  this 
variety  from  syphilis. 

4.  Infectious  dermatoid  dermatitis. 

This  is  secondary  to  an  antecedent  discharge  or  exu- 
date such  as  running  nose  or  ear,  abscess,  or  scratching 
and  irritation  as  a result  of  lice  infection,  a seborrhoeic 
or  an  atopic  dermatitis.  The  eczema  starts  about  the 
region  of  the  infection  and  may  remain  circumscribed  or. 


the  skin  becoming  sensitized,  it  can  rapidly  spread  so  as 
to  involve  the  entire  body.  It  is  an  acute  variety  and  is 
usually  weeping  in  nature. 

5.  Eczema  as  a result  of  microorganisms. 

From  bacterial  or  fungus  foci  generalized  eczematous 
eruptions  may  develop.  These  eruptions  can  be  due  to 
an  extension  of  the  original  focus  anywhere  in  the  body 
or  to  an  allergic  response  of  the  individual  to  the  offend- 
ing organism  in  which  case  they  are  known  as  bacterids, 
in  the  case  of  bacterial  infections,  or  dematophytids,  in 
the  case  of  fungus  infection.  The  one  most  frequently 
seen  is  that  due  to  monilia  (thrush),  and  may  result  in  a 
generalized  moniliasis,  not  only  of  the  skin  but  of  other 
organs,  and  can  result  in  death. 

6.  Nummular  eczema  (orbicular  eczema). 

It  gets  its  name  from  the  characteristic  well  circum- 
scribed red  annular  or  oval  patches  surmounted  by  pap- 
ules or  papulo-vesicles  and  situated  principally  on  the 
extremities,  usually  the  dorsal  aspects.  While  the  cause 
of  this  type  of  eczema  is  unknown,  it  is  probably  a form 
of  the  atopic  variety.  It  is  noted  for  its  remissions  and 
exacerbations  as  well  as  its  resistance  to  all  forms  of 
therapy. 

7.  Combinations. 

Needless  to  say,  combinations  of  any  of  the  above 
can  occur.  While  it  is  easy  to  diagnose  the  classical 
type,  nevertheless,  some  cases  baffle  the  most  experi- 
enced dermatologist. 

THERAPY 

A.  General  considerations. 

Under  this  heading  one  must  take  into  consideration 
the  parents  as  well  as  the  child.  It  is  best  to  inform  the 
parents  that  the  child's  eruption  is  not  contagious,  that 
it  will  probably  have  exacerbations  and  remissions  and 
barring  secondary  infection  the  skin  will  clear  up,  even 
in  severe  cases,  without  leaving  a blemish.  Flareups 
occur  in  lessening  numbers  as  the  children  grow  older. 
After  puberty  only  a few  of  the  more  persistent  cases  will 
have  recurrences.  The  infants  are  usually  healthy  in 
every  other  respect  and  by  way  of  consoling  the  parents 
one  might  mention  that  the  allergic  type  of  child  is  usual- 
ly the  smart  one  in  school. 

B.  Diet. 

It  is  the  fortunate  physician  who  can  eliminate  one 
or  more  items  from  the  infant  s diet  and  thereby  produce 
beneficial  results.  It  is  my  experience  that  changing  the 
child's  diet  is  of  little  benefit  and  upsets  both  the  child 
and  the  parent.  Milk,  egg  and  wheat  are  usually  the 
offending  allergens  and  good  results  are  sometimes  ob- 
tained by  eliminating  one  or  more  of  these.  Unfor- 
tunately, however,  sensitization  to  more  than  one  food 
is  common.  Boiling  the  milk  for  three  to  five  minutes  or 
changing  to  mothers’,  cows’,  goats’  or  canned  milk  may 
prove  helpful.  Soybean  oils  are  on  the  market  and  may 
be  substituted  in  place  of  milk,  always  bearing  in  mind 
the  possibility  of  a kidney  or  gastro-intestinal  disturb- 
ance. The  use  of  specific  Propeptans  taken  forty-five 
minutes  before  the  meal  is  extremely  useful  when  the 
offending  food  allergen  can  be  found.  The  incidence  of 
eczema  is  lowest  in  breast  fed  babies;  and  so  these  babies 
should  not  be  weaned,  but  one  should  ascertain  what 
food  the  mother  is  eating  and  whether  she  is  taking  any 
medicine.  Fish  oils,  or  orange  juice  should  be  replaced 
with  crystalline  vitamines.  Frequently  the  eczematous 
process  is  favorably  influenced  if  fat  babies  are  underfed 
or  poorly  nourished  babies  built  up.  Fortunately,  most 
infants  with  food  sensitivity  out-grow  this  condition.  An 
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attempt  at  desensitization  or  transforming  an  allergic 
child  into  a non-allergic  child  is  futile  so  the  majority  of 
children  obtain  their  best  relief  from  local  treatment. 

C.  Skin  Testing. 

In  infants,  I feel,  skin  testing  is  of  doubtful  value  and 
this  applies  to  foods  as  well  as  inhalants  and  contacts. 
The  infant’s  skin  does  not  respond  to  tests  as  does  that 
of  an  adult;  hence  they  are  unreliable.  One  will  find 
a child  that  gives  a positive  skin  test  to  milk  but  can 
tolerate  milk  without  a clinical  flareup;  and,  again,  a child 
showing  a negative  reaction  can,  on  drinking  milk,  have 
exacerbations.  Sensitivity  to  house  dust  and  human  dan- 
druff must  be  suspected  in  the  most  resistant  allergic 
cases. 

D.  Specific  therapy. 

Countless  numbers  of  internal  and  external  prescrip- 
tions are  suggested  in  the  treatment  of  these  cases.  Only 
a very  few  of  the  ones  that  have  been  found  most  satis- 
factory will  be  mentioned  in  this  paper. 

1 . Internal. 

Of  the  various  internal  remedies  the  only  ones  I will 
mention  are  those  used  in  the  atopic  or  nummular  variety 
of  eczema.  The  anti-histamine  drugs  now  on  the  mar- 
ket are  being  used  by  most  practitioners,  and  most  cases 
of  infantile  eczemas  have  had  a thorough  tryout  with 
them  before  reaching  the  dermatologist.  Perhaps  this 
is  one  reason  why  my  results  with  these  drugs  have  not 
been  as  encouraging  as  some  physicians.  Nevertheless, 
they  are  well  worth  a trial.  The  solutions  such  as  elixir 
of  benadryl  or  pyribenzamine  are  given  in  drams  one- 
fourth  to  drams  one-half  doses  three  times  a day,  taken 
after  meals.  In  cases  of  infectious  eczematoid  dermati- 
tis and  bacterial  infections  the  internal  use  of  sulfa  drugs 
or  penicillin  is  indicated  in  conjunction  with  external 
therapy.  Sedation  is  seldom  necessary  and  if  so  elixir 
alurate  minims  10  to  20  or  elixir  of  phenobarbital  min- 
ims 5 to  15  in  water  may  tie  used  when  needed. 

2.  External. 

By  all  odds  the  most  satisfactory  results  in  treating 
infantile  eczema  are  achieved  by  proper  local  care  of 
the  skin. 

A most  important  consideration  is  the  prevention  of 
scratching.  It  is  a well  known  fact  that  a night  of  scratch- 
ing will  undo  a week  of  treatment,  hence  if  the  child's 
parents  fail  to  cooperate  it  is  necessary  to  hospitalize  the 
patient.  Methods  used  to  prevent  scratching  are  many. 
Tongue  depressors  or  cardboard  tubes  slipped  over  the 
arm  will  prevent  the  infant  from  bending  the  elbow  and 
getting  at  the  irritated  area.  Mittens,  masks,  improvised 
strait  jackets  and  pajamas  with  hands  and  feet  which  can 
be  pinned  to  the  mattress  are  other  means  of  protection. 
One  must  also  instruct  the  parents  that  they  must  not  at- 
tempt to  cleanse  the  skin  before  applying  fresh  medication 
as  this  merely  results  in  more  irritation. 

The  second  important  rule  to  follow  in  the  external 
management  of  the  skin  is  to  treat  the  eczematous  process 
rather  than  any  specific  condition  or  underlying  cause. 
In  the  acute  stage  where  there  is  weeping  one  may  use: 

1.  Wet  compresses,  or 

2.  A paste. 

Compresses  consist  of  Burow’s  solution,  made  by  add- 
ing 1 teaspoonful  of  aluminum  acetate  power  to  1 pint 
of  water  or  2 per  cent  boric  acid  solution.  They  should 
not  be  allowed  to  dry;  and  by  covering  with  cellophane 
or  wax  paper  rapid  evaporation  can  be  prevented  as  well 
as  wetting  of  the  bed  linen.  They  should  be  used  until 
the  acute  phase  has  passed. 

Of  the  various  pastes,  a tar  paste  is  preferable.  Salves 
are  contra-indicated  as  they  do  not  absorb  moisture;  and 
the  serum  oozing  from  the  skin  merely  pushes  up  the 
salve,  and  so  increases  the  irritation,  while  paste  absorbs 
the  moisture;  and  the  medication  is  thus  kept  in  direct 


contact  with  the  skin.  One  of  the  best  of  these  pastes 
is  crude  coal  tar  5 per  cent  in  Lassar's  paste;  another  is 
Naftalan  10  per  cent  in  Lassar’s  paste.  This  is  best 
smeared  directly  to  a strip  of  cotton  material  or  mask 
and  then  applied  to  the  skin.  It  is  applied  thickly  and 
left  in  place  24  hours;  at  that  time  it  is  removed.  With- 
out attempting  to  cleanse  the  skin,  fresh  paste  is  then 
applied.  This  is  continued  until  the  process  enters  the 
sub-acute  stage.  The  scalp  is  the  only  place  where  soap 
and  water  can  be  safely  used,  and  here  it  may  be  utilized 
to  remove  crusts  before  the  application  of  medication. 
Another  method  is  to  saturate  a piece  of  cotton  material 
with  olive  oil  and  place  on  the  scalp  for  several  hours, 
then  wash  the  scalp,  taking  care  to  prevent  the  soap  and 
water  from  coming  in  contact  with  the  other  areas.  A 
salve  such  as  sulphur  precipitate ' 3 per  cent  in  Neobase 
(Burroughs,  Wellcome  6 Co.)  rather  than  a paste,  is  ap- 
plied at  least  twice  a day  and  the  scalp  shampooed  every 
other  day.  In  cases  or  infectious  eczematoid  dermatitis, 
disregard  the  original  lesion  and  treat  as  above  until  the 
irritation  subsides  and  then  treat  the  primary  focus.  If 
it  is  due  to  fungi,  2 per  cent  aqueous  solution  of  gentian 
violet  should  be  painted  on  once  or  twice  a day,  then 
dusted  with  talcum  powder.  In  eczematous  bacterial 
eruptions  and  in  cases  of  secondary  infection,  penicillin 
ointment  consisting  of: 

Penicillin,  30,000  units. 

Neobase  qs  to  oz.  1, 

should  be  applied  every  three  to  four  hours  without  cov- 
ering these  areas.  In  cases  of  napkin  dermatitis  it  is  im- 
portant to  instruct  the  mother  to  wash  the  diapers  with 
soap  and  water,  thoroughly  rinse  and  then  dip  them  in 
a solution  of  boric  acid,  using  two  teaspoons  boric  acid 
powder  to  the  pint  of  water.  Rubber  panties  are  not  to 
be  worn. 

In  the  sub-acute  stage  general  cleansing  once  or  twice 
a day  with  olive  oil  (or  any  vegetable  oil  in  preference 
to  mineral  oil)  or  starch  solution  (using  one  cup  of  linit 
starch  to  the  basin  of  warm  water)  is  helpful  and  then 
a mildly  stimulating  lotion  is  applied  several  times  a day 
without  covering  the  parts.  Such  a lotion  is  as  follows: 
Phenol  minims  30, 

Liquor  carbonis  detergens  drams  3, 

Zinc  oxide  oz  2, 

Glycerine  drams  4, 

Lime  water  oz.  1, 

Rose  water  qs  ad  oz  8 

If  this  proves  too  drying,  the  addition  of  olive  oil  to 
make  an  emulsion  will  prove  beneficial.  In  cases  which 
fail  to  respond  after  a period  of  five  to  six  days  change 
to  Naftalan  3 per  cent  in  Lassar's  paste  applied  once 
daily  and  the  parts  covered  with  a piece  of  cotton  cloth. 
In  the  seborrhoeic  variety  of  eczema  3 per  cent  sulphur 
precipitate  may  be  added  to  this  lotion  with  or  without 
the  tar.  In  contact  dermatitis  the  tar  and  sulphur  both 
may  be  eliminated  from  the  prescription  and  the  lotion 
applied  several  times  a day. 

In  the  chronic  stage  a paste  as  mentioned  above  or 
salve  such  as: 

Liquor  carbonis  detergens  5 per  cent, 

Lanolin, 

Petrolatum, 

should  be  applied  twice  a day.  In  the  chronic  seborrhoeic 
type  sulfur  precipitate  3 per  cent  may  be  substituted  for 
the  tar  or  the  sulfur  and  tar  may  be  used  together.  It 
is  best,  if  the  lesion  is  particularly  chronic,  to  cover  the 
medication  with  a niece  of  gauze  or  cotton  material. 

In  all  these  cases,  except  for  the  scalp,  soap  and  water 
is  to  be  avoided;  for,  while  this  does  not  primarily  cause 
the  eczema,  nevertheless  it  can  be  a great  source  of  irri- 
tation. Similarly,  wool  and  feathers,  which  can  be  a 
(Continued  on  Page  228) 
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Reconstruction  Of  The  Hand  With  Respect  To  Tendon  Injuries' 

By  Dr.  Robert  Cochran.  Fort  Worth,  Texas 


It  has  been  justly  said,  "It  is  more  important  to  save 
the  hand  of  a young  workman  than  to  operate  for  an  ex- 
tensive cancer  in  an  old  man.  The  successful  surgery 
of  traumatic  wounds,  especially  of  the  hand,  is  far  more 
exacting  of  judgment,  skill  and  time  than  is  elective  sur- 
gery. However,  the  paradoxical  disinterest  of  man  in  his 
hands  must  still  remain  a great  mystery.  It  is  a common 
observation  that  any  person  with  an  injured  hand,  be- 
cause of  the  apparent  emergency,  will  accept  the  services 
of  anyone  from  the  corner  druggist  with  his  mercuro- 
chrome  and  iodine  to  the  neighboring  physician. 

The  restoration  of  function  to  a hand  seriously  in- 
capacitated by  neglect  calls  for  prolonged  physical 
therapy,  tension  splinting,  many  stage  operative  proce- 
dures, patience  and  faith,  to  obtain  improvement.  In 
few  fields  of  surgery  do  minor  disturbances  of  wound 
healing  interfere  so  seriously  with  the  end  results  as  in 
tendon  repair.  It  is  still  an  every  day  occurrence  for 
this  complex  piece  of  surgery  to  be  attempted  in  the 
emergency  room  or  in  a doctor  s office. 

SURGICAL  TREATMENT 

It  is  not  the  purpose  of  this  paper  to  deal  with  pri- 
mary tendon  repair,  but  rather  to  consider  the  surgical 
treatment  of  the  severed  tendons  after  the  primary  repair 
has  yielded  poor  results. 

No  other  field  of  surgery  was  given  greater  impetus 
in  World  War  II  than  that  of  surgery  of  the  hand.  In 
this  conflict  there  were  over  15,000  injured  hands,  the 
majority  of  which  eventually  landed  at  one  of  the  Hand 
Centers.  In  these  centers,  under  the  expert  guidance  of 
Dr.  Bunnell,  many  hopelessly  useless  hands  were  restor- 
ed to  good  functioning  hands.  Out  of  this  there  has 
been  formed  the  American  Society  for  Surgery  of  the 
Hand,  and  in  this  group  we  are  interested  in  treating 
afflictions  of  the  hand,  and  its  reconstruction  toward 
maximum  usefulness  following  injury. 

In  reconstructing  the  injured  hand  certain  definite 
principles  must  constantly  be  borne  in  mind,  and  these 
must  be  strictly  adhered  to  if  a desirable  result  is  to  be 
attained. 

The  first  of  these  is  to  allow  sufficient  time  to  elapse 
from  the  date  of  healing  before  attempting  reconstruction. 
This  varies  from  two  to  four  months,  except  where  direct 
suture  of  the  tendons  is  to  be  done.  This  must  be  ac- 
complished not  later  than  two  months. 

The  second  is  to  excise  the  cicatrix  and  replace  with 
adequate  skin  coverage.  This  may  be  done  by: 

(a)  Tubular  pedicle  graft. 

(b)  Direct  pedicle  flap. 

(c)  Free  full  thickness  graft. 

(d)  Split  thickness  graft. 

TYPE  OF  GRAFT 

The  type  of  graft  to  be  used  depends  upon  the  extent 
of  the  skin  loss,  and  also  the  structures  to  be  covered. 

After  good  skin  has  been  supplied  to  the  affected  part, 
any  bone  carpentry  that  is  necessary  should  next  be  done 
to  insure  a good  bony  framework.  When  this  has  been 
accomplished  tendon  and  nerve  repair  can  be  done.  In 
the  lacerated  finger  in  which  both  the  volar  digital  nerves 
and  tendons  have  been  severed  it  is  necessary  to  do  a 
nerve  repair,  before  attempting  any  repair  of  the  tendons. 
I have  seen  numerous  instances  of  this  particular  injury, 
in  which  both  these  structures  have  been  severed,  and 
no  attempt  whatever  has  been  made  to  repair  the  nerves. 
It  is  the  prevalent  feeling,  apparently,  that  the  main 

* — Read  before  the  Meeting  of  the  Texas  Railway  & Trau- 
matic Surgical  Association.  San  Antonio,  Texas. 


thing  to  accomplish  is  to  get  the  ends  of  the  tendons 
sutured,  regardless  of  how  much  damage  is  done  to  the 
hand.  The  end  result  is  a finger,  in  which  the  skin  is 
smooth  and  glistening,  has  no  sensation,  is  atrophic  and 
has  no  motion. 

SECONDARY  REPAIR 

Secondary  repair  of  tendons  may  be  done  by  one  or 
a combination  of  the  following: 

(1)  Tenolysis  with  insertion  of  paratenon. 

(2)  Direct  suture. 

(3)  Tendon  graft. 

(4)  Tendon  transfers. 

Tenolysis  may  sometimes  be  done  with  good  results 
by  merely  freeing  and  removing  the  cicatricial  tissue,  and 
interposing  paratenon  between  the  tendon  and  the  bone, 
thus  creating  a gliding  surface  for  the  tendon.  The 
paratenon  is  best  obtained  from  the  triceps  muscle  one 
and  one  half  inches  above  the  elbow,  or  from  the  outer 
surface  of  the  deep  fascia  and  fascia  lata  over  the  lower 
two  thirds  of  the  thigh. 

Direct  suture  may  be  done  in  the  palm,  the  wrist, 
the  distal  segment  of  the  fingers,  in  the  thumb,  and,  of 
course,  all  the  extensor  tendons,  providing  there  has  not 
been  too  great  a length  of  tendon  incorporated  in  the 
cicatricial  tissue.  As  stated  before,  this  method  of  repair 
must  be  done  within  two  months  of  the  injury.  Direct 
suture,  secondarily,  in  the  proximal  segment  of  the 
finger,  and  extreme  distal  portion  of  the  palm  is  very 
unsatisfactory,  and  yields  poor  results.  In  these  in- 
stances, it  is  almost  always  necessary  to  resort  to  tendon 
graft. 

FREE  GRAFTING 

In  the  majority  of  cases  of  secondary  tendon  repair 
it  is  usually  necessary  to  resort  to  free  grafting  instead 
of  to  direct  suture,  because  it  is  rarely  possible  to  draw 
the  two  parted  ends  together  for  suture  without  doing 
so  under  great  tension.  After  a tendon  has  been  non- 
functioning for  many  months,  the  degeneration  of  dis- 
ease sets  in  and  renders  it  unfit  for  repair.  This  applies 
especially  to  the  distal  end  of  a tendon  and  the  curled 
up  proximal  end,  but  not  to  a tendon  which  has  reat- 
tached and  been  under  intermittent  tension.  Where  a 
tendon  is  found  to  be  rough  and  adherent,  it  is  best  to 
excise  it  completely  and  substitute  in  its  place  a free  ten- 
don graft.  In  placing  the  tendon  graft,  the  pullout  stain- 
less steel  wire  suture  of  Bunnell,  using  No.  34  stainless 
steel  wire,  yields  the  best  results  in  that  no  foreign  body 
remains  in  the  tendon.  (-2> 

There  are  several  sources  of  tendon  grafts  which  may 
be  enumerated  as  follows: 

(1)  Palmaris  longus. 

(2)  Flexor  digitorus  sublimus. 

(3)  One  or  two  long  extensors  can  be  taken  from 
the  dorsum  of  the  hand. 

(4)  Long  extensor  tendons  of  the  toes  except  that 
of  the  great  toe. 

(5)  Strips  of  fascia  lata  or  the  triceps  tendon. 

TENDON  TRANSFERS 

In  some  instances  of  extensive  hand  injuries,  tendon 
transfers  are  necessary.  When  such  is  necessary  the 
following  principles  are  essential: 

( 1 ) Correct  the  deformity.  This  cannot  be  accom- 
plished by  merely  transferring  tendon,  but  we  must  re- 
shape bones  and  joints  by  osteotomies,  capsulotomies, 
muscle  stripping  and  correct  contractures. 

(2)  The  muscle  of  the  transferred  tendon  must  be 
red,  healthy  and  adequate  in  size  to  carry  on  the  muscle 
balance  and  the  new  motion  desired. 
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(3)  The  transferred  tendon  should  be  placed  in  a 
bed  through  which  it  can  glide,  otherwise  it  will  adhere. 

(4)  The  transferred  tendon  should,  when  possible, 
pull  in  a straight  line,  and  where  a pulley  is  used  the 
muscle  should  be  sufficiently  strong  to  compensate  for 
the  friction. 

(5)  The  amplitude  of  motion  of  the  transferred  ten- 
don should  be  sufficient  to  execute  the  motion  desired. 
We  should  avoid  attaching  the  transferred  tendon  to  two 
tendons  of  different  amplitudes  of  motion.  (2) 

CONCLUSION 

Statistics  of  industrial  acidents  show  that  injuries  and 
infections  of  the  hand  cause  more  loss  of  working  time 
during  the  individual’s  productive  years  than  any  other 
single  condition. 

Surgery  of  the  hand  is  still  the  most  neglected  field 
in  surgery,  and  many,  many  hand  injuries  are  still  treated 
in  hospital  emergency  rooms  and  doctors'  offices.  The 
old  axiom  still  holds  that:  "The  fate  of  the  injured  hand 
rests  with  the  first  doctor  who  treats  it.” 

However,  experiences  gained  at  the  Hand  Centers 
1 during  the  last  war  have  proved  without  doubt  that  many 
hopelessly  injured  hands  can  be  restored  to  useful  hands 
by  proper  reconstructive  procedures,  combining  basic 
surgical  fundamentals  with  plastic,  orthopedic  and  neuro- 
logic surgery. 

In  few  fields  of  surgery  do  minor  disturbances  of 
wound  healing  interfere  so  seriously  with  the  end  results 
as  in  tendon  repair.  Many  times,  even  with  scrupulous 
asepsis  and  atraumatic  technique,  adhesions  will  form, 
and  cause  a limitation  of  the  motion  of  the  affected  digit. 
However,  when  such  occurs,  before  evaluating  disability, 
a further  attempt  should  be  made  to  restore  function  by 
one,  or  a combination  of  the  methods  described,  namely: 

(1)  Tenolysis  (3)  Tendon  graft 

(2)  Direct  suture  (4)  Tendon  transfers 
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EL  PASO  TUMOR  CLINIC 

CASE  NO.  370 

Dr.  Eidenoff — This  patient,  a white  female,  age  53, 
was  referred  to  me  because  of  history  suggesting  possi- 
ble pelvic  malignancy.  Her  story  is  that  she  first  expe- 
rienced pain  in  the  lower  abdomen  about  five  months  ago, 
which  has  grown  progressively  worse.  In  addition  she 
noted  a progressive  weakness  and  loss  of  appetite.  She 
gave  no  history  of  significant  vaginal  bleeding.  Wben  I 
examined  her  there  were  multiple  hard  tumors  on  the 
surface  of  the  uterus.  The  cervix  was  red,  hard  and 
infiltrated  and  bled  slightly  to  touch. 

Dr.  Boehler — The  corpus  is  enlarged  with  some  sug- 
gestion of  invasion  to  the  left  side.  The  cervix  is  twice 
normal  size  with  thickening  and  fullness  extending  into 
the  right  fornix.  Rectal  examination  revealed  the  right 
side  fixed,  not  frozen,  but  half  of  the  wall  fixed.  Specu- 
lum examination  showed  a small  amount  of  bleeding 
granulation  tissue  on  the  posterior  lip.  This  is  probably 
an  endophytic  type  of  cancer  and  could  be  easily  missed. 
This  also  helps  to  explain  the  symptoms  of  pain,  etcetera, 
with  minimal  bleeding.  Biopsy  would  be  necessary  to 
rule  out  the  possibility  of  syphilitic  lesion.  My  impres- 


sion is  carcinoma  of  the  cervix,  stage  three,  League  of 
Nations  classification.  We  would  like,  in  view  of  the 
invasion  of  the  right  side  of  the  pelvic  wall,  to  re-exam- 
ine the  patient  in  ten  days  after  treatments  are  started. 
Much  of  this  fullness  may  be  due  to  infection. 

Dr.  Hart — A gross  biopsy  of  the  cervix  was  made 
and  the  specimen  consisted  of  a dull,  grayish  red,  granu- 
lar fragment  of  tissue  measuring  12  mm.  in  diameter. 
Microscopic  examination  shows  irregular  columns  and 
strands  of  neoplastic  cells  supported  by  a delicate  com- 
pact stroma.  The  tumor  cells  are  growing  in  syncytium 
and  show  a slight  tendency  to  whorl  arrangement.  Mi- 
toses are  relatively  infrequent.  The  diagnosis  is  squa- 
mous cell  carcinoma,  Grade  2. 

Dr.  Fuchlow — Films  of  the  chest  show  no  pathology. 
Intravenous  urogram  reveals  pyelectasis,  Grade  2,  right 
side  and  Grade  4 on  the  left  side.  The  obstruction  ap- 
pears to  be  in  the  distal  third  of  both  ureters,  probably 
due  to  the  invasion  of  the  malignancy.  The  blood  pic- 
ture is  as  follows:  RBC — 4,280,000;  WBC — 10,400;  Hgb. 
— 79  per  cent;  sedimentation  rate — 60  mm.  in  one  hour. 
Papinicolaou  stain  reveals  numerous  malignant  cells. 

Dr.  Prieto — I notice  it  is  routine  procedure  to  do  in- 
travenous urograms  on  all  cases  of  carcinoma  of  the  cer- 
vix. Here  is  one  that  you  state  has  positive  evidence  of 
obstruction.  Could  Dr.  Boehler  or  Dr.  Gibson  tell  us 
if  they  would  advise  any  form  of  specific  treatment? 

Dr.  Boehler — We  do  not  advise  any  specific  treat- 
ment. We  assume  that  in  this  case  it  is  due  to  the  in- 
vasion of  the  carcinoma,  and  any  manipulation  would 
be  detrimental  to  our  general  problem  in  dissemination 
of  the  carcinoma.  I think  Dr.  Fuchlow  would  agree  that 
most  of  these  cases,  seen  in  this  stage  will  be  corrected 
by  the  preliminary  external  radiation.  In  fact,  that  is 
another  of  the  reasons  we  prefer  external  radiation  to 
precede  any  radium  or  intravaginal  therapy. 

Dr.  Gibson — I quite  agree  that  this  is  no  time  to  at- 
tempt dilatation.  In  cases  where  the  obstruction  occurs 
some  months  after  the  treatments  have  been  completed 
dilatation  can  be  used  for  palliation  only.  We  are  not 
at  all  sure  whether  the  obstruction  is  due  to  scarification 
or  malignancy,  but  in  either  case  when  symptoms  obtain 
we  are  justified  in  dilating  these  ureters  and  with  the 
aid  of  chemotherapy  and  antibiotics  control  the  infec- 
tion. Dr.  Fuchlow,  is  it  your  feeling  that  this  obstruc- 
tion is  due  to  radiation  therapy  in  cases  some  time  after 
the  radiation  therapy  is  completed? 

Dr.  Fuchlow — Since  it  has  been  pretty  well  estab- 
lished that  the  obstruction  usually  occurs  at  the  same 
level,  at  or  near  the  pelvic  brim,  it  is  unlikely  that  the 
obstruction  is  due  to  damage  to  the  ureters  themselves. 
Whether  it  is  due  to  the  malignancy  or  radiation  fibrosis 
is  hard  to  determine.  Either  and  both  have  been  demon- 
strated at  necropsies.  At  any  rate,  we  feel  that  the 
cause  of  the  obstruction  is  usually  extrinsic. 

Dr.  Boehler — We  have  here  a clinical  Stage  Three, 
Grade  Two,  squamous  cell  carcinoma  of  the  cervix,  the 
management  of  which  is  entirely  radiological. 

Dr.  Fuchlow — The  policy  adopted  by  the  clinic  in 
this  group  of  cases  is  external  radiation  to  the  pelvis  to 
tolerance,  to  be  followed  by  intravaginal  cone  therapy 
and/or  radium.  Here  is  a lesion  arising  in  the  endo- 
cervix,  at  least  at  the  junction  of  the  cervical  os  and  evi- 
dently with  extensive  intra-uterine  extension.  Our  pro- 
cedure has  been  in  Stage  Three  cases  to  use  radium  with 
intra-uterine  applicators  and  colpostats.  However,  this 
decision  would  best  be  made  at  the  completion  of  the 
external  radiation  series.  At  that  time  an  examination  by 
both  the  radiologist  and  gynecologist  should  reveal  some, 
if  not  complete,  restoration  of  the  normal  anatomy  of 
the  vaginal  vault,  which  would  help  to  determine  which 
would  be  the  best  procedure. 
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Fifteen  Second  ASI-Purpose  Stain  For  Office  Use 

By  R.  D.  Haire,  Jr.,  M.D,  Roswell  New  Mexico 


PATIENT  TO  SCOPE  1 MIN. 


STAIN  15  SEC. 


By  combining  the  penetrating  power  of  Hexylresorci- 
nol  Antiseptic  Solution  commonly  known  as  S.T.  37  with 
gentian  violet  in  1 per  cent  strength,  it  is  possible  in  a 
few  seconds  to  stain  clearly  and  distinctly  bacteria,  cells, 
blood,  pus,  fungi,  and  spirochete  (treponema  excepted) 
on  slides  for  rapid  screening.  The  organisms,  cells,  et- 
cetera, take  a distinct  purple  stain  of  varying  intensity  on 
a clear  field  that  allows  for  immediate  identification.  It 
is  not  a differential  stain  but  will  in  most  instances  suf- 
fice for  quick  diagnosis  and  enable  proper  treatment  to 
follow. 

This  method  was  first  brought  out  by  the  writer  as  a 
stain  for  treponema  pallida  and  published  in  the  Journal 
of  Laboratory  and  Clinical  Medicine,  August,  1938.  Now 
eleven  years,  many  thousand  slides,  and  fifteen  seconds 
later  its  real  value  is  in  the  simplicity  of  the  technic,  clar- 
ity of  the  field,  and  rapid  staining  in  routine  office  work. 

Gentian  violet  1 per  cent  may  be  made  by  placing 
one  gram  of  powdered  stain  in  a mortar  and  while  mix- 
ing add  100  cc.  of  S.T.  37  Antiseptic  Solution  slowly. 
Usually  no  filtering  is  needed;  however,  if  made  from 
commercial  gentian  violet  by  your  druggist,  you  may 
find  various  sized  round  purple  granules,  requiring  fil- 
tering through  one  layer  of  paper. 

Armentarium  and  method  of  staining  is  self  explana- 
tory in  the  illustrations  above. 

Conclusion:  1 per  cent  gentian  violet  in  S.T.  37  Anti- 
septic Solution  makes  a valuable,  clear  cut  stain  reveal- 


ing everything  on  the  slide  in  clear  detail,  requiring  only 
fifteen  seconds  of  staining,  less  than  one  minute  from  pa- 
tient to  microscope,  and  needs  no  special  equipment  or 
trained  personnel. 

REFERENCES 

1.  Haire,  Robert  1).:  A Practical  Method  of  Staining  Trepo- 
nema Pall. da  by  Means  of  Low  Surface  Tension  Stain, 
•T.  Lab.  A-  Clin.  Med.,  vol  23,  No.  11,  Pages  1315-10,  Aug., 
193S. 


INFANTILE  ECZEMA 

(Continued  from  Page  225) 

source  of  irritation  as  well  as  an  etiological  factor,  should 
be  kept  from  direct  contact  with  the  child. 

X-ray  should  not  be  used  in  these  young  children, 
but  ultra-violet  radiation  is  sometimes  beneficial  and 
should  be  tried  in  the  more  persistent  cases. 

Finally,  when  the  condition  is  well  under  control, 
one  should  instruct  the  parents  to  use  starch  and  water 
(Two  cups  Linit  starch  to  the  one-half  tub  of  water)  for 
cleansing  for  some  weeks  and  then  gradually  start  using 
a lanolin  type  of  soap  such  as  Basis  soap  (Duke  Labora- 
tories) or  Almay  cold  cream  soap. 
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Antistine-Privine 


NASAL  SOLUTION 


This  new  synergistic  combination,  Antistine  to  block  the  congestive 
action  of  histamine,  and  Privine  to  shrink  nasal  mucosa,  provides 
prompt,  prolonged  relief  of  nasal  congestion. 

It  has  been  established  that  "the  decongestant  action  of  Antistine- 
Privine  in  many  instances  appears  to  be  more  intense  and  prolonged 
than  from  either  solution  alone.’’1 


DOSAGE:  2 to  3 drops  in  each  nostril  3 or  4 times  daily. 

1.  Friedlaender  & Friedlaender:  Amer,  Praet.  2:643  (June)  1948. 


ANTISTINE-PRIVINE,  aqueous  solution  of  Antistine  0.5%  and  Privine  0.025%, 
in  bottles  of  1 fl.  oz.  with  dropper. 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 

Antistine  (brand  of  antazoline  HC1)  Privine  (brand  of  naphazoline  HC1)  T.  M.  Reg.  U.S.  Pat.  Off.  2/1520M 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


HOTEL  D I EU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


Prompt  24-Hour 

Martin-Mellinger 
Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


HARDING  AND  ORR 

Ambulance  Service 


Exclusive  Home  Of 

Kuppenheimer  Clothing 
MEN’S  STORE 

Popular  Dry  Goods  Co. 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO.  TEXAS 


320  Montana 


3-1646 


El  Paso,  Texas 


GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Delivery 
Phone  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


It’s 

Sweeney’s 

FOR  PRESCRIPTIONS 

MILLS  BLDG  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician’s  Phone  to 
Prescription  Department  - 3-2352 

FREE  DELIVERY 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 
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For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 

The  White  House 

E!  Paso,  Texas 


MAICO  OF  EL  PASO 

•k  Hearing  Aids  ★ Audiometers  -fr  Stethetrone 

MRS,  EDNA  MILLS,  DISTRIBUTOR 


looi  mills  bldg 


3-5572 


An  Aid 
To  Good 
Health  . . 

Depend 
on  the 
high 

quality  of 


>, 


, 2O00US.P.  UNITS  NATURAL  VITAMIN  A 
, 400  U.S.P.  UNITSNATURAL  VITAMIN  D 
ADDED  PER  QUART  BY  VITEX  PROCESS 


CERTIFIED  PASTEURIZED 

FAT  FREE  MILK 


SATURDAY 

^/yrj  |8|)  > 


CERTIFIED  PASTEURIZED 

FAT-FREE  MILK  . . . 

A new  milk,  wholesome  and  pure.  Fortified 
with  Extra  Vitamins  “A” 
and  “D”. 


FOR  SMOOTH 
MUSCLE 
RELAXATION 

The  Antispasmodic 

Combining 
Potency 
with 
Safety 

single 

synthetic  drug, 
providing  a potent 
antispasmodic  action. 

In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 

Available  in  plain  tablets  or  with  i/4  Gr.  Phenobarbital. 

MISSION 
PHARMACAL  CO. 


San  Antonio  6,  Texas 
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Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


We  Carry  A Complete  Line  Of 

DIABETIC  FOODS  AND  SUPPLIES 


McKee’s  Prescription  Pharmacy 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


Serving 

THE  NEEDS  OF  BUSINESS  AND 
PROFESSIONAL  MEN 

Since  18  81 


BANK 


OF  EL  PASO 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORP. 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


ADVERTISE  IN 
SOUTHWESTERN  MEDICINE 

AN  OUTSTANDING  BUY 
IN  THE  MEDICAL  ADVERTISING  FIELD. 


310  North  Stanton  Street,  El  Paso,  Texas 


TAYLOR-SIMPKINS,  Inc. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights,  call  5-0359,  or  Physicians’  Exchange  2-2474 


% 


Qt». 


PRINTING  CO. 

506  N.  KANSAS 

DIAL  2-3811 

For  the  Best  in 


COMMERCIAL  PRINTING 
for  all  Purposes 


Physicians  and  Hospital  Records 
Accurate  Filing  Easy  Finding 

For  Simplicity  and  Efficiency 
Use 

Acme  Visible  Records 
System 

A Correct  Form  for  Every  Purpose 

FIELD-PARKER  COMPANY 

310  Texas  St.  El  Paso,  Texas 


OCTOBER.  1949 


SOUTHWESTERN  MEDICINE 


Page  233 


Southwestern  Physicians’  Directory 


J.  A.  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY,  X-RAYS 


1009  Mills  Bldg. 


3-1051 


El  Paso,  Texas 


ORVILLE  E.  EGBERT,  M.  D.t  F.  A.  C.  P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

ALLERGY 

DISEASES  OF  THE  CHEST 

102  5 FIRST  NATIONAL  BANK  BLDG. 

EL  PASO,  TEXAS 


CLEMENT  C.  BOEHLER,  M.  D„  F.A.C.S. 

Diplomate  American  Board  Obstetrics  and  Gynecology 
Practice  Limited  to  Obstetrics  and  Gynecology 


'018  M’LLS  BUILDING 


EL  PASO,  TEXAS 


THIS  SPACE 
FOR  SALE 


DRS.  BRECK,  BASOM  AND  LEONARD 


PRACTICE  LIMITED  TO 

ORTHOPAEDIC  SURGERY 


5 20  MONTANA  STREZT 


EL  PASO.  TEXAS 


LESTER  C.  FEENER,  M.  D„  F.  A.  C.  P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

Cardiovascular  Diseases 

-Cl- 3 BANNER  BLDG.  EL  PASO,  TEXAS 


BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 


( 

( 

<, 

1 ( 
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8 00  MONTANA  STREET 


EL  PASO,  TEXAS 


DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

First  National  Building  3-3421  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  B_ard  of  Internal  Medicine) 

INTERNAL  MEDICINE 

soo  Montana  Street  3-69  31  el  paso,  Texas 


H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 


109  M_DICAL  ARTS  BLDG. 


EL  PASO,  TEXAS 


J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 


225  FIRST  NATIONAL  B.a, 


EL  PASO,  TEXAS 


-red  C.  Hodges,  M.  D J.  M.  Hooks,  M.  D. 

HODGES  AND  HOOKS 


ORTHOPEDIC  CLINIC 


4 4 2 N.  3RD  STREET 


ABILENE,  TEXAS 


WICKLIFFE  R.  CURTIS,  M.  D„  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 


215  FIRST  NATIONAL  BLDG 


EL  PASO,  TEXAS 


W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 
Medical  Arts  Building — -Suite  300 


15  YANDELL  BOULEVARD 


EL  PASO,  TEXAS 


H.  JORDAN,  M.D.,  F.A.C.S.  C.  E.  WEBB,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

DIPLOMATES  AMERICAN  BOARD  OF  SURGERY 

GENERAL  AND  GYNECOLOGICAL  SURGERY 


32  5 FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 
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KENNETH  S.  KURITA,  M.D. 

GYNECOLOGY  AND  OBSTETRICS 


S PERRY  ROGERS,  M D. 


ORTHOPEDIC  SURGERY 


1017  FIRST  NATIONAL  BLDG  2-9312  EL  PASO,  TEXAS  ) ,02  3anner  Builo  ng 


El  Paso,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 


ORAL  SURGERY 


1031  FIRST  NATIONAL  BLDG 


EL  PASO,  TEXAS 


WILLARD  W.  SCHUESSLER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PLASTIC  SURGERY 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG  EL  PASO,  TEXAS 


DRS.  MASON,  HART  AND  BOVERIE 

RADI  OLOGY— ROEN  TG  ENOLOGY— PATHOLOGY 


310  BANNER  BLDG. 


EL  PASO,  TEXAS 


BERNARD  L.  MELTON.  M.D.,  F.A.C.S.,  F.I.C.S. 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OPHTHALMOLOGY) 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OTOLARYNGOLOGY) 

EYE,  EAR  NOSE  AND  THROAT 

DORSEY  R HOYT,  M.  D. 

EYE,  EAR.  NOSE  AND  THROAT 


THIS  SPACE 
FOR  SALE 


S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

F.  P.  SCHUSTER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 


605  PROFESSIONAL  BUILDING 


PHOENIX,  ARI7 


FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


VINCENT  M.  RAVEL,  M.D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 


MILLS  BUILDING  2-3459 
AND 

800  MONTANA  ST.  3-5652 


EL  PASO,  TEXAS 


O J SHAFFER,  D.D.S.,  F.A.C.D. 

and 

R C RONEY,  D.D.S.,  M.S.D. 


ROSS  W.  RISSLER,  M.  D. 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.  D„  F.  A.  C S. 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 

GENERAL  SURGERY 

WILLIAM  I.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  GRANT  AVE.  3-1601  EL  PASO,  TEXAS 


ORAL  SURGERY 

1101  First  Nat’l.  Building  3-6742 


El  Paso,  Texas 


LESLIE  M SMITH,  M D.  H.  D.  GARRETT,  M.D 

DRS.  SMITH  AND  GARRETT 


DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172 


EL  PASO,  TEXAS 


THIS  SPACE 
FOR  SALE 


M.  P.  SPEARMAN,  M.  D„  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NOSE  - THROAT 


FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 
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ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-8IB  MILLS  BLDG  2-4321  EL  PASO,  TEXAS 


W.  E,  VANDEVERE,  M.  D„  F.  A.  C.  S. 


DIPLOMATE  AMERICAN  BOARDS  OF 


OPHTHALMOLOGY  AND 


TOLARYNGCLOGY 


PRACTICE  LIMITED  TO 

OPHTHALMOLOGY 


■>01  Fi°ST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


L.  E.  Wilcox,  M D.  Russel^  L.  Deter,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS  ^ 1200  first  national  3ldg.  2-6  529  el  Paso,  texas 


A.  A.  DE  LA  TORRE,  JR„  D.D.S. 
GENERAL  DENTISTRY 


Dutton’s  Laboratory 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 


Clinical  and  Pathological  Procedures: 

SEROLOGY  CHEMISTRY 

CLINICAL  MICROSCOPY 

BACTERIOLOGY  HEMATOLOGY 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 


TURNER’S 
CLINICAL  & X-RAY 
LABORATORIES 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 
PATHOLOGY 

X-RAY  DIAGNOSIS 
X-RAY  THERAPY 

RADIUM  THERAPY 

GEORGE  TURNER,  M.D. 

DELPHIN  VON  BRIESEN,  M.D. 

H.  F.  HESLINGTON,  M.D. 

WILLIAM  D.  FLEMING,  M.D. 


ATTEND 

The  Southwestern  Medical  Association  Conference 
In  Albuquerque,  New  Mexico,  November  9-12 

For  Reservations  Write:  Dr.  A.  H.  Follingstead, 
c/o  Albuquerque  Chamber  of  Commerce,  Albuquerque,  N.  M. 


Southwestern 

General 

Hospital 


Approved:  American  College  of  Surgeons 
Blue  Cross  Member  Hospital 
American  Hospital  Association 
Open  Staff 


Cotton  and  Erie 


El  Paso,  Texas 
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ATTEND  THE  SOUTHWESTERN  MEDICAL  ASSOCIATION  CONFERENCE  IN  ALBUQUERQUE  NOV.  9-12 


Hospital  patients  are 


our  responsibility  too 


QUALITY 

RESEARCH 


ETHICS 


Furnishing  quality  pharmaceuticals  is  our 
function.  Getting  them  to  the  patient  on 
time  is  equal  in  importance  to  their 
manufacture. 

All  over  the  country,  our  arrangements 
with  near-by  wholesalers  enable  hospitals 
to  obtain  Lilly  supplies  quickly  and 
conveniently. 

The  patient  and  physician  are  thereby 
assured  of  reliable  medication — when  and 
where  it  is  needed. 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


THIS  PRINTING:  2,200  COPIES 


An  Aid  to  Better  Health  . . . 

CERTIFIED  PASTEURIZED  FAT-FREE  MILK  is  designed 
for  those  who  can  assimilate  no  fats  in  their  diets.  Fat-free 
Milk  is  wholesome  and  pure — another  of  Price’s  famed  Certified 
Milks.  Recommend  it  with  confidence. 


Fortified  With  Extra  Units  of  Vitamins  “A"  and  “O” 


CAFERGON  E"  j 

. . . effective  oral  treatment  of 
migraine  and  other  headaches 

CAFERGONE  is  an  association  of  ergotamine  tartrate  1 mg.  and  Caffeine  alkaloid  100  mg. 
CAFERGONE  (experimentally  known  as  EC-110)  has  proved  to  be  an  effective  agent  in  the 
oral  treatment  of  vascular  headache  such  as  migraine,  migraine  equivalents,  histaminic  cephal- 
gia and  “tension  states”. 

BIBLIOGRAPHY 

1.  Horton,  B.  T.;  Ryan,  R.,  and  Reynolds,  J.  L. ; Clinical  Observations  on  the  Use  of  EC-110,  a New  ) 
Agent  for  the  Treatment  of  Headache.  Proc.  Staff  Meet.,  Mayo  Clinic,  March  3,  1948. 

2.  Friedman,  A.  P.,  and  Brenner,  C.;  Treatment  of  the  Migraine  Attack.  Am.  Practitioner,  March,  ' 

1948.  ) 

3.  Hansel,  F.  K. ; The  Treatment  of  Headache.  Annals  of  Allergy,  March-April,  1949. 

4.  Kadish,  A.  P. ; Clinical  Observations  on  the  Use  of  EC-110  in  Various  Types  of  Headache.  Gen-  j, 
eral  Practice  Clinics,  April,  1949. 

5.  Ryan,  R.  E.;  Cafergone  for  Relief  of  Headache.  Postgrad.  Medicine,  April,  1949. 

6.  Moench,  Louis  G.;  Clinical  Use  of  EC-110  (Cafergone),  a New  Headache  Remedy.  Dis.  Nerv.  Sys-  ! 

tern,  May,  1949.  ») 

Available  in  tablets;  bottles  of  20.  50.  100,  500  and  1,000 

LITERATURE  AND  SAMPLES  ON  REQUEST 

SANDOZ  PHARMACEUTICALS  I 

< 

WEST  COAST  OFFICE  < 

San  Francisco  8,  Calif.  < 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
450  Sutter  Street 


md  now 


wen 


greater 

afety 

sulfonamide 

therapy 


rmcoMBis 


10  M BIN  ATI  O N OF  SULFA  CETI.VIDE, 
FADIAZINE  AND  SULFAMERAZI.NE 


TheWperior  clinical  efficacy  and  enhanced  safety 
of  tripleN^ulfonamide  mixtures  have /been  well  established. 

aw,  even  greater  safety  a-nd  clinical 
effectiveness  n&ye  been  achffivea  by  substituting 
sulfacetimide  for  the  less- desirable  sulfathiazole.  Sensitivity 
reactions  often  encountered  with  sulfathiazole 
are  rarely  observed  with  sulfacetimide. 

Lehr1  states  that  this  new  combination  is 
“a  highly  satisfactory  sulfonamide  mixture  because  of  its  low  toxicity, 
excellent  tissue  distribution  and  good  therapeutic  efficiency.” 


TBICOMBISUL: 


Tablets  of  0.5  Gm.  containing  0.166  Gm.  each 
of  sulfacefimu/e,  sulfadiazine  and  sulfamerazine 
in  bottles  of  100  and  1000. 


1.  Lehr.  D.:  To  be  published. 

•TRICOMBISUL  trade-mark  of  Schering  Corporation 


CORPORATION 

BLOOMFIELD,  NEW  JERSEY 


GET  THE  X-RAY  EQUIPMENT 

YOU  WANT  NOW! 


To  meet  the  extraordinary  demand  of  radiologists,  specialists  and  hospital  ad- 
ministrators for  this  popular  unit,  production  at  KELEKET  has  been  concentrated 
on  the  KXP  100MA  Combination.  The  result  . . . orders  for  this  complete  radio- 
graphic-fluoroscopic unit  are  now  being  shipped  two  weeks  from  receipt. 

For  the  equipment  you  need  NOW  get  this  combination.  It  has  unusual  capacity 
. . . for  chest  fluoroscopy  and  radiography,  genito  urinary  and  gastro-intestinal  work, 
spot  film  technique  and  superficial  therapy. 

TELEPHONE  OR  WRITE  FOR  COMPLETE  DETAILS. 

SOUTHWESTERN  SURGICAL  SUPPLY  COMPANY 


143  First  St. 
Tucson,  Arizona 


414  Mills  St. 
El  Paso,  Texas 


202  N.  Stone  St. 
Phoenix,  Arizona 


triple  attack 

cm  (^Atcmcb  /f/utctuc  a*uZ  /faewk/ 


FOR  EXTENDED  MEDICATION 


Teotine  gives  rhe  combineJ  relief  of:  mannitol  he.x- 
an  it  rate,  vasodilator,  causing  4-  to  6-hour  fall  in 
blood  pressure,  and  often  relief  from  the  pain  of 
angina  pectoris;  theobromine . a complement  to  man- 
nitol. affording  prolonged  vasodilation  and  diuretic 
action,  with  freedom  from  side  effects  and  a tend- 
ency to  decrease  anginal  attacks;  phenobarhifal,  to 
ease  typical  tension  states  of  hypertensive  patients, 
and  enhance  effect  of  the  other  two  drugs. 

For  continuous  medication  in  chronic  angina  and 
arterial  hypertension,  clinical  experience  endorses  Teotine 


Each  Teotine  Tablet  contains: 
Mannitol  Hexanitrate  . % gr. 
Theobromine  IVi  gr. 

Phenobarbital  . . ’/a  gr. 

(Warning:  May  be  habit  forming) 
Supplied  in  bottles  of  100 


THE  SMITH-DORSEY  CO  • LINCOLN.  NEBRASKA  • BRANCHES  at  LOS  ANGELES  and  DALLAS 


raw  materials 


for  making 

red  blood  cells 


Liver-stomach  concentrate 

iron 

vitamin  B complex 

. . . these  are  known  raw  materials  for  erythrocyte  maturation. 

All  are  contained  in  Pulvules  'Lextron  F. G.’  (Liver-Stomach  Concentrate  with  Ferrous 
Gluconate  and  Vitamin  B Complex,  Lilly).  "F.G.”  refers  to  ferrous  gluconate,  a well- 
tolerated  iron  salt  preferred  by  many  clinicians.  Pulvules  'Lextron  F.  G.’  prescribed 
according  to  individual  requirements  will  adequately  treat  any  type  of  anemia  which 
responds  to  liver  or  iron  therapy.  Available  in  bottles  of  84  or  500. 


ELI  LILLY  AND  COMPANY 
Indianapolis  6,  Indiana,  U.S.A. 
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Historic  and  beautiful  Albuquerque  extends  an  in- 
vitation to  all  physicians  and  their  families  to  enjoy  its 
perfect  autumn,  and  at  the  same  time  to  be  brought  in 
contact  with  the  current  medical  thought  of  the  country 
through  the  auspices  of  the  joint  meeting  of  the  South- 
western Medical  Association,  and  the  New  Mexico  Di- 
vision of  the  American  Cancer  Society. 

While  considerable  parts  of  the  country  are  cold  and 
cloudy,  Albuquerque  has  a great  amount  of  sunshine.  To 
those  physicians  not  familiar  with  the  city  itself,  points 
of  historic  interest  will  be,  of  course,  greatly  appreciated. 
Such  structures  as  the  Church  of  San  Felipe  de  Neri, 
built  in  1706,  with  adobe  walls  more  than  four  feet 
thick,  attract  tourists’  attention. 

Excellent  hotel  facilities  and  tourist  courts  are  avail- 
able. However,  it  is  to  be  anticipated  that  these  facili- 
ties will  be  filled  to  capacity,  and  it  is  suggested  that 
one  make  his  reservations  early.  These  reservations 
should  be  made  by  writing  to  A.  H.  Follingstad,  M.D., 
care  of  Chamber  of  Commerce,  Albuquerque,  New  Mex- 
ico. The  city  abounds  with  excellent  restaurants.  Albu- 
querque is  the  wholesale  point  and  distribution  center  for 
a large  area.  Its  shops  are  modern,  and  will  be  appreciat- 
ed by  the  feminine  contingent  at  the  conference. 

ENTERTAINMENT 

"All  work  and  no  play  makes  Jack  a dull  boy”,  and 
the  usual  social  events  which  are  customary  at  such  a 
meeting  are  planned.  A stag  party,  banquet,  etc.,  have 
been  provided  for.  As  for  the  "divot  diggers,”  a golf 
tournament  has  been  arranged  to  take  place  on  Saturday 
afternoon.  To  climax  the  meeting,  the  football  game 
between  the  University  of  Colorado,  and  the  New  Mexico 
Lobos  will  afford  excitement  and  thrills.  It  is  suggested 
that  the  request  for  tickets  to  this  classic  be  sent  to  Dr. 
Follingsad,  care  of  Albuquerque  Chamber  of  Commerce. 
These  reservations  should  be  made  early  as  these  tickets 
are  always  in  great  demand. 

The  Women's  Auxiliary  of  the  Bernalillo  County 
Medical  Society  has  worked  diligently  to  provide  abund- 
ant entertainment  for  the  doctors’  wives,  guests,  and 
families,  during  their  stay  in  Albuquerque.  Tours  of  the 
nearby  Indian  Pueblos  will  be  the  order  of  the  day. 
Teas,  bridge  parties,  and  a luncheon  at  one  of  the  old 
Spanish  homes  will  afford  unique  and  interesting  enter- 
tainment for  all. 

REGISTRATION 

Registration  at  the  meeting  will  be  from  seven  to 
nine  p.m.  Tuesday,  Nov.  8,  and  also  Wednesday  morn- 
ing. However,  the  registration  desk  will  continue  its 
function  throughout  the  entire  meeting  so  that  all  late- 
comers can  be  adequately  accommodated. 

The  following  guest  speakers  will  present  the  pro- 
gram: 

KENNETH  D.  A.  ALLEN,  M.D.,  born  1889;  gradu- 
ated University  of  Pennsylvania  1916;  Associate  Pro- 
fessor of  Radiology  University  of  Colorado;  President 
of  the  Rocky  Mountain  Radiological  Society;  Formerly 
Senior  Consultant  in  Radiology  U S.  Army,  European 
Theater,  World  War  II.  He  will  talk  on  "Practical 
Considerations  of  Carcinoma  of  Cervix  Uteri’  'and 
” ’Scout’  X-ray  Study  of  the  Abdomen.  Its  Value  to  a 
General  Practitioner.” 


E.  T.  BELL,  M.D.,  born  1880;  graduated  University 
of  Missouri  1903;  Professor  and  Head  of  the  Department 
of  Pathology,  University  of  Minnesota  1920  to  1949, 
retired  June  1949;  Author  of  a Textbook  of  Pathology, 
now  in  its  sixth  edition;  Author  of  a monograph  of  Renal 
Diseases;  Many  papers  on  renal  diseases  published;  Re- 
search on  diabetes  now  in  progress.  He  will  talk  on 
"Experimental  Production  of  Cancer”  and  "Pathology 
of  Diabetes  Mellitus.” 

ELMER  BELT,  M.D.,  born  1893;  graduated  Univer- 
sity of  California  1920;  Attending  Urologist:  Hospital  of 
the  Good  Samaritan,  Los  Angeles;  Hollywood  Presby- 
terian Hospital,  Los  Angeles;  Cedars  of  Lebanon  Hos- 
pital, Los  Angeles;  St.  John’s  Hospital,  Santa  Monica; 
St.  Francis’  Hospital,  Lynwood;  Union  Pacific  Railway, 
Los  Angeles.  Consultant  in  Urology:  Orange  County 
Hospital;  Ventura  County  Hospital;  Children’s  Hospital, 
Los  Angeles:  Orthopaedic  Hospital,  Los  Angeles;  Phy- 
sicians and  Surgeons  Hospital,  Glendale.  He  will  talk 
on  "Radical  Removal  of  the  Bladder  with  Transplanta- 
tion of  the  Ureters”  and  "Office  Urology.” 

WILLIAM  BOYD,  M D.,  born  1885;  graduated  Uni- 
versity of  Edinburgh,  1908;  Professor  of  Pathology  and 
Bacteriology,  University  of  Toronto;  Patho'ogist,  To- 
ronto General  Hospital,  Toronto,  Ontario;  World  re- 
nowned author.  He  will  speak  on  "The  Spread  of  Tu- 
mors” and  "Glomerulonephritis." 

OTTO  C.  BRANTIGAN,  M.D,  born  1904;  gradu- 
ated Northwestern  1934;  Professor  of  Clinical  Surgery 
and  Professor  of  Surgical  Anatomy,  University  of  Mary- 
land School  of  Medicine;  Chief  of  Thoracic  Surgery,  Uni- 
versity Hospital,  Baltimore,  Maryland;  Surgeon-in-Chief, 
Baltimore  City  Hospitals.  He  will  speak  on  "Carcinoma 
of  the  Lung”  and  "The  Surgical  Treatment  of  Peptic 
Ulcers.” 

ALLAN  M.  BUTLER,  M.D.,  born  1894;  graduated 

Harvard,  1926;  Professor  of  Pediatrics,  Harvard  Medical 
School,  Boston,  Mass.;  Chairman,  Council,  American 
Pediatric  Society;  Vice-Chairman,  Physicians  Forum; 
Vice-Chairman,  Committee  for  the  Improvement  of 
Medical  Care,  Inc.;  Member  of  Editorial  Board,  Pediat- 
rics, Quarterly  Views  of  Pediatrics,  Advances  in  Pedi- 
atrics, Annual  Review  of  Medicine.  He  will  talk  on 
"Parenteral  Fluid  Therapy”  and  “Diabetes." 

HERBERT  WILLY  MEYER,  M.D.,  born  1896;  grad- 
uated Columbia;  Professor  of  Clinical  Surgery,  Post- 
Graduate  Medical  School,  New  York  University,  Belle- 
vue Medical  Center;  Visiting  Surgeon,  Fourth  Surgical 
Division,  Bellevue  Hospital,  New  York;  Associate  At- 
tending Surgeon,  Lenox  Hill  Hospital,  New  York.  He 
will  talk  on  "Cancer  of  the  Breast,”  "Diaphragmatic 
Hernia”,  and  "Perforations  of  the  G.  I.  Tract.” 

EVANS  W.  PERNOXIS,  M.D.,  born  1898;  gradu- 
ated Harvard  Medical  School  1923;  Associate  Professor 
of  Medicine,  University  of  Illinois  Medical  School;  At- 
tending Physician  of  Presbyterian  Hospital,  Chicago; 
Attending  Physician  of  Cook  County  Hospital,  Chicago. 
He  will  speak  on  "Leukemia”  and  "The  Treatment  of 
the  Anemias.” 

DONALD  M.  PILLSBURY,  M.D.,  born  1902;  gradu- 
ated Nebraska  1926;  Professor  of  Dermatology  and 
Syphilology,  School  of  Medicine,  University  of  Penn- 
sylvania; Dermatologist  to  the  Hospital  of  the  Univer- 
sity of  Pennsylvania,  the  Children's  Hospital  of  Phila- 
delphia, the  Bryn  Mawr  Hospital;  Member  of  the  Syph- 
ilis Study  Section,  of  the  National  Institutes  of  Health; 
Member-at-Large  of  the  Section  on  Clinical  Investiga- 
tions of  the  Committee  on  Growth  of  the  National  Re- 
search Council. 
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SPEAKERS  AT  S.W.M.A.  CONFERENCE 


DR.  ALLEN  DR.  BELL  DR.  BELT 


DR.  BOYD 


DR.  BRANTIGAN 


DR.  BUTLER 


WILLIAM  A.  H.  RETTBERG,  M.D.,  born  1907; 
graduated  University  of  Colorado  1935;  Assistant  Pro- 
fessor of  Medicine,  University  of  Colorado  School  of 
Medicine;  Director  of  Hematology,  University  of  Colo- 
rado Medical  Center.  He  will  speak  on  “Indications 
for  Antibiotics.” 

HERBERT  F.  TRAUT,  M.D.,  born  1894;  graduated 
Johns  Hopkins  1923;  Professor  and  Chairman  of  De- 


partment of  Obstetrics  and  Gynecology,  University  of 
California  Medical  School;  Consulting  Obstretician  and 
Gynecologist,  San  Francisco  Hospital;  Visiting  Gynecol- 
ogist, Laguna  Honda  Home,  San  Francisco;  Consulting 
Obstetrician  and  Gynecologist,  Langley  Porter  Clinic, 
San  Francisco.  He  will  speak  on  "The  Use  of  the  Vagi- 
nal Smear  in  General  Gynecological  Diagnosis”  and 
“Bleeding  in  the  Third  Stage  of  Labor.” 
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DR.  MEYER 


DR.  PERNOK1S 


DR.  PILLSBURY 


DR.  RETTBERG 


The 

Speakers 

For 

The  Academy 
of 

Otolaryngology 

and 

Opthalmology 
Will  Be 
Announced 
Later. 


DR.  TRAUT 


The  first  one  and  one-half  days  of  the  program  are 
given  under  the  sponsorship  of  the  New  Mexico  Di- 
vision of  the  American  Cancer  Society.  This  or- 
ganization has  not  only  been  generous  with  its  finan- 
cial support,  but  has  also  brought  eminent  speakers, 
interested  in  the  pathogenesis  of  neoplastic  disease 
which  contributes  greatly  towards  making  the  pres- 
ent meeting  of  the  Southwestern  Medical  Association 
in  all  probability  the  largest  and  most  successful  it 
has  even  been  since  its  inception. 


The  Southwestern  Medical  Association, 
through  its  official  organ,  SOUTHWESTERN 
MEDICINE,  wishes  to  thank  the  New  Mexico 
Division  of  the  American  Cancer  Society  for 
its  splendid  assistance,  and  it  is  joined  in  this 
felicitation  by  the  members  of  the  Bernalillo 
County  Medical  Society  who  wish  to  express 
publicly  their  thanks  for  the  sincere  and 
kind  cooperation  of  the  above  mentioned 
society. 
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ROUND-TABLE  LUNCHEONS 

During  the  noon  recesses,  there  will  be  Round-Table 
Luncheons  held  in  the  private  dining  rooms  of  three  of 
the  Albuquerque  Hotels.  At  these  luncheons,  visiting 
physicians  will  be  given  an  opportunity  to  put  questions 
to  the  guest  speakers.  Attendance  at  these  luncheons  will 
be  limited  to  the  seating  capacity  of  the  various  dining 
rooms;  and  for  this  reason,  tickets  must  be  purchased  in 
advance  at  the  Conference  registration  desk  in  the  Hilton 
Hotel  at  the  time  the  visitor  registers  for  the  Conference. 

At  these  luncheons,  it  is  expected  that  there  will  be 
three  guest  speakers.  On  the  different  days,  it  will  be 
arranged  so  that  none  of  the  guest  speakers  will  appear 
together  more  than  one  time. 

OFFICIAL  CALL 

To  the  Officers  and  Members  of  the  Southwestern 
Medical  Association  Conference: 

At  8 a.  m.,  Saturday,  Nov.,  12,  there  will  be  a busi- 
ness meeting  of  the  Southwestern  Medical  Association 
Conference.  The  purpose  of  this  meeting  will  be  to 
elect  the  new  officers  and  to  transact  such  other  business 
as  may  be  deemed  necessary. 


The  members  of  the  Bernalillo  County 
Medical  Society  and  the  physicians  of  Albu- 
querque have  labored  diligently  to  provide 
an  able  scientific  program,  and  superior  en- 
tertainment for  all  at  the  coming  conference. 
There  can  be  no  doubt  that  all  who  attend 
this  meeting  will  profit  by  it,  both  profes- 
sionally and  socially.  SOUTHWESTERN 
MEDICINE  urges  all  its  readers  to  attend 
this  meeting,  and  don’t  forget  to  bring  the 
ladies.  It  is  also  urged  that  all  persons  in- 
terested register  early  so  that  those  responsi- 
ble for  this  conference  may  be  able  to  an- 
ticipate the  number  who  will  attend  and  in 
that  way  facilitate  their  method  of  handling, 
it  is  especially  important  to  the  medical  pro- 
fession at  this  time  that  the  profession  pre- 
sent a united  front.  Let’s  exhibit  this  unifi- 
cation by  attending  the  Southwestern  Med- 
ical Conference,  November  9th,  10th,  11th, 
and  12th,  1949,  in  Albuquerque,  New  Mexico. 


Sierra  County  Medical  Meeting 

The  Sierra  County  Medical  Society  met  Sept.  20 
j with  Dr.  and  Mrs.  H.  B.  Johnson.  The  auxiliary  held 
a separate  meeting  at  the  same  time.  Mrs.  Johnson 
j and  auxiliary  members  served  a delicious  baked  ham 
dinner. 

Dr.  W.  White  was  elected  as  a new  member  of  the 
Society.  Dr.  Johnson  read  a scientific  paper  on  rheu- 
matic fever. 

Those  attending  were  Dr.  A.  C.  White,  Dr.  and 
Mrs.  W.  B.  Cantrell,  Dr.  and  Mrs.  T.  B.  Williams,  Dr. 
and  Mrs.  R.  M.  Fulwider,  Dr.  and  Mrs.  E.  E.  Hubble, 
and  Dr.  and  Mrs.  W.  L.  Minear. 

— 

We  have  recently  seen  three  cases  of  virus  pneu- 
monia recover  rapidly  with  aureomycin  therapy.  Expen- 
sive, yes;  but  about  10  per  cent  of  the  cheapest  funeral 
available  these  days. 


Unusually  Fine  Exhibits 
At  S.  W.  M.  A.  Conference 

An  unusually  fine  and  varied  group  of  pharmaceuti- 
cal, surgical,  and  commercial  displays  are  already  as- 
sured for  the  Conference  of  the  Southwestern  Medical 
Association  which  will  be  held  in  Albuquerque,  Novem- 
ber 9-12. 

It  must  be  remembered  that  these  exhibits  play  an 
extremely  important  part  in  the  success  of  any  confer- 
ence. Many  of  these  exhibitors  have  contributed  finan- 
cially and  have  worked  hand  in  hand  with  the  medical 
profession  in  its  controversy  regarding  the  socialization 
of  medicine. 

Many  new  products  will  be  exhibited.  The  medical 
profession  will  receive  kind  and  courteous  attention  from 
the  exhibitors.  Let  us  reciprocate  in  the  same  manner 
and  visit  the  exhibits  and  remember  that  these  exhibits 
are  an  integral  part  of  the  Conference. 

A partial  list  of  the  exhibitors  is: 

G.  W.  Carnrick  Co.,  Newark,  New  Jersey. 

E.  R .Squibb  & Sons,  Long  Island  City,  N.  Y. 

C.  B.  Fleet  Co.,  Lynchburg,  Virginia. 

G.  D.  Searle  & Co.,  Chicago,  Illinois. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New 
Jersey. 

Mead  Johnson  6 Co.,  Evansville,  Indiana. 

Mission  Pharmacal  Company,  San  Antonio,  Texas. 

W.  B.  Saunders  Co.,  Philadelphia,  Pa. 

Lanteen  Medical  Laboratories,  Inc.,  Chicago,  111. 

Eli  Lilly  & Co.,  Indianapolis,  Indiana. 

A.  H.  Robbins  Co.,  Richmond,  Virginia. 

Schering  Corporation,  Bloomfield,  New  Jersey. 

Bilhuber-Knoll  Corporation,  Orange,  New  Jersey. 

Don  Baxter,  Inc.,  Glendale,  Calif. 

A.  S.  Aloe  Co.,  St.  Louis,  Missouri. 

Maico  Hearing  Aid,  Phoenix,  Arizona. 

Blair  Surgical  Supply  Co.,  Inc.,  Tucson,  Arizona. 

Sandoz  Chemical  Works,  Inc.,  San  Francisco,  Cali- 
fornia. 

General  Electric  X-Ray  Corporation,  Dallas,  Texas. 

The  J.  Durbin  Surgical  Supply  Co.,  Denver,  Colo. 

Clinical  Observations 
On  The  Use  Of  Dibutoline 

"Dibutoline,  possessing  both  a smooth  muscle  inhibit- 
ing and  an  antiacetylcholine  action,  has  been  employed 
as  the  sole  therapeutic  agent  or  as  an  adjuvant  in  the 
treatment  of  smooth  muscle  spasm  associated  with  12 
types  of  disorders  of  the  gastrointestinal  tract,  2 of  the 
biliary  tract  and  5 of  the  genitourinary  system.  The  re- 
sults have  been  most  favorable  with  the  exception  of 
the  treatment  of  gastric  crisis  associated  with  tabes. 

"The  drug  has  proved  useful  in  combating  spasm  of 
the  upper  gastrointestinal  tract  and  the  colon  during  the 
course  of  x-ray  examination. 

"Side  effects  of  dibutoline  have  been  ma'nly  moder- 
ate dryness  of  the  mouth  and  slight  diminution  of  ocular 
accommodation  following  the  usual  10-  to  20-mg.  sub- 
cutaneous dosage. 

"The  drug  has  proved  exceedingly  useful  when  a 
prompt,  powerful  antispasmodic  agent  is  indicated.  The 
short  duration  of  its  action  and  its  ineffectiveness  orally 
limit  its  usefulness.” — Marquardt,  G.  H.,  Case,  J.  T., 
Cummins,  Jr.,  G.  M.,  and  Grossman,  M.  I.,  Am.  J.  M.  Sc. 
216:203,  1948. 
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TENTATIVE  PROGRAM 

SOUTHWESTERN  MEDICAL  ASSOCIATION  CONFERENCE 

Albuquerque,  New  Mexico 
November  9,  10,  11,  12 


WEDNESDAY,  NOVEMBER  9 

Dr.  Joseph  Greer,  Presiding. 

8:00  A. M. -10:00  A.M.  Registration 
10.00  A.M.-10:15  A.M.  Welcome  by  President,  New 
Mexico  State  Medical  Society — J.  W.  Hannett,  M.D. 
10:15  A.M. -10:30  A.M.  Response  by  Dr.  Joseph  Greer, 
President,  Southwestern  Medical  Association. 

10:30  A.M.- 11:00  A.M.  "Cancer  of  the  Breast” — Her- 
bert Willy  Meyer,  M.D. 

11:00  A.M. -11:15  A.M.  Discussion 

11:15  A.M. -12:00  M.  Intermission  to  visit  exhibits 

12:00  M.  - 2:00  P.M.  Luncheon  — Round  Table  Dis- 


cussion 

Dr.  J.  W.  Hannett,  Presiding 
2:00  P.M.-  2:30  P.M.  Paper  by  Donald  M.  Pillsbury, 
M.D. 

2:30  P.M. -2:40  P.M.  Discussion 
2:40  P.M.-  2:50  P.M.  Intermission  to  visit  exhibits 
2:50  P.M. -3:20  P.M.  "Experimental  Production  of 
Cancer”— E.  T.  Bell.  M.D. 

3:20  P.M.-  3:30  P.M.  Discussion 
3:30  P.M.-  3:40  P.M.  Intermission  to  visit  exhibits 
3:40  P.M.-  4:10  P.M.  "Practical  Considerations  of 

Carcinoma  of  Cervix  Uteri”- — Kenneth  D.  A.  Allen, 
M.D. 

4:10  P.M.-  4:20  P.M.  Discussion 
4:20  P.M.-  4:30  P.M.  Intermission  to  visit  exhibits 
4:30-  5:00  P.M.  "Carcinoma  of  the  Lung” — Otto  C. 
Brantigan,  M.D. 

8:00  P.M.  Speech  by  Representative  of  American 
Cancer  Society. 

THURSDAY.  NOVEMBER  10 

Dr.  H.  C.  Jernigan,  Presiding 
9:00  A.M.-  9:30  A.M.  "The  Spread  of  Tumors”  — 
William  Boyd,  M.D. 

9:30  A.M.-  9:40  A.M.  Discussion 
9:40  A.M.-  9:50  A.M.  Intermission  to  visit  exhibits 
9:50  A.M. -10:20  A.M.  "Leukemia” — Evans  W.  Per- 
nokis,  M.D. 

10:20  A.M. -10:30  A.M.  Discussion 
10:30  A.M. -10:40  A.M.  Intermission  to  visit  exhibits 
10:40  A.M. -11:20  A.M.  "The  Use  of  the  Vaginal  Smear 
in  Gynecological  Diagnosis” — Herbert  F.  Traut, 
M.D. 

11:20  A.M. -11:30  A.M.  Discussion 
11:30  A.M. -12:00  M.  Intermission  to  visit  exhibits 
12:00  M.-  1:40  P.M.  Luncheon — Round  Table  Discus- 
sions 


Dr.  H.  L.  Bass,  Presiding 

2:00  P.M. -2:30  P.M.  "Glomerulonephritis"  — William 
Boyd,  M.D. 


2:30  P.M. -2:40  P.M. 
2:40  P.M. -2:50  P.M. 
2:50  P.M. -3:20  P.M. 
M.D. 

3:20  P.M.-3:30  P.M. 
3:30  P.M. -3:40  P.M. 


Discussion 

Intermission  to  visit  exhibits 
"Office  Urology"  — Elmer  Belt, 

Discussion 

Intermission  to  visit  exhibits 


3:40  P.M. -4: 10  P.M.  "Diaphragmatic  Hernia”  — Her- 
bert Willy  Meyer,  M.D. 

4.T0  P.M. -4:20  P.M.  Discussion 
4:20  P.M. -4:30  P.M.  Intermission  to  visit  exhibits 
4:30  P.M. -5:00  P.M.  Paper  by  Donald  M.  Pillsbury, 
M.D. 

7:00  P.M.  Stag  Party — Albuquerque  Country  Club. 
FRIDAY,  NOVEMBER  11 
Dr.  Joseph  Banks,  Presiding 
9:00  A.M. -9:30  A.M.  "Parenternal  Fluid  Therapy” — 
Allan  M.  Butler,  M.  D. 

9:30  A.M. -9:40  A.M.  Discussion 
9:40  A.M. -9:50  A.M.  Intermission  to  visit  exhibits 
9:50  A M. -1020  A.M.  “The  Treatment  of  the  Ane- 
mias”— Evans  W.  Pernokis,  M.D. 

10:20  A.M. -10:30  A.M.  Discussion 

10:30  A.M. -10:40  A.M.  Intermission  to  visit  exhibits 

10:40  A.M. -11:20  A.M.  "Perforations  of  the  G.  I. 

Tract” — Herbert  Willy  Meyer,  M.D. 

11:20  A.M. -11:30  A.M.  Discussion 
11:30  A.M.- 12:00  M.  Intermission  to  visit  exhibits 
12:00  M.-L40  P.M.  Luncheon — Round  Table  Discus- 
sions 

Dr.  W.  E.  Vandevere,  Presiding 
2.00  P.M. -2:30  P.M.  “ 'Scout'  X-ray  Study  of  the  Ab- 
domen. Its  Value  to  a General  Practitioner” — Ken- 
neth D.  A.  Allen,  M.D. 

2:30  P.M. -2:40  P.M.  Discussion 
2:40  P.M. -2:50  P.M.  Intermission  to  visit  exhibits 
2:50  P.M. -3:20  P.M.  "Bleeding  in  the  Third  Stage  of 
Labor" — Herbert  F.  Traut,  M.D. 

3:20  P.M. -3:30  P.M.  Discussion 
3:30  P.M. -3:40  P.M.  Intermission  to  visit  exhibits 
3:40  P.M. -4: 10  P.M.  "The  Surgical  Treatment  of  Pep- 
tic Ulcer” — Otto  C.  Brantigan,  M.D. 

4:10  P.M. -4:20  P.M.  Discussion 
4:20  P.M. -4:30  P.M.  Intermission  to  visit  exhibits 
4:30  P.M. -5:00  P.M.  "Pathology  of  Diabetes  Mellitus" 
— E.  T.  Bell,  M.D. 

SATURDAY,  NOVEMBER  12 
Dr.  I.  J.  Marshall,  Presiding 
8:00  A.M. -9:00  A.M.  Business  Meeting  of  Southwest 
Medical  Association. 

9:00  A.M. -9:30  A.M.  "Indications  for  Antibiotics”  — 
William  A.  H.  Rettberg,  M.D. 

9:30  A.M. -9:40  A.M.  Discussion 
9:40  A.M. -9:50  A.M.  Intermission  to  visit  exhibits 
9:50  A.M. -10:20  A.M.  "Radical  Removal  of  the  Blad- 
der with  Transplantation  of  the  Ureters"— Elmer 
Belt,  M.D. 

10:20  A.M. -10:30  A.M.  Discussion 
10:30  A.M. -10:40  A.M.  Intermission  to  visit  exhibits 
10:40  A.M. -11:20  A.M.  "Diabetes” — Allan  M.  Butler, 
M.D. 

11:20  A.M. -11:30  A.M.  Discussion 
2:00  P.M.  Football  game — Colorado  vs.  University  of 
New  Mexico. 
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THE  INSTRUCTION  OF  THE  DIABETIC  PATIENT 

By  Branch  Craige,  M .D.,  El  Paso,  Texas. 


The  instructions  given  the  diabetic  patient  should  be 
carefully  planned  and  cautiously  worded.  The  physician 
must  avoid  both  the  hazards  of  unduly  frightening  the 
patient,  and  of  failing  to  impress  him  with  the  necessity 
for  careful  control  of  his  disease.  He  must  direct  the 
patient  between  overzealousness  and  undue  laxity  in 
diabetic  hygiene.  Finally,  he  should  try  to  make  the  re- 
quirements on  the  patient’s  time  and  attention  as  simple 
as  is  consistent  with  satisfactory  control. 

No  physician  would  describe  to  an  arteriosclerotic 
patient  all  the  catastrophies  that  might  befall  him  should 
one  or  another  of  his  diseased  arteries  thrombose  or  rup- 
ture. The  young  woman  with  compensated  rheumatic 
heart  disease  is  advised  to  consult  her  physician  regularly 
and  to  report  at  once  a febrile  illness  or  shortness  of 
breath  or  chest  pain.  But  one  would  hesitate  to  tell  her 
that  her  life  expectancy  is  matrially  reduced,  that  she 


might  die  of  bacterial  endocarditis,  pulmonary  embolism, 
or  congestive  failure. 

PATIENTS  ALARMED 

On  the  other  hand,  many  physicians  will  purposely 
frighten  patients  with  the  dangers  of  diabetics.  Some 
prescribe  text  books  (1,2),  journals  (3T  and  hospitaliza- 
tion "in  contact  with  other  diabetics,  seeing  patients  with 
gangrene,  a patient  with  a carbuncle,  perhaps  another 
with  diabetic  coma  or  in  hypoglycemia  ...  to  instill  a 
knowledge  of  what  diabetes  really  is"  (4T 

The  purpose  of  this  paper  is  not  to  discuss  the  regu- 
lation of  diabetes,  but  to  consider  what  the  patient  needs 
to  know  to  take  good  care  of  himself. 

Patients  vary  in  the  way  that  they  react  to  psychic 
trauma.  One  patient  may  read  a manual  for  diabetics 
without  anxiety,  because  he  does  not  comprehend  the 
subject  matter.  Another  may  be  so  phlegmatic  as  not 
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to  be  disturbed  by  the  description  of  disastrous  compli- 
cations. A third  may  have  his  management  seriously 
complicated  by  an  anxiety  neurosis.  He  reads  of  disas- 
trous complications;  he  is  dismayed  at  seeing  numerous 
pages  of  charts  and  food  tables;  and  he  is  frustrated  by 
a prescribed  inflexible  routine. 

GOAL  DEFINED 

The  goal  of  satisfactory  therapy  in  diabetes,  as  in 
most  other  diseases,  should  be  that  the  patient  live  as 
nearly  a normal  life  as  is  possible.  This  means  not  only 
that  his  physical  condition  be  normal,  but  also  that  he 
be  undisturbed  emotionally.  To  this  end,  the  instruc- 
tions ought  to  be  as  simple  as  possible.  They  should 
not  be  alarming;  and  the  patient  must  leave  the  office 
with  the  realization  that,  even  though  he  has  diabetes, 
he  can  still  lead  a normal  life  with  little  hazard,  and 
only  slight  inconvenience.  Directions  should  be  given 
verbally,  and  the  patient  then  furnished  a few  simple 
pages  which  repeat  the  same  information  for  his  study 
at  home. 

The  categories  of  information  to  be  covered  are  as 
follows:  1)  diet;  2)  technique  of  collecting  and  testing 
the  urine;  3)  use  of  insulin  (if  required);  4)  hygienic 
principles  to  avoid  complications;  and  5)  recognition  of 
the  danger  signals  of  complications,  and  what  to  do  about 
them. 

Unless  the  patient  is  in  moderate  to  severe  acidosis, 
these  instructions  can  all  be  given  in  office  visits,  and 
hospitalization  is  unnecessary.  In  fact,  regulation  of  the 
ambulatory  diabetic  is  much  more  satisfactory;  hospital- 
ization changes  the  patient’s  exercise  habits,  and  upon 
his  return  to  his  usual  occupation,  re-regulation  becomes 
necessary 

FIRST  STEP 

The  first  step  is  to  teach  a diet.  The  diet  ought  to 
be  one  that  is  as  easy  to  follow  as  possible,  and  re- 
quires little  calculating  on  the  patient's  part.  It  should 
be  adapted  insofar  as  possible  to  the  patient's  food  hab- 
its and  desires.  The  weighing  of  foods  may  be  avoided. 
Weighing  implies  greater  accuracy  than  it  is  actually 
possible  to  obtain,  for  there  are  always  significant  varia- 
tions in  the  water  content  of  foods.  Furthermore,  varia- 
tions due  to  differences  in  seed,  soil,  climatic  conditions 
and  methods  of  cooking  are  so  great  that  weighing  the 
prepared  product  is  an  unnecessary  refinement.  There  is 
no  reason  why  household  measures  cannot  be  used  in 
lieu  of  weights.  With  such  measures  the  patient  is  al- 
ready familiar.  The  brief,  simple  and  satisfactory  diets 
described  by  Caso  and  Stare  (G>  are  quickly  computed 
by  the  physician,  and  easily  followed  by  the  patient. 
They  allow  wide  latitude  in  choice  of  foods,  being  adap- 
table to  the  patient's  taste,  his  pocketbook,  and  the  avail- 
ability of  foods  in  the  market. 

The  second  step  in  the  education  of  the  patient,  is 
the  technique  of  urinalysis  for  sugar.  A test  that  is  sim- 
ply done  is  more  likely  to  be  performed  by  the  patient. 
The  author  recommends  the  Clinitest  outfit  (7>  in  place 
of  Benedict  s solution  and  boiling.  The  time  and  fre- 
quency of  urinalysis  is  for  the  physician  to  decide,  and 
will  vary  with  the  case. 

TECHNIQUE  TAUGHT 

The  patient  who  requires  insulin  needs  to  be  taught 
the  technique  of  giving  himself  a hypodermic  injection, 
and  caring  for  the  needle  and  syringe.  He  must  become 


familiar  with  the  measurement  of  his  dose  of  insulin, 
using  the  standard  U40  or  LI80  syringe.  The  physician 
should  make  sure  that  this  maneuver  is  well  understood. 
The  syringe  and  needle  may  be  rinsed  in  water  and  70 
per  cent  ethyl  or  propyl  alcohol  and  then  kept  suspended 
by  a string  in  alcohol  in  a large  corked  test  tube  or 
water-tight  metal  container  (8>.  The  time  and  incon- 
venience of  sterilization  by  boiling  may  thus  be  eliminat- 
ed. The  adjustment  of  insulin  dosage  should  be  made  by 
the  physician  at  first,  but  the  patient  may  gradually  be 
taught  to  regulate  the  dose  himself,  using  the  urines  as 
a guide,  changing  dosage  not  too  frequently  or  too  abrupt- 
ly, and  conferring  periodically  with  his  physician. 

EMPHASIS  VARIES 

The  emphasis  on  the  various  principles  of  hygiene 
will  vary  from  patient  to  patient.  Foot  care,  for  exam- 
ple, will  be  much  more  important  in  older  patients  with- 
out palpable  pulsations  in  the  feet;  than  it  is  in  the 
younger  patient  whose  circulation  may  be  excellent. 
General  hygienic  principles  include  the  prevention  or 
elimination  of  obesity;  the  avoidance  of,  and  careful 
treatment  of  infection,  no  matter  how  trivial;  the  use  of 
moderate  exercise;  the  avoidance  of  excessive  fatigue; 
and  the  meticulous  care  of  the  feet  and  toenails.  Strict 
continuity  in  the  diet  and  insulin  program  must,  of  course, 
be  made  quite  clear,  and  the  need  for  periodic  medical 
supervision  emphasized. 

With  regard  to  the  complications  of  diabetes,  only 
the  bare  outlines  need  be  given.  The  author  deplores 
the  detailed  and  harrowing  discussions  of  gangrene  and 
blindness,  tuberculosis  and  carbuncle,  not  to  mention 
coma  and  insulin  shock  presented  in  some  manuals. 
INSULIN  REACTIONS 

The  patient  should  be  told  that  overdosage  of  in- 
sulin may  produce  insulin  reactions,  manifested  at  first, 
usually,  by  symptoms  of  coldness,  nervousness,  or  head- 
ache. Such  reactions  must  be  promptly  relieved  by  tak- 
ing any  available  carbohydrate,  preferably  sugar  or  or- 
ange juice.  The  patient  using  insulin  should  always  have 
a lump  or  two  of  sugar  in  his  pocket  for  such  an  emer- 
gency. The  patient  must  clearly  understand  that  the 
persistence  of  heavy  glycosuria,  unusual  thirst,  excessive 
urination  and  drowsiness  are  danger  signs;  that  vomit- 
ing or  diarrhea  may  lead  to  acidosis;  and  that  infections 
and  accidents  aggravate  diabetes.  Whenever  any  such 
signs  or  complications  occur,  the  physician  must  be 
promptly  consulted  before  more  dangerous  consequences 
ensue. 

The  diabetic  patient  is  also  advised  to  carry  some 
means  of  identification  stating  that  he  has  diabetes,  so 
that,  in  case  of  severe  insulin  reaction  or  diabetic  acido- 
sis, medical  care  may  be  obtained  without  delay. 

SUMMARY 

The  instruction  given  the  diabetic  patient  should  fol- 
low the  same  principles  of  encouragement,  reassurance, 
and  optimism  that  are  accepted  procedures  in  the  man- 
agement of  other  chronic  medical  diseases. 

Diets  should  be  easily  calculated,  using  household 
measures,  and  allowing  a wide  latitude  of  choice  of  foods. 

The  techniques  of  urine  testing  and  insulin  adminis- 
tration should  be  the  simplest  available.  Principles  of 
diabetic  hygiene  should  be  understood. 

The  patient  must  learn  the  signs  which  warn  of  im- 
(Continued  on  Page  256) 
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LAMINAGRAPHY 


By  Vincent  M.  Ravel,  M.D..  El  Paso,  Texas 


Laminagraphy  is  a radiologic  procedure  whereby  le- 
sions may  be  demonstrated  on  films  by  obscuring  under- 
lying or  overlying  structures  while  keeping  the  lesion 
in  relatively  sharp  focus. 

Historically  Bocage  first  described  the  principles  in- 
I volved  as  applied  to  radiology  in  1917.  In  this  country 
Kieffer  working  independently  and  using  the  same  prin- 
ciples applied  for  a patent  in  1929. 

The  procedure  has  many  synonyms.  Planigraphy, 

I tomography,  body  section  radiography,  and  stratigraphy 
are  the  more  commonly  used  terms.  Laminagrams,  plani- 
' grams,  tomograms,  stratigrams  are  terms  used  for  the 
| films  obtained  by  the  above  method. 

The  principle  involved  is  based  on  optical  and  mathe- 
matical considerations  whereby  an  object  that  maintains 
a constant  relationship  to  a moving  source  of  light,  and 
a moving  film  will  remain  in  focus,  whereby  the  objects 
which  do  not  maintain  that  relationship  will  be  out  of 
focus. 

If  an  ordinary  camera  is  in  motion  while  an  exposure 
is  made,  the  resulting  image  will  be  blurred.  If  an  ex- 
posure is  made  from  a moving  automobile  the  back- 
ground will  also  be  blurred.  However,  if  two  automo- 
biles are  moving  parallel  at  the  same  rate  of  speed  and 
a picture  is  taken  of  one  car  from  the  other,  the  second 
car  will  be  in  sharp  focus  while  the  background  will  ap- 
pear blurred.  The  reason  the  second  car  is  sharply  re- 


CASE  I,  FIG.  1 


CASE  I,  FIG.  2 

produced  even  though  it  is  in  motion  is  because  it  is  rela- 
tively stationary  to  the  camera.  If  a camera  is  revolved 
about  a fixed  circular  object,  such  as  a telephone  pole, 
and  an  exposure  is  made  while  the  camera  is  moving  in 
an  arc,  the  pole  will  be  in  focus  while  the  background 
will  appear  blurred.  Any  arrangement  whereby  the 
x-ray  tube  and  the  film  can  be  moved  about  a fixed  plane 
will  permit  a reproduction  of  the  plane  to  the  relative 
exclusion  of  other  planes  above  and  below.  The  same 
result  could  be  obtained  by  keeping  the  tube  and  film 
stationary  and  rotating  the  part  to  be  examined.  The 
usual  arrangement  is  to  move  the  tube  in  one  direction 
and  the  film  in  the  opposite  direction. 

The  clinical  applications  are  numerous.  It  must  be 
remembered  that  the  method  is  always  supplementary  to 
the  conventional  studies.  When  indicated  it  offers  an 
invaluable  aid  to  discovering  and  analysing  anatomical 
changes  which  otherwise  would  be  difficult  or  impossi- 
ble to  demonstrate.  The  most  frequent  use  has  been 
made  in  chest  examinations  where  overlying  bony  struc- 
tures or  thickened  pleura  preclude  an  accurate  evalua- 
tion of  a lesion. 

Case  No.  1 revealed  on  the  conventional  films  re- 
produced here*  an  area  of  atalectasis  in  the  right  lower 
lobe.  A laminogram.  Fig.  3,  reveals  a distinctive  soft 
tissue  mass  producing  occlusion  of  a branch  of  the  right 
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mainstem  bronchus.  This  patient  was  broncoscoped,  and 
a biopsy  of  the  mass  revealed  bronchogenic  carcinoma. 

Case  No.  2 was  that  of  a patient  with  traumatic  his- 
tory of  the  upper  dorsal  region  and  which  conventional 
roentgenograms  revealed  no  evidence  of  fracture.  By  sec- 
tioning through  this  region  a fracture  of  the  dorsal  proc- 
ess of  D 1 was  revealed.  Operation  subsequently  con- 
firmed an  un-united  fragment  of  bone  which  was  re- 
moved. 

By  means  of  this  technique  many  other  ill  defined 
lesions  may  be  satisfactorily  demonstrated.  It  has  been 
used  in  the  examination  of  the  skull,  urography  (to  ob- 
scure interfering  gas  shadows),  extremities,  and  parts 
encased  in  opaque  heavy  retentive  dressings. 

The  radiologist  in  his  constant  search  to  demonstrate 
objectively  anatomical  changes  of  value  in  establishing 
a diagnosis  has  by  the  above  means  another  adjunct 
which  when  indicated  may  be  of  invaluable  assistance 
to  the  arriving  at  an  accurate  diagnosis. 


CASE  I,  FIG.  3 

♦Courtesy  of  Dr.  Arthur  Finkelstein,  Director  Department 
of  Radiology,  Graduate  Hospital,  Philadelphia,  Penn. 


The  Vocation  Of  Medicine 

"I  believe  that  those  people  who  possess  what  is 
called  a ‘clinical  sense’  really  owe  it  to  these  two  facts; 
they  make  many  observations  of  which  they  are  uncon- 
scious, and  they  effect  a synthesis  of  those  observa- 
tions that  are  causatively  associated.  At  the  same  time 
they  are  able  to  discard  those  that  do  not  possess  these 
characters.  Herein  lies  the  nearest  explanation  I can 
give  of  the  mental  process  involved  in  diagnosis. "Lord 
Horder,  Lancet  255:715  (Nov.  6),  1948. 


Slightly  retouched  for  purposes  of  reproduction. 

CASE  II,  FIG  1. 


Cancer  Monographs 
Now  Being  Distributed 

A series  of  color-illustrated  monographs  on  the  early 
diagnosis  of  cancer,  prepared  by  some  of  the  nation's 
leading  surgeons  and  scientists  and  published  by  the 
American  Cancer  Society,  are  now  being  distributed 
free  to  682  Texas  physicians. 

The  first  two  of  the  series  have  already  been  dis- 
tributed. Four  more  are  now  being  prepared,  reports  J. 
Louis  Neff,  executive  director  of  the  American  Cancer 
Society,  Texas  Division. 

Mr.  Neff  said  that  the  monographs  are  available  to 
any  physician  who  will  drop  a postcard  with  his  name 
and  address  to  the  American  Cancer  Society,  Texas 
Division,  2307  Helena  Street,  Houston  6,  Texas.  In  this 
way  he  will  be  placed  on  a mailing  list  to  receive  all 
successive  brochures. 

The  monographs  now  being  prepared  and  their  mail- 
ing dates  are: 

1.  The  DIAGNOSIS  OF  GENITO-URINARY 
TUMORS  by  Dr.  Victor  F.  Marshall — September,  1949. 

2.  The  VALUE  OF  EARLY  DIAGNOSIS  IN  MA- 
LIGNANT LYMPHOMAS  AND  LEUKEMIA  By  Dr. 
Lloyd  F.  Craver — December  , 1949. 

3.  THE  EARLY  DIAGNOSIS  OF  BREAST  CAN- 
CER By  Dr.  Cushman  D.  Haagensen — March,  1950. 

4.  CANCER  OF  THE  LUNG  By  Dr.  Richard  H. 
Overhold — June  1950. 

The  monographs  are  from  75  to  100  pages  in  length, 
well  illustrated  and  specific  in  their  detailed  descriptions. 
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PROCEEDINGS  OF  THE  EL  PASO  TUMOR  CLINIC 

CASE  PRESENTATION— No.  376 


This  man  is  36  years  old,  and  in-so-far  as  one  is 
able  to  ascertain  he  was  active,  worked  as  a ranch  hand, 
and  performed  his  usual  duties  without  essentially  any 
generalized  headache  with  very  definite  neck  pain.  This 
pain  radiated  to  the  occiput.  He  became  progressively 
weaker.  This  weakness  progressed  to  the  point  that  he 
was  unable  to  do  any  type  of  work.  Concurrent  with 
this,  he  noticed  a slowly  progressive  diminution  of  his 
vision.  At  the  present  time  his  chief  complaint  is  essen- 
tially headache,  neck  pain,  failing  vision,  and  severe 
generalized  weakness. 

His  physical  examination  otherwise  than  the  rather 
definite  acromegalic  bone  formation  of  the  face,  plus 
the  spade-like  hands,  was  essentially  negative.  The 
heart  and  lungs  were  found  to  be  within  normal  limits. 
His  blood  pressure  was  142  /84.  Examination  of  his 
, abdomen  was  unrevealing.  His  peripheral  vascular  sys- 
tem was  found  to  be  within  normal  limits;  and  the  neuro- 
muscular examination  was  unrevealing. 

Laboratory  findings  were  as  follows: 

A four  lead  electrocardiogram  is  read  as  follows: 
Rate:  126  PR  Int:  .15  sec. 

Sinus  tachycardia  Normal  P waves 

QRS  measures  .08  sec.  Tendency  to  low  voltage;  nor- 
mal axis.  T-l  upright,  shallow;  T-2,  T-3  upright;  Leads 
CF-2,  4,  and  5 are  considered  to  be  within  normal  limits. 

Interpretation:  Normal  electrocardiogram. 

CBC:  RBC — 3,460,000  Polys — 70  per  cent 

Hgb — 82.3  pet.  14.0  gm.  Lymphs — 28  per  cent 

WBC — 7,300  Monos — 1 per  cent 

Eosins — 1 per  cent 

SED.  RATE: 

15  min-11  mm.  Blood  Cholesterol:  333  mgms/100  cc. 

30  min-28  mm.  Blood  Sugar:  141  mgms/100  cc. 

45  min-38  mm.  Test  for  Antiduretic  Hormone — Positive 
60  min-52  mm.  Test  for  Gondatropic  Hormone:  Negative 
BASAL  METABOLIC  RATE: 

Plus  9 KAHN  & EAGLE:  Negative 

GLUCOSE  TOLERANCE  TEST: 

Blood  Sugar  Urine  Sugar 

Fasting  118  mgms  100  cc.  Negative 

1 hr.  after  100  gms.  dextrose  166mgms/100  cc.  Negative 
(Test  was  discontinued  because  of  weakness  of  the 
patient.) 

URINALYSIS 

Voided,  straw — slightly  cloudy — acid  reaction. 

Sp.  Gr.:  1.025 

Sugar  and  Albumin:  Negative 
Pus  cells:  Rare,  h.p.f. 

Epithelial  Cells:  Occasional  renal  and  squamous 
Miscellaneous:  Frequent  amorphous  urates;  numerous 
mucous  threads. 

OPTHALMALOGIST’S  FINDINGS: 

(Charles  P.  Elsberg,  M.D.) 

Vision:  R 20/70 

L 20/30-1  Without  correction 
Manifest  Refraction:  R-  -50  X 90  20/25 

L- -25  X 90  20/20-1 

External  Examination  reveals  there  is  no  exophthal- 
mos. The  lids  and  lashes  are  normally  placed.  The  lac- 


rimal apparatus  is  in  order.  The  conjunctiva  is  normal. 
The  cornea  is  normal.  The  anterior  chambers  are  deep 
and  clear.  The  iris  markings  are  normal.  The  pupils 
are  equal  and  regular  and  react  to  light  and  near  vision. 
The  lenses  are  normal.  Finger  tension  is  normal. 

Ophthalmoscopic  Examination  reveals  the  vitreous 
is  normal.  Fundus  examination  revea's  the  nerve  head 
to  be  normal.  The  retinal  vessels  reveal  no  changes. 
The  macular  region  and  the  peripheral  fundus  is  normal. 

Muscle  Examination  reveals  no  muscle  pathology. 

Field  Examination:  Central  Field  examination  (tan- 
gent screen)  reveals:  a nerve  fibre  bundle  defect  in  the 
left  eye;  the  right  eye  was  normal.  Peripheral  Field  ex- 
amination (perimeter)  reveals  well  advanced  concentric 
contractions  of  the  fields  in  both  eyes. 

The  etiology  for  these  changes  of  course  are  diverse. 
However,  in  view  of  the  history  and  physical  findings, 
the  most  likely  cause  is  due  to  pressure.  Other  less  likely 
causes  may  be  toxic  and  inflammatory  conditions,  vas- 
cular disease,  trauma,  and  functional. 

Impression:  1.  There  is  no  evidence  of  papilloedema. 

2.  Myopic  astigmatism. 

3.  I believe  the  field  changes  are  due  to 
pressure  and  are  moderately  early  in  nature — more  ad- 
vanced changes  would  show  hemianopia;  also,  there 
would  be  fundus  changes  present  which  are  not  seen  in 
this  case.” 


FIGURE  I 


X-RAY  EXAMINATION: 

'Dr.  Vincent  M.  Ravel) 

Chest:  Examination  of  the  chest  reveals  the  lungs 

to  be  well  ventilated.  The  visualized  portion  of  the  bony 
thorax  and  diaphragm  appear  natural.  The  heart  ap- 
pears natural  except  for  moderate  outflow  tract  enlarge- 
ment of  the  left  ventricle.  The  mediastinal  structures 
are  normal.  There  is  no  evidence  of  active  pulmonary 
infection.  The  trachea  and  esophagus  occupy  their  usual 
positions. 

Hands.  Radiographic  examination  of  both  hands  re- 
veals a bilateral  symmetrical  enlargement  of  the  bones. 
There  is  no  evidence  of  recent  trauma.  There  is  no  evi- 
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dence  of  arthritis.  There  is  an  accompanying  enlarge- 
ment of  the  soft  tissues. 

Cervical  Spine:  Radiographic  examination  of  the 

cervical  spine  reveals  a moderate  amount  of  hypertrophic 
degenerative  osteoarthrosis.  The  usual  lordotic  curva- 
ture is  well  maintained.  There  is  an  old  healed  frac- 
ture of  the  spinous  process  of  C-3  with  cephalic  angula- 
tion of  the  distal  fragment.  The  interspaces  are  well 
maintained,  and  no  abnormal  calcifications  are  present 
in  the  longitudinal  spinal  ligaments. 

Left  Shoulder:  The  bones  comprising  the  left  shoul- 

der appear  natural  except  for  moderate  hypertrophic  de- 
generative changes.  No  soft  tissue  calcifications  in  the 
bursae  can  be  identified.  There  is  no  evidence  of  recent 
trauma.  The  joint  space  is  well  maintained. 

Skull:  AP.  PA,  right  lateral  stereo,  base,  and  lo- 

calized sellar  views  were  performed.  There  is  a marked 
alteration  of  the  cranio-facial  relationship  with  the  rela- 
tion being  approximately  134-1.  The  facial  bones  are 
markedly  enlarged,  particularly  the  mandible.  There  is 
marked  enlargement  of  the  sinuses,  especially  the  front- 
als.  The  bones  comprising  the  cranial  vault  appear 
natural,  no  increase  in  thickness  or  increase  in  deposition 
of  bone  being  observed.  There  is  no  increase  in  the 
digital  markings.  The  pineal  is  calcified  and  occupies 
its  usual  position,  as  measured  by  the  Vastine-Kinney 
method.  The  petrous  ridges,  superior  orbital  fissures, 
and  formina  at  the  base  of  the  skull  are  intact.  The  sella 
is  markedly  enlarged,  measuring  22  x 18  mm.  The  dor- 
sum is  thinned  out  and  reveals  a posterior  bulge.  Eye 
ground  examinations  are  recommended  to  determine  the 
amount  of  optic  nerve  involvement.  The  disturbed 
cranio-facial  relationships  together  with  the  enlargement 
of  the  hands  and  the  sellar  changes,  indicates  as  eosino- 
philic adenoma  of  the  pituitary  gland. 

Conclusions:  Acromegaly.  Eosinophilic  adenoma  of 
the  pituitary.  Hypertrophic  degenerative  osteoarthrosis 
of  cervical  spine  and  shoulder.  Old  fracture  of  third 
cervical  dorsal  process. 

Presenting  Physician:  I am  of  the  opinion  that  this 

patient  has  a pituitary  tumor,  and  in  view  of  this  opin- 
ion, I am  presenting  this  case  for  confirmation  of  the 
diagnosis,  and  the  Clinic  recommendation  for  therapy. 
In  view  of  the  progressive  diminution  of  the  visual  fields, 
the  question  of  radiation  therapy  I feel  must  be  con- 
sidered. While  these  patients  symptomatically  feel  bet- 
ter on  estrogen  therapy,  I sincerely  doubt  that  this  type 
of  therapy  is  indicated  insofar  as  this  particular  patient 
is  concerned.  However,  I will  be  pleased  to  hear  the 
views  of  the  Clinic  members  regarding  the  therapeusis 
insofar  as  this  particular  patient  is  concerned. 

Dr.  Ravel:  Insofar  as  the  diagnosis  is  concerned,  I 

hold  a very  definite  impression  that  this  patient  has  an 
intrasellar  tumor. 

Dr.  Fuchlow:  I believe  we  can  accept  the  diagnosis 

of  intrasellar  tumor,  and  the  question  now  comes  as  to 
treatment,  and  that  resolves  itself  into  the  question  of 
whether  you  are  going  to  use  radiation  therapy  or  not. 
I do  not  think  there  is  any  sense  in  attempting  any  other 
type  of  therapy;  for  example,  the  estrogens. 

A Physician:  Would  there  be  any  indication  for 

surgical  intervention? 

Dr.  W.  A.  Jones:  I do  not  consider  surgery  to  be  in- 
dicated in  this  case  so  long  as  the  patient  possesses  sight. 

A Physician:  Dr.  Jones,  do  you  believe  that  x-ray 


therapy  will  relieve  the  headache  or  help  the  visual  fields? 

Dr.  Jones:  I am  not  over-optimistic.  In  25  or  30 

cases,  it  has  only  helped  in  a small  percentage. 

Dr.  Fuchlow:  Radiation  is  the  treatment  of  choice. 

I do  not  believe  there  is  any  other  alternative;  insofar 
as  I am  concerned,  I think  this  man  should  be  subjected 
to  intensive  radiation. 

Dr.  Ravel:  I agree  with  Dr.  Fuchlow.  However, 

there  is  one  danger,  and  that  is  hemorrhage. 

Dr.  Fuchlow:  I note  that  this  man  does  not  have 

true  hypertension,  but  there  is  no  reason  why  it  should 
not  develop.  I believe  he  should  be  studied  along  these 
lines. 

Presenting  Physician:  This  man’s  blood  pressure  was 
142/84,  and  you  will  also  note  that  the  bioassay  for  the 
anti-diuretic  hormone  was  positive.  This  would  rather 
indicate  that  this  man  would  develop  hypertension  un- 
doubtedly, and  I should  consider  that  for  this  reason 
radiation  therapy  would  be  indicated. 

Dr.  Ravel:  I concur,  and  I believe  this  is  all  the  more 
reason  this  man  should  be  subjected  to  irradiation. 

Presenting  Physician:  In  regards  to  the  radiation 

treatment,  I would  like  to  know  the  recommended  dos- 
age, and  how  often  it  should  be  used,  and  what  length 
of  time,  approximately,  the  patient  would  be  under  this 
type  of  therapy. 

Dr.  Fuchlow:  This  is  an  individualistic  affair  inso- 

far as  the  amount  of  therapy  given  to  the  patient  is  con- 
cerned. It  is  my  feeling  that  it  would  take  six  to  eight 
w’eeks  before  you  could  see  results.  Patient  would  have 
to  be  carefully  observed  throughout  this  time,  and  his 
visual  fields  would  have  to  be  studied  carefully.  I would 
recommend  a dose  of  7000  r’s. 

A Physician:  Do  you  not  consider  that  a rather  heavy 
dose? 

Dr.  Ravel:  While  this  dose  has  been  used,  there 

are  many  who  are  a bit  more  conservative  in  the  dosage. 

Dr.  Fuchlow:  These  cases  are  not  frequent,  but  I 

have  treated  these  patients  with  7000  r's,  and  it  is  my 
feeling  that  this  man  should  have  this  amount  of  therapy. 

It  was  the  opinion  of  the  members  of  the  Tumor  Clinic 
that  this  intrasellar  tumor  should  be  treated  by  radiation 
in  a dose  of  7000  r’s,  carefully  administered  over  a pe- 
riod of  four  to  eight  weeks,  and  that  the  patient  should 
be  carefully  watched,  especially  as  regards  his  visual 
fields.  The  Clinic  felt  that  neither  surgery  nor  estro- 
genic therapy  was  indicated  at  this  time. 


Silver  City  Hospital 

Silver  City  General  Hospital,  formerly  operated  by 
the  Grant  County  Charity  Hospital  Association,  is  now 
being  conducted  jointly  by  the  City  of  Silver  City  and 
Grant  County.  Dr.  J.  T.  Pebworth,  formerly  of  In- 
dianapolis, is  the  new  manager. — E.  A.  RYGH,  M.  D., 
Regional  Editor. 


Promptly  every  three  months  we  suffer  from  a re- 
current twinge  of  resentment  at  the  ingratitude  of  the 
Great  White  Father  in  Washington.  We  feel,  regard- 
less of  the  added  expense,  that  the  Internal  Revenue  De- 
partment should  mail  out  a small  receipt  "acknowledg- 
ing with  thanks”  our  contributions.  After  all,  we  pay 
their  salary. 
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GRANULOMA  INGUINALE 

By  Michael  J.  Scott,  Lt„  MC,  Francis  S.  Jones,  Capt.,  MC,  and  Leslie  M.  Smith,  M.D., 
William  Beaumont  General  Hospital,  El  Paso,  Texas 


Granuloma  inguinale  is  a mildly  contagious,  auto- 
inoculable,  destructive,  chronic  disease  which  occurs 
mainly  in  the  tropics  but  is  also  endemic  in  the  United 
States.  It  is  generally  regarded  as  a venereal  disease, 
although  its  venereal  origin  has  never  been  completely 
proved.  In  this  country  it  occurs  predominantly  in  Ne- 
groes. In  numerous  instances  its  occurrence  in  Cauca- 
sians may  be  traced  to  sexual  exposure  to  Negroes,  as 
may  have  occurred  in  our  case.  Racial  immunity,  low 
degree  of  contagiousness,  and  better  hygienic  environ- 
ment may  account  for  its  rarity  in  white  people.  This 
disease  has  been  reported  in  individuals  from  two  to 
ninety-four  years  of  age.  The  period  of  incubation  for 
granuloma  inguinale  has  not  as  yet  been  accurately  de- 
termined. It  has  been  recorded  as  varying  from  a few 
days  to  three  months. 

In  1904  Donovan  found  intracellular  organisms  in 
cases  of  granuloma  inguinale  which  are  now  known  as 
Donovan  bodies.  They  are  constantly  associated  with 
the  disease  and  are  accepted  as  diagnostic  although  they 
have  not  been  proven  to  be  the  etiological  agent.  At- 
tempts to  reproduce  the  disease  in  animals  have  not  been 
successful.  Characteristically,  the  Donovan  bodies  ap- 
pear as  encapsulated  bodies  both  within  and  without 
the  mononuclear  cells  found  in  smears  from  the  granu- 
lating lesions. 

SITES  OF  PREDILECTION 

The  sites  of  predilection  are  the  inguinal,  pubic,  geni- 
tal or  anal  regions.  Extragenital  cutaneous  lesions  are 
not  uncommon  and  occasionally  the  disease  may  be  sys- 
temic involving  bone,  visceral  organs,  and  the  gastro- 
intestinal tract  among  other  locations.  The  initial  les'on 
is  usually  a papule  which  soon  becomes  ulcerated.  This 
ulcer  is  well  demarcated  with  an  advancing  rolled  bor- 
der. The  base  of  the  ulcer  is  red  with  areas  of  granula- 
tion tissue  which  bleed  easily.  This  growth  of  granu- 
lation tissue  may  form  a fungating  mass  resembling  a 
neoplasm.  The  lesions  are  not  painful  but  slowly  pro- 
gressive, indolent  and  eventually  odoriferous.  Satellite 
lesions  may  develop  through  auto-inoculation.  The  re- 
gional lymph  nodes  are  usually  not  enlarged  as  granu- 
loma inguinale  is  not  a disease  of  the  lvmphatic  system. 
Subcutaneous  granulomas  or  “pseudobuboes”  may  occur 
in  the  inouinal  region  and  are  often  mistaken  for  inguinal 
adenopathy.  The  ulcerative  lesions  may  remain  sta- 
tionary for  many  vears  or  cicatrization  may  occur.  Cica- 
tricial tissue  may  be  intermingled  with  active  lesions  and 
associated  with  a loss  of  skin  pigment.  Persisting  sinu- 
ses and  hypertrophic  scars  devoid  of  pigment  are  char- 
acteristic. During  the  process  of  cicatrization  the  lymph 
vessels  are  occasionally  obstructed,  resulting  in  lymph- 
edema of  the  genitals. 

Granuloma  inguinale  is  readily  distinguishable  from 
syphilis,  chancro'd.  lymphogranuloma  venereum  and  car- 
cinoma. although  they  mav  be  coexistent.  Final  diagno- 
sis   should  be  made  only  upon  demonstration  of  the 

Donovan  bodies. 

From  tbe  Medical  and  Laboratory  Services,  William  Beau- 
mont General  Hospital,  El  Paso,  Texas 


CASE  PRESENTATION 

The  demonstration  of  Donovan  bodies  in  surgical 
histological  sections,  the  uncommon  occurrence  of  gran- 
uloma inguinale  in  Caucasians,  and  its  rarity  in  the 
Southwest,  were  deemed  of  sufficient  interest  by  the 
authors  for  submitting  the  following  case  report: 

A 27-year-old  white  male  soldier  was  admitted  to 
the  dermatology  ward  of  William  Beaumont  General 
Hospital  on  October  28,  1948.  The  chief  complaint  of 
the  patient  was  a gradually  enlarging  penile  lesion  of 
approximately  three  months  duration.  He  was  trans- 
ferred from  an  Army  station  hospital  for  diagnosis  and 
treatment.  At  two  station  hospitals,  prior  to  his  ad- 
mission to  William  Beaumont  General  Hospital,  numer- 
ous darkfield  examinations  for  treponema  pallidum,  sero- 
logical tests  for  syphilis,  and  Frei  tests  were  performed, 
all  with  negative  results.  These  tests  were  initially 
performed  almost  immediately  after  the  onset  of  his 
present  condition. 

The  patient’s  family  and  past  histories  were  non-con- 
tributory. He  denied  prior  venereal  diseases  save  for 
acute  gonorrheal  urethritis  in  1946,  which  responded  to 
penicillin  therapy  without  seguelae.  The  patient  admit- 
ted sexual  intercourse  with  a “dark  Spanish  girl”  during 
the  latter  part  of  July  1948.  Insufficient  information 
was  obtained  to  locate  his  contact  for  examination.  Upon 
admission  to  William  Beaumont  General  Hospital  the 
physical  examination  disclosed  the  patient  to  be  a well 
developed,'  apparently  healthy  individual.  The  only 
pathology  noted  was  a sharply  demarcated,  irregular, 
non-tender,  non-indurated  ulceration  on  the  dorsal  inner 
aspect  of  the  prepuce  adjacent  to  the  coronal  sulcus. 
The  central  area  of  this  ulcer  was  beefy-red,  granuloma- 
tous, and  oozing  serum.  The  periphery  consisted  of  an 
elevated  rolled  border.  The  entire  lesion  was  approxi- 
mately 2.5  by  2 cms.  in  width.  Discrete,  small,  non-ten- 
der inguinal  lymph  nodes  were  palpable,  but  were  con- 
sidered to  be  within  normal  limits.  The  clinical  impres- 
sion upon  admission  was  granuloma  inguinale.  Dark- 
field  examinations  for  treponema  pallidum  upon  admis- 
sion, as  well  as  subsequent  similar  examinations,  proved 
negative.  A biopsy  specimen  was  secured  and  smears 
taken  from  material  obtained  by  curettage  from  the  ele- 
vated border  in  an  attempt  to  locate  the  Donovan  bodies. 
Both  procedures  proved  fruitful,  as  Donovan  bodies  were 
located  in  the  histological  preparations  as  well  as  the 
smears. 

DARKFIELD  EXAMINATIONS 

Repeated  darkfield  examinations,  Frei  and  Ducrey 
Skin  Tests  for  Lymphogranuloma  Venereum  and  Chan- 
croid respectively,  and  serological  tests  for  syphilis  re- 
mained negative  during  hospitalization  at  William  Beau- 
mont General  Hospital  from  28  October  to  16  December 
1948.  The  urinalysis  was  essentially  negative.  The 
blood  count  upon  admission  was  as  follows:  RBC:  5,090,- 
000:  WBC:  10,150:  Hb.  14.5  gms.  (93  per  cent).  The 
differential  white  blood  count  consisted  of:  Neutrophiles, 
63  per  cent:  Lymphocytes,  28  per  cent:  Monocytes,  7 
per  cent,  and  Eosinophiles,  2 per  cent. 
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Microscopic  examination  of  the  biopsy  specimen 
showed  an  ulcerated  skin  surface  with  varying  amounts 
of  regenerating  epithelium.  The  entire  dermis  in  the 
region  of  the  ulceration  was  heavily  infiltrated  by  many 
plasma  cells,  lymphocytes  and  polynuclear  leukocytes. 
Large  mononuclear  leukocytes  were  also  present  as  were 
occasional  mast  cells.  The  polynuclear  cells  were  found 
diffusely  and  in  ' pools".  Giemsa  stained  sections  of 


PHOTOGRAPH  OF  LESION 
TAKEN  PRIOR  TO  STREPTOMYCIN  THERAPY 

Zenkerized  formalin  fixed  tissue  showed  a few  of  the 
large  mononuclear  cells  to  contain  many  small  rod- 
shaped or  spherical,  basophilic,  introcytoplasmic  bodies. 
The  histological  diagnosis  was  granuloma  inguinale. 

Smear  preparations  taken  d'rectly  from  the  lesion 
and  stained  with  Wright's  sta'n  showed  many  large 
monomnuclear  cells  to  contain  intracytoplasmic  inclusion 
bodies  typical  of  Donovan  Bodies. 

CLINICAL  RESPONSE 

Upon  confirmation  of  the  clinical  diagnosis  the  pa- 
tient received  therapy  consisting  of  one  gram  of  strepto- 
mycin daily  for  fifteen  consecutive  days.  Streptomycin 
was  administered  in  divided  intramuscular  injections 
containing  0.5  gram  streptomycin  at  8 a.  m.  and  repeated 
at  5 p.  m. 

Clinical  response  to  the  above  therapy  was  dramatic 
and  noted  immediately  following  the  initial  injections  cf 
streptomycin.  The  lesion  continued  to  involute  upon 
completion  of  therapy  and  the  patient  was  considered 
cured  upon  hospital  discharge  on  16  December  1948. 

Before  streptomycin  became  available  many  types  of 
local  and  systemic  treatment  in  cases  of  granuloma  in- 
guinale were  necessary.  The  earlier  the  therapy  was 


initiated,  the  more  favorable  was  the  prognosis.  Tartar 
emetic,  mono-sodium  thioglycollate,  and  Fuadin  were 
the  most  efficacious  systemic  medications.  It  was  not 
uncommon  for  the  above  therapeutic  agents  to  be  ad- 
ministered for  many  years  without  encouraging  results. 
Penicillin  even  in  large  doses  has  no  beneficial  effect. 
The  use  of  streptomycn  has  had  dramatic  effects.  Heal- 
ing usually  occurs  within  one  month  without  additional 
therapy.  The  total  dosage  and  length  of  administration 
are  as  yet  arbitrary,  but  the  schedule  used  in  this  case 
appeared  satisfactory.  A'though  it  is  too  early  to  evalu- 
ate completely,  streptomycin  is  certainly  the  most  effec- 
tive agent  available  for  the  treatment  of  granuloma  in- 
guinale. 
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The  Instruction  Of 
The  Diabetic  Patient 

(Continued  from  Page  250) 

pending  complications,  and  the  measures  which  must  be 
taken  should  such  signs  appear. 

It  is  not  necessary,  nor  is  it  good  medicine,  to  fright- 
en the  patient;  and  it  is  absurd  to  have  him  devote  time 
and  attention  to  a scientific  study  of  his  disease. 
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Effect  Of  Oral  Streptomycin 
On  The  Intestinal  Flora 

"The  oral  administration  of  as  little  as  1.0  gm.  of 
streptomycin  daily  eliminated  Escheria  coli  from  the 
stool  of  five  patients  within  two  days.  The  stool  could 
be  kept  free  of  these  microorganisms  as  long  as  adequate 
streptomycin  levels  were  maintained,  but  reappeared 
promptly  when  it  was  discontinued.  Swabs  taken  at 
operation  from  the  mucosa  of  the  colons  of  two  patients 
who  had  received  preoperative  streptomycin  did  not 
contain  E.  coli.  These  microorganisms  also  were  elimi- 
nated from  the  distal  segment  of  a colostomy  by  strepto- 
mycin lavage  per  rectum.  Streptomycin  did  not  affect 
the  anaerobic  flora  of  the  stool,  and  had  no  appreciable 
effect  on  the  fecal  streptococci."— Kane,  L.  W.,  and 
Foley,  G.  E.,  Proc.  Soc.  Exper.  Biol,  and  Med.  66:201, 
1947. 
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^ Pyriben 


zamme 

CREAM  or  OINTMENT 


for  prompt  relief  of  itching 


Topical  application  of  Pyribenzamine  Cream  or 
Pyribenzamine  Ointment  has  been  found  "a 
valuable  adjunct”1  in  contact  dermatitis. 

Relief  of  burning  and  itching,  resulting  from 
contact  with  such  substances  as  plant  oleoresins, 
soaps,  cosmetics  and  chemicals,  maybe  expected 
in  a high  percentage  of  cases.  In  some  instances, 
more  comp’ete  freedom  from  these  symptoms 
has  resulted  from  simultaneous  use  of  oral  and 
topical  therapy  with  Pyribenzamine. 

Pyribenzamine  Cream,  water-soluble  base,  2%,  in  jars  of 
50  grams  and  1 pound. 

Pyribenzamine  Ointment,  anhydrous  base,  2%,  in  jars  of 
50  grams  and  1 pound. 

1.  Carrier,  Krug,  Lott  & Glenn:  Journal-Lancet,  June,  1948. 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 

PYRIBENZAMINE  (brand  of  tripelennamine) 

Trade  Mark  Reg.  U.  S.  Pat.  Off.  2/1527M 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  THONE  2-1431 


Prompt  24-Hour 

Martin-Mellinger 
Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


HARDING  AND  ORR 

Ambulance  Service 


Exclusive  Home  Of 

HICKEY-FREEMAN  Customized  Clothing 

MEN’S  STORE 

Popular  Dry  Goods  Co. 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C,  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO.  TEXAS 


320  Montana 


3-1646 


El  Paso,  Texas 


It’s 

Sweeney ’s 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician’s  Phone  to 
Prescription  Department  - 3-2352 

FREE  DELIVERY 


GUNNING  8.  CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 
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Men’s  Clothes 

Ready  Made  and  Made-to-Measure 

BLUMENTHAL’S 

The  Southwest’s  Leading  Men’s  Shop 
Pioneer  Plaza  El  Paso,  Texas 


FOR  SMOOTH 
MUSCLE 
RELAXATION 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 


The  White  House 


E!  Paso,  Texas 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


The  Antispasmodic 


Combining 


Potency 


with 


Safety 


synthetic  drug, 
providing  a potent 
antispasmodic  action 


In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 

Available  in  plain  tablets  or  with  V4  Gr.  Phenobarbital. 

MISSION 
PI1  ARM  AC  AL  CO. 

San  Antonio  6,  Texas 
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Ambulance  Service  at  All  Hours 

Kasfer  & Maxon 

El  Paso,  Texas  2-3431 


For  the  Professional  Man  we  recommend 
a conservative  investment. 

El  Paso  Electric  Co.  common 
at  I approx.)  32 

HAROLD  S.  STEWART  & CO. 
Investment  Securities 


1203  Bassett  Tower 


3-3437 


El  Paso.  Texas 


We  Carry  A Complete  Line  Of 

DIABETIC  FOODS  AND  SUPPLIES 
McKee’s  Prescription  Pharmacy 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-269S 


MAiCO  OF  EL  PASO 

★ Hearing  Aids  W Audiometers  ir  Stethetrone 

MRS.  EDNA  MILLS.  DISTRIBUTOR 


looi  Mills  bldg. 


3-5572 


TAYLOR-SIMPKINS,  Inc. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights,  call  5-0359,  or  Physicians’  Exchange  2-2474 


UU| 


Lithographing,  Addressing  and  Mailing  Service 
806  N.  Kansas  v— s 2-5071  - El  Paso,  Texas 


$ 


PRINTING  CO. 

506  N.  KANSAS 
DIAL  2-3811 

For  the  Best  in 


COMMERCIAL  PRINTING 
for  all  Purposes 


< 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 


Dallas,  Texas 


P.  O.  Box  1053 


Medical  Arts  Bldg. 


) 
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J.  A:  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY.  X-RAYS 


1009  Mills  Bldg. 


3-1051 


El  Paso,  Texas 


ORVILLE  E.  -EGBERT.  M.  D.,  F.  A.  C.  P. 

D IPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

ALLERGY 

DISEASES  OF  THE  CHEST 

1 ? 2 5 FIRST  NATIONAL  BANK  BLDG. 

EL  PASO,  TEXAS 


CLEMENT  C.  BOEHLER.  M.  D„  F.A.C.S. 

Diplomate  American  Board  Obstetrics  and  Gynecology 
Practice  Limited  to  Obstetrics  and  Gynecology 


J018  MILLS  BlCLDIi.G 


EL  PASO,  TEXAS 


THIS  SPACE 
FOR  SALE 


DRS.  BRECK.  BASOM  AND  LEONARD 


PRACTICE  LIMITED  TO 

ORTHOPAEDIC  SURGERY 


5 20  MONTANA  STREET 


EL  PASO.  TEXAS 


LESTER  C.  FEENER,  M.  D„  F.  A.  C.  P. 

DIPLOMATE  AMERICAN  BOARD  INTERNAL  MEDICINE 

INTERNAL  MEDICINE 
Cardiovascular  Diseases 

4 Cl- 3 BANNER  BLDG.  EL  PASO,  TEXAS 


BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 


H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 


8 00  MONTANA  STREET 


EL  PASO,  TEXAS  f 209  MEDICAL  ARTS  BLDG. 


EL  PASO,  TEXAS 


DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 


\ (Certified  by  The  American  Board  of  Orthopedic  Surgery) 

First  National  Building  3-3421  El  Paso,  Texas  ( 1225  first  national  BlD.;. 


J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
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W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 
Medical  Arts  Building — Suite  300 

415  YANDELL  BOULEVARD  3-5582 


VINCENT  M.  RAVEL,  M.D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 


MILLS  BUILDING  2-3459 
. AND 

el  paso,  Texas  ( 800  MONTANA  ST.  3-5652 


EL  PASO.  TEXAS 


G H JORDAN,  M D , F A C S.  C.  E.  WEBB,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 


ROSS  W.  RISSLER,  M.  D. 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  INTERNAL  MEDICINE) 

INTERNAL  MEDICINE— CARDIOLOGY 


DIPLOMATES  AMERICAN  BOARD  OF  SURGERY 

GENERAL  AND  GYNECOLOGICAL  SURGERY 

52  5 FIRST  NATIONAL  BLDG  2-9412  EL  PASO,  TEXAS  ^ WALTER  W.  WOLLMANN,  M.  D. , F.  A.  C S. 

(CERTIFIED  BY  THE  AMERICAN  BOARD  OF  SURGERY) 

GENERAL  SURGERY 


BERT  KEMPERS,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

706  First  National  Bank  Bldg.  2-3807  Albuquerque,  N.  M. 


WILLIAM  I.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  GRANT  AVE.  3-1601  EL  PASO,  TEXAS 


KENNETH  S.  KURITA,  M.D. 

GYNECOLOGY  AND  OBSTETRICS 

1017  FIRST  NATIONAL  BLDG.  2-9312  EL  PASO,  TEXAS 


S.  PERRY  ROGERS,  M D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 


TRUETT  L MADDOX,  D.  D.  S. 

ORAL  SURGERY 


1031  FIRST  NATIONAL  bLDG 


EL  PASO,  TEXAS 


WILLARD  W.  SCHUESSLER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PLASTIC  SURGERY 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 


DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 


310  BANNER  BLDG. 


EL  PASO,  TEXAS 


S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

F.  P.  SCHUSTER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 


FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


BERNARD  L.  MELTON.  M.D.,  F.A.C.S.,  F.I.C.S. 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OPHTHALMOLOGY) 

(CERTIFIED  BY  AMERICAN  BOARD  OF  OTOLARYNGOLOGY) 

EYE,  EAR.  NOSE  AND  THROAT 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 


605  PROFESSIONAL  BUILDING 


PHOENIX,  ARIZ. 


O.  J.  SHAFFER,  D.D.S.,  F.A.C.D. 
and 

R.  C.  RONEY,  D.D.S.,  M.S.D. 


THIS  SPACE 
FOR  SALE 


ORAL  SURGERY 

1101  First  Nat’l.  Building  3-6742  El  Paso,  Texas 
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||  LESLIE  M.  SMITH,  MD  H.  D.  GARRETT,  M.D 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OF  OTOLARYNGOLOGY 

EYE  - EAR  - NCSE  - THROAT 


W.  E.  VANDEVERE,  M.  D.,  F,  A.  C.  S. 

i OP 

\ or 


DIPLOMATE  AMERICAN  BOARDS  OF 

PRACTICE  LIMITED  TO 

OPHTHALMOLOGY 

1001  FlPST  NATIONAL  BLDG. 


OPHTHALMOLOGY  AND 


D TOLARYNGCLOGY 


EL  PASO,  TEXAS 


FIRST  NATIONAL  BLDG. 


EL  PASO,  TEXAS 


L.  E.  Wilcox,  M.  D.  Russell  L.  Deter,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 

12  00  FIRST  NATIONAL  3LDG.  2-6  529  EL  PASO,  TEXAS 


ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S.  WILLIAM  H.  WODLSTON,  A.B.,  M.D.,  F.A.C.S. 


(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 


GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 


A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 

GENERAL  DENTISTRY 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 


THIS  SPACE 
FOR  SALE 


Dutton’s  Laboratory 
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point  by  point 


_B_  Effectiveness  and  safety  in  the  treatment  of  cough  are  embodied  in 
BENYLIN  EXPECTORANT,  a combination  of  Benadryl®  hydrochloride  ( 10 
mg.  per  teaspoonful ) with  other  dependable,  non-narcotic  remedial  agents. 

2 Versatility  is  also  provided,  since  BENYLIN  EXPECTORANT  relieves  both 
coughs  due  to  colds  and  coughs  of  allergic  origin,  and  relieves  associated 
congestive  symptoms. 

S Thoroughness  of  action  attends  the  use  of  BENYLIN  EXPECTORANT:  While 
combating  cough,  it  fosters  the  liquefaction  and  removal  of  mucous  secre- 
tions from  the  respiratory  tract;  soothes  irritated  mucosae;  relaxes  the 
bronchial  tree;  diminishes  bronchial  congestion;  and  alleviates  nasal  stuffi- 
ness, sneezing  and  lacrimation. 

TC  Palatability  is  an  important  practical  advantage.  Readily  accepted  by  chil- 
dren as  well  as  adults,  BENYLIN  EXPECTORANT  has  a pleasant,  mildly 
tart  taste  that  does  not  cloy  even  with  continuing  administration. 


Ueirvlin 

/ Trade  Mark 


DOSAGE:  One  or  two  teaspoonfuls  every 
two  to  three  hours.  Children,  one-half  to  one 
teaspoonful  every  three  hours. 

BENYLIN-  EXPECTORANT  contains  in  each 
duidounce: 

Benadryl  Hydrochloride  so  nig. 

(diphenhydramine  hydrochloride,  P.  D.  & Co.) 
Ammonium  Chloride  12  gr. 

Sodium  Citrate  5 gr. 

Chloroform  2 gr. 

Menthol  l l"  gr. 


BENYLIN*  EXPECTORANT  is  supplied  in 
lG-oz.  and  gallon  bottles. 


by  intramuscular  injection 
PROGYNON-B* 

(Estradiol  Benzoate  U.S.P.  XIII  in  oil  solu- 
tion ) , the  estrogen  of  choice  for  the  majority  of 
patients  in  the  menopause,  olfers  them  rapid 
and  sustained  relief. 

MICROPELLETS  PROG Y NON* 

(aqueous  suspension  of  crystalline  Estradiol 
U.S.P.  XIII I establishes  at  the  site  of  injection 
a depot  of  pure  hormone  for  steady  continuous 
long  term  absorption. 


by  mouth 

PROGYNON*  BUCCAL  TABLETS 

i Estradiol  U.S.P.  XIII  in  PoLYHYDROLf  base) 
?upply  the  hormone  intraorally  by  direct  mu- 
rosal  absorption.  Effectiveness  compares  favor- 
ably with  injected  Progynon-B. 

PROGYNON-DH*  TABLETS 

(Estradiol  U.S.P.  XIII),  as  maintenance  ther- 
apy following  control  with  other  forms  of  the 
hormone,  offer  singular  economy. 

by  implantation 

PROGYNON  PELLETS 

(Estradiol  U.S.P.  XIII)  supply  a uniform 
amount  of  the  hormone  for  several  months. 


PROGYNON 


in  all  forms , decisive  relief  without  side  effects 

t Poly h ydrol  trade-mark  of  Schering  Corporation 


CORPORATION 

BLOOMFIELD,  NEW  JERSEY 


PROGYNON  < 


new  possibilities 
for  the  radiologist 
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KELLEY-KOETT 

MULTICRON  3 0 0 M A 


GENERATOR 


The  Kelley-Koett  Multicron  300  MA  is  a heavy  duty  X-ray 
generator  with  capacity  and  operating  features  surpassing 
any  previous  diagnostic  unit  yet  available  in  its  range. 
The  therapy  rating  is  140  KVP  at  10  milliamperes  for  four 
hours  of  continuous  operation.  Diagnostic  rating  provides 
120  KVP  at  300  milliamperes  in  intermittent  operation. 
Fixed  milliamperage  control  and  a 
unique  electronic- mechanical  timer 
make  operation  outstandingly  simple 
. . . results  extremely  accurate  in 
every  technic. 

These  and  other  features  of  interest 
to  the  hospital  radiologist  are  detailed 
in  descriptive  literature  available  on 
request. 

Telephone  or  write 

for  complete  details. 

SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

414  MILLS  STREET  143  NORTH  FIRST  STREET  202  NORTH  STONE  STREET 

EL  PASO,  TEXAS  PHOENIX,  ARIZONA  TUCSON,  ARIZONA 
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THE  TEOTINE  TRIANGLE  for  long  term  use 


Teotine  gives  the  combined  relief  of:  mannitol  hexanitrate , 
vasodilator,  causing  4-  to  6-hour  fall  in  blood  pressure, 
and  often  relief  from  the  pain  of  angina  pectoris, 
theobromine , a complement  to  mannitol,  affording 
prolonged  vasodilation  and  diuretic  action,  with  freedom 
from  side  effects  and  a tendency  to  decrease  anginal  attacks; 
phenobarbital , to  ease  typical  tension  states  of  hypertensive 
patients,  and  enhance  effect  of  the  other  two  drugs. 

For  continuous  medication  in  chronic  angina  and  arterial 
hypertension,  clinical  experience  endorses  Teotine. 

Teotine-Dorsey 

Each  Teofiwe  Tcb contains : 

Manrntcf  jffexansfeafe . V*  gr. 

Theobromine  , gr. 
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DOLOPHINE 

HYDROCHLORIDE*  V 

^iMethadon  Hydrochloride  Lilly) 


Cough,  especially  when  unproductive  and  irritating, 
interferes  with  rest  and  sleep  and  may  be  painful. 
'Dolophine  Hydrochloride’  quiets  an  overactive  cough  reflex 
without  altering  respiratory  rate  or  air  volume.  Compared 
with  opium  derivatives,  it  is  more  effective  in  smaller  doses 
and  its  action  lasts  over  a longer  period  of  time. 

This  palatable  cherry-flavored  syrup  fully 
deserves  the  physician’s  preference. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S. 


Literature  on  Syrup  "Dolophine  Hydrochloride’ 
is  available  from  your  Lilly  medical  service  representative 
or  will  be  forwarded  upon  request. 


• Narcotic  order  required. 
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SPLENDID  PROGRAM  FEATURES  SOUTHWESTERN 
MEDICAL  ASSOCIATION  CONFERENCE 


Some  400  members  of  the  Southwestern  Medical 
Association  from  New  Mexico,  West  Texas,  Arizona 
and  Northern  Mexico  attended  various  sessions  of 
the  association’s  annual  conference,  held  jointly  in 
Albuquerque,  Nov.  9-12,  in  conjunction  with  activities 
of  the  New  Mexico  Divi- 
sion of  the  American 
Cancer  Society. 

Dr.  I.  J.  Marshall  of 
Roswell,  named  presid- 
ent-elect a year  ago  was 
installed  as  president  for 
the  1949-50  year.  Dr. 

Louis  W.  Breck  of  El 
Paso  was  elected  presid- 

Ient-elect.  Other  officers 
elected  to  serve  for  the 
1 949-  5 0 term  are  Dr. 

James  Walsh,  Douglas, 

Ariz.,  first  vice-president; 

Dr.  Charles  M.  Thomp- 
son, Albuquerque,  second 
vice-president;  and  Dr. 

Willard  W.  Schuessler, 

El  Paso,  secretary-treas- 
urer. 

Phoenix  was  chosen 
conference  city  for  1950. 

Retiring  officers  were: 

Dr.  Joseph  M.  Greer, 

Phoenix,  president;  Dr. 

W.  E.  Vandevere,  El  Pa- 
so, first  vice-president; 

Dr.  Joseph  Bank,  Phoe- 
nix, second  vice-presid- 
ent; and  Dr.  W.  R.  Cur- 
tis, El  Paso,  secretary- 
treasurer. 

Presiding  over  various 
meetings  of  the  confer- 
ence were  Dr.  Greer;  Dr. 

J.  W.  Hannett,  Albuquer- 
que, president  of  the  New  Mexico  State  Medical 
Society;  Dr.  H.  C.  Jernigan,  Albuquerque;  Dr.  H.  L. 
Bass,  Albuquerque ; Dr.  Bank;  Dr.  Vandevere;  and 
Dr.  Marshall. 

Host  for  the  conference  was  the  Bernalillo  County 
Medical  Society.  In  charge  of  arrangements  were 
Dr.  Charles  M.  Thompson  and  Dr.  J.  R.  Van  Atta. 
They  were  assisted  by  Ralph  Marshall,  executive 
secretary  for  the  New  Mexico:  State  Medical  Society. 

Dr.  E.  T.  Bell,  who  recently  retired  from  the 
University  of  Minnesota,  where  he  had  been  Pro- 
fessor and  Head  of  the  Department  of  Pathology  for 


DR.  I.  J.  MARSHAL! 


29  years,  said  the  program  was  one  of  the  best  he 
had  ever  attended.  Dr.  Bell’s  paper  on  “Experimen- 
tal Production  of  Cancer”  was  considered  one  of  the 
highlights  of  the  conference. 

Dr.  Evans  W.  Pernokis,  also  a convention  speaker, 
who  is  Associate  Profes- 
sor of  Medicine  at  the 
University  of  Illinois 
Medical  School,  said,  “My 
only  regret  about  the  con- 
ference was  that  every 
practitioner  in  the  United 
States  was  not  able  to 
attend.” 

Thet  new  president,  Dr. 
Marshall,  was  equally  en- 
thusiastic about  the  meet- 
ing and  joined  Dr.  Greer, 
retiring  president,  in 
thanking  the  Bernalillo 
Society  and  the  New 
Mexico  Division  of  the 
American  Cancer  Society 
for  their  splendid  efforts. 

Dr.  Marshall  was  born 
in  Tioga,  Texas,  in  1904 
and  reared  in  Floydada, 
Texas.  He  received  his 
A.  B.  from  Hardin-Sim- 
mons  University  and  his 
M.  D.  from  Baylor  Uni- 
versity Medical  School  in 
1932.  He  took  his  inter- 
neship  at  the  Methodist 
Hospital  in  Dallas  and 
Baylor  Hospital  in  Dal- 
las. He  was  consulting- 
surgeon  at  the  govern- 
ment hospital  in  Fort 
Stanton,  N.  M.,  and  is 
chief  of  the  surgical  staff 
t St.  Mary’s  Hospital 
in  Roswell,  where  he  practices  surgery. 

Guest  speakers,  in  addition  to  Drs.  Bell  and  Per- 
nokis were  Dr.  Kenneth  D.  A.  Allen,  Dr.  Elmer  Belt, 
Dr.  William  Boyd,  Dr.  Otto  C.  Brantigan,  Dr.  Allan 
M.  Butler,  Dr.  Herbert  Willy  Meyer,  Dr.  Donald  M. 
Pillsbury,  Dr.  William  H.  Rettberg,  and  Dr.  Herbert 
F.  Traut. 

An  outstanding  event  of  the  meeting  was  the 
welcome  address  by  Dr.  Hannett,  president  of  the 
New  Mexico  State  Medical  Society.  Dr.  Hannett 
said  that:  “It  is  becoming  more  and  more  apparent 
that  Doctors  of  Medicine  are  in  the  vanguard  against 


Page  272 


SOUTHWESTERN  MEDICINE 


DECEMBER.  1949 


the  police  state  and  have  won  the  preliminary  skir- 
mishes and  will  likely  win  the  war.” 

Charging  that  more  than  20  medical  societies  have 
been  investigated  in  recent  weeks  by  the  anti-trust 
division  of  the  Department  of  Justice,  Dr.  Hannett 
said  "No  one  knows  who  will  be  next.” 

“The  American  doctor  must  be  ready  to  go  on 
trial  for  having  the  audacity  to  defend  the  American 
way  of  living,”  he  said.  “For  the  first  time  in  our 
history  a unified  medical  profession  has  stood  upon 
its  hind  legs,  and  the  boys  in  Washington  don’t  seem 
to  like  it.  They  are  trying  to  intimidate  us  with  cries 
of  monopoly.” 

“It’s  our  plain  duty  to  let  every  department  of 
government  know,  and  every  citizen  know,  there 
could  be  no  greater  monopoly  and  no  worse  mono- 
poly than  socialized  medicine.” 


DR.  JONES  TO  LORDSBURG 

Dr.  Dudley  Jones  of  Roswell  has  announced 
change  of  practice  and  address  to  Lordsburg,  N.  M. 


CHAVES  COUNTY  MEETING 

Chaves  County  Medical  Society  monthly  meeting 
in  October  was  a dinner  meeting  in  a private  dining 
room  at  the  Nickson  Hotel,  Roswell,  New  Mexico, 
arranged  by  Dr.  R.  P.  Waggoner,  chairman  of  the 
program  committee.  Dr.  Van  Odle  presided  and 
routine  business  was  minimal. 

There  was  a good  attendance  of  local  members 
to  hear  Dr.  L.  M.  Miles  of  Albuquerque  discuss  some 
problems  in  the  practice  of  obstetrics.  Dr.  Miles 
spoke  as  the  voice  of  experience  in  decrying  some  of 
the  taboos  still  carried  in  textbooks.  He  discussed 
the  virtues  of  the  judicious  use  of  pituitary  extracts, 
pitocin  in  particular,  in  the  induction  of  labor.  Elec- 
tive induction  of  labor  has  become  more  popular  in 
presence  of  certain  conditions  of  maturity.  His  re- 
marks and  the  discussion  which  followed  were  en- 
joyed by  all. — E.  W.  Lander,  M.  D.,  Regional  Editor. 
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THE  ADDRESS  OF  DR.  J.  W.  HANNETT 
President  of  the  New  Mexico  Medical  Society 
Before  The  S.  W.  M.  A.  Conference 


“Mr.  President,  Distinguished  Visitors  and  Fel- 
low Members  of  the  Southwestern  Medical  Society 
and  Wives.” 

“It  is  a privilege  and  honor  to  be  asked  to  welcome 
you  at  a medical  and  surgical  conference  in  this  peril- 
ous medical  era.  One  has  a feeling  of  high  adventure 
in  making  any  kind  of  public  utterance,  as  he  may  be 
escorted  from  the  room  by  a U.  S.  Marshall.  The 
keyhole  and  second  story  artists  are  tracking  us 
down!  Even  now  there  may  be  a dictaphone  installed 
in  this  room.  The  recent  alleged  mid-night  rape  of 
the  offices  of  the  A.  M.  A.  in  Chicago  is  perhaps  the 
first  hint  of  a delicious  sense  of  insecurity  — a fore- 
boding of  dire  things  to  come  and  at  the  same  time 
a challenge  to  our  profession.  To  date  the  forces  of 
statism,  in  trying  to  smear  the  ancient  medical  pro- 
fession, have  only  smeared  themselves.” 

POLICE  STATE 

It  is  becoming  more  and  more  apparent  that  we 
are  in  the  vanguard  against  the  police  state  and  have 
won  the  preliminary  skirmishes  and  will  likely  win 
the  war.  However,  it  is  no  time  to  relax.  The  bu- 
reaucrats are  now  licking  their  sore  paws  and  explor- 
ing any  and  all  legal  possibilities  to  discredit  us.  The 
immediate  position  of  the  bureaucrats  is  reminiscent 
of  an  incident  that  occurred  here  at  an  afternoon  tea 
a few  years  ago.  The  hostesses  little  girl  had  mis- 
behaved, and  her  mother  locked  her  in  a clothes  closet. 
She  had  been  incarcerated  in  the  clothes  closet  quite 
some  time,  when  one  of  the  guests  feeling  sorry  for 
her,  decided  to  take  a peek  into  the  closet.  There 
stood  the  belligerent  child,  quiet  but  furious.  The 
sympathetic  guest  asked  the  little  girl  what  she  was 
doing,  whereupon  the  child  promptly  said: 

“I  have  been  spitting  on  all  of  my  mothers  best 
dresses,  and  am  now  standing  here  waiting  for  some 
more  spit.” 

No  doubt  Mr.  Ewing  and  his  crowd  are  closeted 
together  and  accumulating  more  spit. 

DOCTORS  FACE  TRIAL 

Over  twenty  of  our  medical  societies  have  been 
subjected  to  investigation  by  the  anti-trust  division  of 
the  department  of  justice,  during  the  past  few  weeks, 
and  no  one  knows  who  will  be  next.  Even  our  most 
naive  doctors  should  notice  that  every  new  attack  is 
given  blatant  publicity  in  the  press.  The  American 
doctor  must  be  ready  to  go  on  trial  for  having  the 
audacity  to  defend  the  American  way  of  living.  For 
the  first  time  in  our  history  a unified  medical  profes- 
sion has  stood  up  on  its  hind  legs,  and  the  boys  in 
Washington  don’t  seem  to  like  it.  They  are  trying 
to  intimidate  us  with  cries  of  monopoly.  It  is  our 
plain  duty  to  let  every  department  of  government 
know,  and  every  citizen  know,  there  could  be  no 
greater  monopoly  and  no  worse  monopoly  than 
socialized  medicine. 

HELP  FROM  WOMEN 

An  active  and  highly  intelligent  Womens  Medical 
Auxilliary  has  already  taken  a hand  in  this  fight  to 


protect  our  American  system,  and  it  has  long  been 
recognized  that  the  female  of  our  specie  should  not 
be  underestimated.  It  is  a comfortable  feeling  to  con- 
fidently predict  that  there  will  be  national  door  bell 
ringing  activity  in  the  autumn  of  1950  and  if  neces- 
sary, again  in  1952. 

I have  been  a lifelong  Democrat,  and  have  voted 
for  every  Democratic  candidate  for  president  since 
arriving  at  my  majority.  From  here  on,  partisan 
politics  goes  out  the  window.  We  must  interrogate 
every  county,  state,  and  national  candidate  as  to  his 
or  her  stand  on  socialism,  then  ask  our  friends  to  vote 
for  candidates  favorable  to  free  enterprise,  regardless 
of  political  faith. 

GOVERNMENT  AID 

And  now  a word  about  local  conditions  in  New 
Mexico.  In  the  Southwest  the  federal  and  state  gov- 
ernments have  spent  much  time  and  money  to  rid 
the  country  of  prairie  dogs  and  predatory  animals. 
'The  stockmen  have  been  successful  in  accomplishing 
legislation  to  protect  their  cattle,  horses,  sheep  and 
hogs.  On  the  other  hand,  our  busy  but  drowsy  medi- 
cal profession  has  done  nothing  to  abate  the  propaga- 
tion of  medical  rodents.  Not  many  cow  men  are 
breaking  their  horses  legs  in  prairie  dog  holes,  yet 
the  cultists  are  treating  major  fractures  and  doing 
major  surgery. 

When  showing  our  distinguished  guest  speakers 
about  town,  and  encountering  queer  appearing  build- 
ings with  large  hospital  signs  in  front,  be  sure  to 
explain  that  we  are  in  the  midst  of  a cultist  epidemic 
and  nothing  is  being  done  about  it.  Perhaps  one  or 
more  of  our  visiting  medical  educators  may  suggest 
a remedy.  We  are  badly  in  need  of  medical  legisla- 
tion as  well  as  medical  education.  It  is  my  under- 
standing that  some  of  the  cultists  organizations  have 
endorsed  state  medicine,  a case  of  quack  legislation 
and  quack  medicine,  i.e. ; ‘“birds  of  a feather.”  When 
quacks  bed  down  with  quacks,  the  offspring  is  un- 
predictable. 

BEST  IN  WEST 

This  address  of  welcome  may  sound  to  you  like 
a “blues  singer”  at  his  worst,  but  if  we  embattled 
Doctors  are  about  to  be  driven  underground  by  the 
bureaucrats  in  this  Autumn  of  1949,  the  usual  banali- 
ties seem  spurious  and  a war  dance  should  be  more 
stimulating.  In  any  event,  we  are  glad  you  are  here. 
We  feel  that  Albuquerque,  then  El  Paso,  Phoenix 
and  Tucson  are  the  best  in  the  West.  A press  article 
a few  days  ago  stated  that  Athens,  Georgia  and  Al- 
buquerque, were  the  most  rapidly  growing  communi- 
ties in  the  United  States.  Sixty  miles  north  of  us  is 
ancient  Santa  Fe.  The  mountains  are  all  about  us 
and  our  Rio  Grande  naval  unit  has  not  yet  been  dis- 
mantled. Many  of  my  medical  associates  play  golf, 
so  there  must  be  a golf  course  hereabouts.  We  ex- 
pect to  absorb  the  latest  and  best  in  medicine  and 
surgery  while  you  are  here,  and  we  hope  that  you 
in  turn  enjoy  your  stay  with  us. 
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El  Paso  Tumor  Clinic  maintains  a public  informa- 
tion center  on  cancer  as  well  as  serving  patients  and 
suspected  cancer  sufferers.  Here,  from  left,  Mrs. 
Agnes  Melton,  clinic  secretary,  takes  notes  for  a 
bulletin  for  general  mailing,  as  Mrs.  J.  Richard  Fuch- 


low,  acting  clinic  executive  secretary,  and  Mrs.  Tom- 
mie Sadler,  nurse-in-charge,  discuss  information  car- 
ried in  the  latest  edition  of  “Cancer  News.”  Mrs. 
Charles  C.  Carpenter,  permanent  executive  secretary 
will  return  in  January.  (Photo  by  Arcy.) 


ANNUAL  REPORT  OF  EL  PASO  TUMOR  CLINIC 


In  the  past  year  the  El  Paso  Tumor  Clinic  has 
functioned  in  a manner  which  has  brought  credit  to 
the  medical  practice  of  the  Southwest.  It  has  not 
only  provided  for  the  diagnosis  and  care  of  patients, 
but  it  has  also  been  instrumental  in  bringing  both  to 
the  medical  profession,  and  to  the  lay  population 
speakers  of  national  note  who  have  added  to  our 
knowledge  of  neoplastic  disease.  Through  the  earn- 
est efforts  of  the  El  Paso  County  Medical  Society 
and  the  El  Paso  County  Executive  Committee  of  the 
American  Cancer  Association,  a permanent  head- 
quarters has  been  established  at  408  East  Overland 
Street.  This  headquarters  is  equipped  to  function  in 
both  the  clinical  and  the  administrative  fields  of 
cancer  diagnosis  and  control. 


DR.  FUCHLOW  LOST 

During  the  past  year  the  Tumor  Clinic  sustained 
a severe  loss  through  the  untimely  death  of  Dr.  J. 
Richard  Fuchlow.  Dr.  Fuchlow  was  indeed  a moving 
spirit  of  the  clinic.  It  is  safe  to  say  that  no  other 
member  of  the  El  Paso  County  Medical  Society 
worked  harder  than  he  did  to  promote  the  activities 
of  this  particular  organization. 

It  is  gratifying  to  the  medical  profession  of  the 
Southwest  that  his  widow,  Mrs.  Fuchlow,  has  stepped 
in  and  is  carrying  on  with  the  same  vigorous  and 
kindly  spirit  that  was  characteristic  of  Dick  Fuch- 
low’s  association  with  this  project.  A sizeable  sum 
of  money  was  donated  in  memory  of  Dr.  Fuchlow 
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and  these  contributions  have  been  spent  to  improve 
the  physical  lay-out  of  the  clinic  itself. 

PUBLIC  SERVICE 

The  El  Paso  Tumor  Clinic  is  a public  service 
organization.  Every  member  of  the  El  Paso  County 
Medical  Society  is  a member  of  the  Tumor  Clinic, 
and  may  and  should  participate  in  its  activities.  Your 
editor  has  had  the  opportunity  of  presenting  cases  for 
consideration  at  this  clinic,  and  can  testify  as  to  the 
courteous  and  efficient  treatment  accorded  both  to 
the  patient,  and  to  his  physician.  Southwestern  Medi- 
cine urges  that  all  its  readers  in  the  proximity  of  El 
Paso  avail  themselves  of  the  services  offered  by  the 
personnel  of  the  clinic. 

The  members  of  the  Cancer  Committee  of  the 
El  Paso  County  Medical  Society  are  as  follows: 

M.  S.  Hart,  M.  D.  — Chairman 
Hurston  F.  Heslington,  M.  D. 

Russell  L.  Deter,  M.  D. 

The  members  of  the  El  Paso  County  Executive 
Committee,  American  Cancer  Society,  Texas  Division, 
El  Paso  County  Unit  are  as  follows: 

Albert  J.  Schwartz,  Chairman;  Leigh  E.  Wilcox, 
M.  D.,  Vice-Chairman;  Mrs.  Margaret  Schuster  Mey- 
er, County  Commander  and  Secretary;  Frank  M. 
Harriss,  Jr.,  Treasurer;  Russell  L.  Deter,  M.  D., 
Mrs.  David  E.  Goodman,  Maynard  S.  Hart,  M.  D., 
Mrs.  W.  W.  Hawkins,  Mrs.  Jose  G.  Hernandez, 
Hurston  F.  Heslington,  M.  D.,  Maurice  E.  Hill., 
Mrs.  George  J.  Look,  Ellis  O.  Mayfield,  Mrs.  D.  L. 
Pillow,  Mrs.  W.  E.  Vandevere,  Mrs.  Samuel  K. 
Wasaff,  Mrs.  Bennett  M.  Wilson,  Mrs.  Arthur  V. 
Winther,  Mrs.  Agnes  Wittman. 


ANNUAL  REPORT  1948-1949 
EL  PASO  COUNTY  MEDICAL  SOCIETY 
TUMOR  CLINIC 

Number  of  new  cases  (August  1948-August-1949....172 


Number  of  old  cases 301 

Number  of  malignant  cases 110 

Number  of  benign  cases 55 

Number  of  undiagnosed  cases 7 

Cases  treated  by  surgery 94 

Cases  treated  by  x-ray 57 

Cases  treated  by  radium... 5 

Cases  treated  by  other  means.. 4 

Cases  closed  (unable  to  locate,  not  malignant,  etc.).. 109 

Cases  closed  by  death 54 

Number  of  biopsies 61 

Number  of  surgical  specimens  examined 106 

Number  of  home  visits 120 

Number  of  teaching  conferences 4 

Average  Doctor  attendance 18 

Total  cases  for  follow-up  study 141 

Number  of  cases  carried  from  last  year 133 


NUMBER  OF  MALIGNANT  CASES 110 

Cutaneous  System 
Breast  (18) 

1.  Carcinoma  17 

2.  Carcinoma,  male  1 

Ear  (2) 

1.  Carcinoma,  basal  cell 1 

2.  Carcinoma,  epidermoid  1 

Nose  (3) 

1.  Carcinoma,  basal  cell 2 

2.  Carcinoma,  epidermoid  1 

Skin  (9) 

1.  Melanocarcinoma  1 

2.  Carcinoma,  basal  cell 4 

3.  Carcinoma,  epidermoid  3 

4.  Lymphoblastoma  1 


Tongue  (2) 

1.  Carcinoma,  epidermoid 
Sweat  Gland-  (1) 


1.  Adenocarcinoma  1 

Endocrine  System 
Thyroid  (4) 

1.  Adenocarcinoma  4 

Gastro  Intestinal  System 
Cecum  (1) 

1.  Adenocarcinoma  1 

Colon  (3) 

1.  Adenocarcinoma  3 

Liver  (1) 

1.  Adenocarcinoma  1 

Parotid  Gland  (4) 

1.  Mixed  Cell  tumor 3 

2.  Adenocarcinoma  1 

Peritoneum  (1) 

1.  Mesothelioma  1 

Rectum  ( 1 ) 

1.  Adenocarcinoma  1 

Sigmoid  (1) 

1.  Adenocarcinoma  1 

Stomach  (7) 

1.  Adenocarcinoma  5 

2.  Carcinoma,  anaplastic  1 

3.  Leiomyosarcoma  - 1 

Pancreas  (1) 

1.  Islet  Tumor  1 

Genito  Urinary  System 
Bladder  (5) 

1.  Carcinoma,  epidermoid  2 

2.  Carcinoma,  transitional  cell 1 

3.  Carcinoma,  papillary  2 

Cervix  (11) 

1.  Carcinoma,  squamous  cell 10 

2.  Adenocarcinoma  1 

Kidney  (6) 

1.  Adenocarcinoma,  papillary  5 

Ovary  (5) 

1.  Carcinoma  - 2 

2.  Pseudo  Mucinous  Cystadenoma 2 

3.  Thecal  cell  tumor 1 

Penis  (1) 

1.  Carcinoma,  epidermoid  1 
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Prostate  (2) 

1.  Adenocarcinoma  . 2 

Testicle  (3) 

1.  Carcinoma,  embryoma  2 

2.  Seminoma  1 

Uterus  (4) 

1.  Adenocarcinoma  4 

Ureter  (1) 

1.  Carcinoma  1 

Vulva  (1) 

1.  Carcinoma,  squamous  cell 1 

Hematopoietic  System 

1.  Leukemia,  lymphatic  1 

2.  Hodgkin’s  Disease  1 

Nervous  System 

1.  Medulloblastoma  1 

Respiratory  System 
Chest  Wall  ( 1 ) 

1.  Carcinoma,  squamous  cell 1 

Larynx  (1) 

1.  Carcinoma,  squamous  cell 1 

Lung  (6) 

1.  Carcinoma,  bronchogenic  3 

2.  Hemangio  - endothelioma  1 

3.  Teratoma  1 

4.  Fibro-  sarcoma  1 

Pleura  (1) 

1.  Mesothelioma  1 

Osseous  System 

1.  Multiple  Myeloma 1 

NUMBER  OF  BENIGN  CASES 55 

Body  as  a Whole 

1.  Von  Reckinghausen's  Disease 2 

Cutaneous  System 
Breast  (4) 

1.  Cystadenoma,  intraductal,  papillary... 1 

2.  Gynecomastia  1 

3.  Fibro  adenoma  1 

4.  Mastitis  1 

Skin  (10) 

1.  Leprosy  1 

2.  Horn,  cutaneous,  face 1 

3.  Hygroma,  cystic,  neck 1 

4.  Hemangioma,  abdomen  and  Neck 2 

5.  Nevus,  congenital,  neck  1 

6.  Angio  - endothelioma,  scalp 1 

7.  Cyst,  thyroglossal  2 

8.  Hematoma 1 

Tongue  (4) 

1.  Lymphangioma  - 1 

2.  Inflammation,  granulomatous  1 

3.  Granulation  1 

4.  Fibroma,  pedunculated,  buccal  mucosa 1 

Endocrine  System 

Pituitary  (1) 

1.  Adenoma  1 

Thyroid  (4) 

1.  Adenoma  1 

2.  Abarrent  cyst  1 

3.  Thyroiditis 2 

Gastro  Intestinal  System 


Stomach  (3) 

1.  Cardiospasm  1 

2.  Gastritis  2 

Colon  (3) 

1.  Hernia,  indirect,  inguinal 1 

2.  Polyp  1 

3.  Pertonitis,  tuberculous  1 

Liver  (1) 

1.  Cirrhosis,  portal 1 

Parotid  Gland  (1) 

1.  Adenocystoma,  papillary  1 

Rectum  (1) 

1.  Hemorrhoids 1 

Rectus  Sheath  (1) 

1.  Tumor,  desmoid  1 

Genito  Urinary  System 
Cervix  (1) 

1.  Cervicitis,  chronic  1 

Kidney  (2) 

1.  Hydronephrosis,  giant  1 

2.  Cyst,  dermoid 1 

Ovary  (1) 

1.  Hypergonadism  1 

Prostate  (1) 

1.  Inflammation,  chronic  1 

Testicle  (1) 

1.  Infarct,  organizing  1 

2.  Hydrocele,  multilocular  1 

Uterus  (1) 

1.  Fibroid  1 

Osseous  System 
Patella  (1) 

1.  Cyst 1 

Tibia  (3) 

1.  Inflammatory  process  2 

2.  Osteo-Chrondroma  1 

Respiratory  System 

Lungs  (7) 

1.  Cyst,  inflammatory  1 

2.  Hyperplasia,  fibrocystic  1 

3.  Pneumonitis  2 

4.  Abscess 1 

5.  Bronchitis,  chronic  2 

CASES  UNDIAGNOSED  7 


DISADVANTAGES  OF  SULFONAMIDE 
COMBINATIONS 

“A  case  is  . . . presented  where  a sulfonamide  com- 
bination was  given  with  a resultant  severe  thermal  re- 
action. The  infection  was  penicillin  and  streptomycin 
resistant  and  sulfathiazole  administered  alone  caused 
a toxic  reaction  but  sulfadiazine  was  completely  and 
quickly  effective  in  eradicating  the  disease.  It  is  sug- 
gested on  theoretical  grounds  that  the  administration 
of  sulfonamide  combinations  will  enhance  the  pos- 
sibility of  sulfonamide  reactions  such  as  drug  rashes, 
drug  fevers,  hemolytic  anemias  and  neutropenias.  It 
would  appear  to  be  better  judgment  to  give  a single 
sulfonamide  with  adequate  alkali  to  prevent  intrarenal 
drug  precipitation  than  to  give  sulfonamide  combina- 
tions.”— Carroll,  W.,  Ann.  Int.  Med.  29:533,  1948. 
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TUMORS  OF  ADULT  RENAL  PARENCHYMA 

By  Robert  F.  Thompson,  M.  D.,  F.  A.  C.  S., 

El  P aso.  Texas 


Most  adult  renal  neoplasms  develop  in  the  paren- 
chyma, and  they  are  relatively  uncommon.  It  has 
( only  been  in  last  quarter  of  a century  that  they  were 
readily  diagnosed.  Previously  such  tumors  were  re- 
i cognized  only  at  operation  or  autopsy.  The  modern 
; improvements  in  urographic  diagnosis  have  made  it 
j possible  to  diagnose  these  cases  preoperatively  and 
as  a consequence  the  incidence  of  renal  tumors  seem 
, greater  than  in  the  past.  Unquestionably  the  inci- 
dence is  no  greater  than  formerly,  but  with  complete 
urological  investigation  being  instituted  for  most  all 
suspicious  cases,  a greater  number  of  renal  tumors 
are  being  found. 

AGE  AND  INCIDENCE 

Renal  tumors  in  adults  usually  occur  after  the 
fortieth  year,  and  are  most  frequent  in  the  sixth  de- 
cade. They  are  much  oftener  seen  in  males  than 
females.  For  some  unexplainable  reason  in  all  of  the 
cases  to  be  reported  in  this  series,  with  one  exception, 
the  left  kidney  was  involved. 

PATHOGENESIS 

The  term  “hypernephroma”  is  not  an  accurate 
pathological  term.  Yet  it  is  so  firmly  established  in 
medical  literature  that  it  will  probably  always  remain 
as  the  term  designating  adult  renal  parenchymal 
tumors.  They  are  some  times  called  Grawitz  tumors 
after  the  pathologist  who  in  1883  published  his  studies 
on  renal  tumors  and  showed  that  these  tumors  often 
had  a histological  structure  resembling  that  of  the  ad- 
renal cortex,  and  who  believed  that  they  arose  from 
aberrant  adrenal  rests.  His  opinions,  although  widely 
accepted,  wrere  opposed  by  later  authorities  who 
were  of  the  opinion  that  these  tumors  are  true  renal 
carcinoma,  originating  from  adult  renal  epithelium. 
It  was  Birch-Hirschfeld  who,  in  1892,  coined  the  term 
“hypernephroma.”  He  believed  in  the  aberrant  ad- 
renal rest  theory  of  Grawitz  as  explaining  the  origin 
of  these  tumors. 

The  subject  is  still  unsettled  and  no  definite  agree- 
ment prevails  today  among  pathologists  concerning 
the  classification  and  origin  of  renal  tumors.  Most 
every  text  book  on  urology  or  pathology  gives  an 
individual  classification.  It  is  noteworthy  that  such 
an  eminent  authority  as  Ewing  is  of  the  opinion  that 
there  is  a relatively  small  group  of  renal  tumors  which 
are  undoubtedly  adrenal  growths  with  a structure 
exactly  duplicating  that  of  the  adrenal  cortex.  Such 
tumors  are  truly  hypernephromas. 


PATHOLOGY 

The  great  majority  of  adult  parenchymal  tumors 
arise  from  the  renal  epithelium.  Papillary  adenocar- 
cinomas with  clear  cells  constitute  the  largest  group 
of  renal  tumors.  These  tumors  are  usually  wrell  cir- 
cumscribed and  do  not  infiltrate  the  kidney  tissue 
readily.  They  do  not  grow  fast  and  may  not  produce 
symptoms  for  a long  while,  and  until  they  have  pro- 
duced a good  sized  mass  in  the  loin.  When  these 
tumors  are  sectioned  they  have  a yellowish  appear- 
ance. Hemorrhagic  areas  and  necrosis  may  be 
present,  too.  Microscopically,  they  consist  of  papil- 
lary strands  of  connective  tissue  and  fine  capillaries 
covered  with  large,  clear  cuboid  cells. 

Granular  cell  papillary  adenocarcinomas  are  not 
prone  to  produce  large  nodular  growths.  In  the 
gross  they  are  greyish-white  in  appearance.  They 
have  a definite  tendency  towards  infiltration  and  to 
invasion  of  the  pelvis.  Microscopically,  they  are  com- 
posed of  small  granular  staining  cells  which  may  be 
in  papillary  or  alveolar  form.  The  granular  cell  type 
is  more  malignant  than  the  clear  cell  type.  They  often 
metastasize  by  means  of  the  lymphatics. 

Malignant  cystadenomas  are  whitish  tumors.  They 
are  encapsulated.  They  do  not  grow  fast,  as  a rule, 
and  are  usually  slow  to  metastasize.  They  have  the 
best  prognosis  of  any  type  of  kidney  cancer.  Micros- 
copically, they  are  composed  of  fine  connective  tissue 
stroma  lined  with  dark-staining,  cuboidal  cells  which 
are  arranged  in  papillary  formation. 

Alveolar  carcinomas  are  more  malignant  than  any 
other  type.  In  the  gross  they  are  white  in  color 
and  have  a definite  capsule.  They  speedily  infiltrate 
the  kidney  substance  and  invade  the  lymphatics  and 
blood  stream.  When  viewed  under  the  microscope 
they  are  seen  to  be  composed  of  ovoid  or  rounded 
cells  and  their  arrangement  varies  from  a form  re- 
sembling normal  renal  tubules  to  a picture  where 
there  is  absolutely  no  cell  differentiation,  the  cells 
being  packed  and  pressed  together  very  firmly.  Con- 
nective tissue  tumors  and  embryonal  tumors  are  ex- 
tremely rare  in  adults. 

Renal  tumors  may  be  benign.  It  is  true  that  often 
small  tumors  are  found  at  autopsy  in  persons  who 
during  their  lifetime  gave  no  evidence  of  their  pres- 
ence. These  are  usually  small  adenomas  which  are 
a relatively  common  post-mortem  finding  in  arterios- 
clerotic kidneys.  They  often  occur  bilaterally.  Yet, 
any  renal  tumor  recognized  clinically  should  be  con- 
sidered malignant. 
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CASE  I 

Left  kidney  showing  tumor  at  lower  pole. 


CASE  I 


Pyelogram  showing  compression  deformity  of 
left  kidney. 


CASE  I 

Left  kidney  sectioned  showing  tumor  at  lower  pole. 


CASE  I 

Photomicrograph  showing  hypemephroid  tumor, 
clear  cell  type. 
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CLASSIFICATION 

Renal  tumors  are  classified  as  follows: 


1.  Carcinoma 

(1)  Papillary  adenocarcinoma 

a.  Clear-cell  (confused  with 
hypernephroma) 

b.  Granular  cell 

c.  A transition  form,  con- 
taining both  types  of  cells. 

(2)  Alveolar  carcinoma 

(3)  Malignant  papillary  cystade- 
noma 


Epithelial 

Tumors 


2.  Adenoma 

3.  Sarcoma,  spindle-cell 

4.  Fibroma:  fibrosarcoma 

5.  Lipoma:  liposarcoma 

6.  Leiomyoma:  leiomyosarcoma 

7.  Myxoma:  myxosarcoma 

8.  Hemangioma 


Connective 

tissue 

tumors 


9.  Adenomyosarcoma  (Wilms’  tumor) 


Embryonal 

tumor 


) Tumor  arising 

10.  Hypernephroma  } from  adrenal  rests 

A simple  classification  given  by  Dodson  of  adeno- 
carcinoma of  the  kidney: 

(1)  Papillary  adenocarcinoma 

(a)  with  clear  cells 

(b)  with  granular  cells 

(2)  Malignant  cystadenoma 

(3)  Alveolar  carcinoma 


MODE  OF  SPREAD 

All  such  tumors  are  malignant.  Clinically  the 
larger  tumors  appear  to  have  metastasized  more  read- 
ily than  smaller  ones.  They  spread  in  the  following 
ways: 

(1)  Metastasis  thru  the  blood  stream 

(a)  by  invasion  of  renal  vein 

(b)  by  microscopic  emboli  entering  smaller 
vessels 

(c)  extension  in  vena  cava 

(2)  Metastasis  thru  the  lymphatics 

(3)  Direct  extension  thru  capsule 

(4)  Direct  extension  to  renal  pelvis  and  to 

ureter  and  to  bladder. 

The  route  by  means  of  the  blood  stream  is  the 
most  common. 

SIGNS  AND  SYMPTOMS 

The  symptoms  of  hematuria,  pain  and  tumor  mass  in 
the  side  have  long  been  recognized  as  the  classical  triad 
which  strongly  suggests  the  presence  of  renal  tumor. 
However,  it  must  be  remembered  that  they  may  be 
caused  by  other  renal  lesions  as  well.  Hematuria  is 
the  most  constant  and  outstanding  symptom  of  renal 
tumor. 

It  is  the  earliest  symptom  in  the  majority  of 


instances.  Usually  the  urine  is  dark  red  and  contains 
large  clots  or  worm-like  clots  which  have  issued  forth 
from  the  ureter.  These  clots  may  fill  the  bladder 
and  give  distressing  vesical  symptoms.  Hematuria  is 
often  the  earliest  sympton  and  may  appear  when  the 
tumor  is  not  yet  palpable. 

Pain  and  tumor  mass  are  late  manifestations,  and 
so  often  when  they  are  present  the  grow'th  may  be 
far  advanced  with  metastases  already  present,  render- 
ing the  case  beyond  surgical  relief.  The  pain  is  a dull 
ache  located  in  the  loin.  It  may  be  due  to  tension 
and  bleeding  within  the  tumor.  Severe  renal  colic 
may  occur  from  the  passage  down  the  ureter  of  blood 
clots.  The  presence  of  a mass  in  the  side  is  a rela- 
tively late  manifestation,  usually,  and  the  chances  for 
a cure  are  not  as  good  as  when  the  diagnosis  can  be 
made  before  the  tumor  can  be  recognized  by  palpa- 
tion. 

Bone  metastases  may  appear  long  before  there 
are  any  symptoms  pointing  to  the  kidney  as  the  seat 
of  the  primary  neoplasm. 

DIAGNOSIS 

At  the  present  time  great  strides  are  being  made 
towards  educating  the  public  and  the  profession  re- 
garding the  early  detection  and  diagnosis  of  the  pres- 
ence of  cancer.  Tumor  clinics  and  cancer  societies 
are  doing  invaluable  work  in  this  regard.  People  are 
learning  that  any  bloody  discharge  or  blood  in  any 
excretion  is  a danger  sign  and  warrants  immediate 
investigation.  In  this  regard  hematuria  will  send  an 
increasing  number  of  patients  for  urological  survey 
and  possible  early  detection  of  renal  tumor.  This  is 
the  only  way  that  successful  treatment  can  be  had. 
The  pitiful  truth  of  most  instances  of  renal  tumor  is 
that  the  condition  is  relatively  hopeless  when  first 
seen  by  the  physician.  It  is  believed  that  increasing 
educational  endeavors  will  bring  in  many  early  cases 
before  it  is  too  late  for  them  to  be  helped.  Certainly, 
the  most  important  factor  in  the  successful  treatment 
of  renal  tumors  is  early  diagnosis. 

Retrograde  pyelography  is  the  greatest  aid  in  the 
diagnosis  of  renal  tumor.  It  is  important  that  cys- 
toscopy be  done  while  the  patient  is  bleeding  from 
the  tumorous  kidney.  The  source  of  the  blood  in  the 
urine  is  accurately  determined  when  clots  are  seen 
to  come  from  the  orifice  on  the  affected  side.  Pelvic 
and  calyceal  deformities  which  in  early  cases  may  be 
very  slight,  are  more  clearly  shown  by  retrograde 
pyelograms  than  by  excretory  urography.  The  latter 
is  of  value  mainly  as  a corroborative  procedure.  Both 
methods  should  be  employed,  as  with  most  instances 
of  major  kidney  pathology,  where  surgery  is  to  be 
considered.  Valuable  information  concerning  renal 
function  may  also  be  obtained  by  intravenous  uro- 
graphy. 

CHARACTERISTIC  FINDING 

The  most  characteristic  finding  on  the  retrograde 
film  is  “spider-leg”  deformity  resulting  from  compres- 
sion of  the  pelvis  by  the  mass.  It  is  possible  for  a 
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CASE  III  J.  M. 
Male  Age  68 


Intravenous  pyelogram  showing  very  large  left 
kidney.  Tumor  in  lower  pole.  Retrograde  pyelogram 
impossible,  due  to  clots  in  the  left  ureter.  Nephrec- 
tomy followed  by  deep  X-Ray  therapy.  Death  two 
and  one  half  years  after  operation  from  metastases  to 
hip  and  lungs.  Pathological  diagnosis  hypernephroid 
tumor,  clear  cell  type. 


m VsplHHI  Ik  1 


CASEV  E.  G. 

Female  Age  65 

Retrograde  pyelogram  showing  compression  de- 
formity of  left  kidney.  Tumor  growth  was  found  to 
involve  the  renal  vein  at  operation.  Death  one  year 
after  nephrectomy  from  metastases  to  lungs  and 
femur.  Pathological  diagnosis,  papillary  adenocarci- 
noma, clear  cell  type. 


CASE  VI  R.  M. 

Male  Age  43 

Retrograde  pyelogram  showing  enlarged,  bizarre 
left  kidney.  Tumor  located  in  the  lower  pole.  Death 
one  year  after  operation  from  metastases  to  spine  and 
lungs.  Pathological  diagnosis  hypernephroid  tumor, 
clear  cell  type. 


CASE  VI 

Left  kidney  sectioned,  showing  tumor  at  lower  pole. 
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large  tumor  to  be  present  in  the  lower  pole  with  little 
or  no  pyelographic  changes.  Those  in  the  upper  pole 
usually  produce  compression  deformities  at  an  earlier 

date. 

Lowsley  and  Kirwin  list  the  following  as  the  most 
common  X-Ray  findings: 

(1)  Enlargement  and  distortion  of  the  kidney 
shadow. 

(2)  Obliteration  or  abbreviation  of  the  major 
or  minor  calyces  or  both,  or  elongation 
with  narrowing  (less  often  with  dilatation) 
of  one  or  two  of  the  major  calyces  (due  to 
pressure  of  invasion  of  the  calyces  by  the 
tumor.) 

(3)  Filling  defects  of  the  renal  pelvis  (due  to 
invasion  of  the  pelvis  by  the  growth.) 

(4)  Displacement  of  the  pelvis  laterally,  medi- 
ally, downward,  or  rarely,  upward. 

(5)  Displacement  of  the  ureter  medially  or 
laterally  (in  case  of  large  growths.) 

The  conditions  most  likely  to  cause  confusion  are: 

(1)  Polycystic  disease. 

(2)  Solitary  renal  cyst. 

(3  Carbuncle. 

(4)  Cortical  or  perinephritic  abscess. 

(5)  Tuberculosis. 

(6)  Non-opaque  stones. 

(7)  Retroperitoneal  tumors. 

When  surgery  is  being  considered,  after  the  diag- 
nosis of  renal  tumor  has  been  made,  these  points  are 
of  the  utmost  importance  and  must  be  accurately 
determined : 

(1)  The  presence  or  absence  of  metastases. 

(2)  The  function  of  the  opposite  kidney. 

(3)  The  general  condition  of  the  patient. 

The  case  is  operable  if  there  are  no  demonstrable 

metastases;  if  the  opposite  kidney  has  a good  func- 
tion; and  if  the  general  condition  of  the  patient  is 
satisfactory.  Anemia  should  be  corrected,  if  present. 
Transfusions  may  be  necessary. 

PROGNOSIS 

The  prognosis  of  renal  tumor  is  not  very  favor- 
able. Without  surgical  removal  a fatal  outcome  is 
inevitable.  Nephrectomy  before  the  spread  of  the 
tumor  offers  the  only  chance  of  cure.  Unfortunately 
few  cases  are  seen  early  enough  for  this  to  be 
achieved.  And  the  immediate  mortality  after  opera- 
tion is  higher  than  for  nephrectomy  for  any  other 
disease. 

Irradiation  is  advocated  as  a palliative  measure 
with  inoperable  tumors,  and  for  the  treatment  of 
metastases  occurring  after  nephrectomy.  In  certain 
cases  X-Ray  treatments  seem  particularly  beneficial, 
and  the  patient’s  life  can  be  prolonged  for  several 
years.  One  case  in  our  series  lived  over  five  years 
in  this  manner. 


TREATMENT 

Surgical  removal  of  the  tumorous  kidney  is  the 
treatment  of  choice  if  the  case  is  considered  operable: 

(1)  The  general  condition  of  the  patient  should 
permit  surgery. 

(2)  No  metastases  are  demonstrable. 

(3)  The  opposite  kidney  has  good  function. 

Radiation,  although  valuable  as  a therapeutic 

measure,  is  not  curable  and  can  not  supplant  nephrec- 
tomy. It  has  great  value  in  the  inoperable  cases  and 
undoubtedly  prolongs  the  life  of  many  such  individ- 
uals. It  is  useful  as  a post  operative  measure,  too,  in 
some  cases  possibly  preventing  local  recurrence.  Pre- 
operative irradiation  causes  temporary  regression  of 
huge  tumors  in  some  recorded  instances,  rendering 
then  operable.  Yet  it  is  the  consensus  of  most  au- 
thorities that  when  operation  is  indicated  it  should 
be  done  promptly,  and  that  valuable  time  should  not 
be  lost  while  a course  of  deep  therapy  is  being  ad- 
ministered. Usually  about  sixty  days  are  lost  in  this 
way  while  a series  of  treatments  are  being  given. 

SOME  CASES  OPERABLE 

Some  cases  appear  to  be  operable,  having  fulfilled 
all  the  requirements  incidental  to  permitting  nephrec- 
tomy, only  to  be  found  hopeless  when  the  kidney  is 
exposed.  Involvement  of  pedicle  vessels  and  lympha- 
tics may  be  found. 

All  of  our  nephrectomies  for  renal  tumors  were 
by  means  of  the  retroperitoneal  lumbar  route,  with 
the  exception  of  one  case  where  the  transperitoneal 
approach  was  employed.  In  some  instances  the  12th 
rib  was  resected,  effecting  a more  adequate  exposure 
for  the  lumbar  incision. 

The  mass  should  be  handled  very  gently,  and  the 
pedicle  should  be  lighted  as  early  as  possible  so  as 
to  prevent  the  introduction  of  neoplastic  cells  into  the 
blood  stream.  A blood  transfusion  is  usually  given 
previous  to  surgery  and  post  operatively  as  indicated. 
Intravenous  fluids  are  beneficial  during  the  operation 
especially  if  the  operation  is  prolonged.  The  blood 
pressure  is  thus  sustained  and  postoperative  shock 
is  minimized. 

CASE  REPORTS 
CASE  I.  R.  R.  H. 

Male,  Age  61 

For  several  weeks  this  patient  had  been  passing 
bloody  urine  which  contained  worm-like  blood  clots. 
He  had  noticed  a mass  in  the  left  side  for  several 
months  but  paid  no  attention  to  it.  Upon  cystoscopy 
clots  of  blood  were  seen  to  come  from  the  left  orifice. 
Retrograde  pyelograms  disclosed  a large  kidney  with 
compression  deformity  of  the  pelvis  and  calices.  Intra- 
venous pyelograms  disclosed  a good  function  of  the 
right  kidney  and  diminished  secretory  power  of  the 
left  kidney.  There  was  no  evidence  of  metastases 
and  the  case  was  considered  operable. 

Nephrectomy  was  performed  with  spinal  anesthe- 
sia. The  kidney  was  very  large  and  the  tumor  in- 
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CASE  VII  E.  W. 

Female  Age  59 

Retrograde  pyelogram  showing  compression  de- 
formity of  pelvis  and  calices  of  left  kidney.  Operation 
refused.  Deep  X-Ray  therapy  instituted.  Patient 
lived  a little  over  five  years.  Autopsy  performed. 
Diagnosis;  papillary  adenocarcinoma,  clear  cell  type. 


volved  the  lower  pole.  The  Pathological  diagnosis 
was  hypernephroma  (Clear  cell  type.) 

This  patient  was  alive  and  well  and  without  com- 
plaint about  two  years  after  the  operation.  Since 
that  time  he  has  not  been  heard  from. 

CASE  II.  M.  S. 

Male,  Age  60 

This  patient  had  a painful  mass  in  the  right  side. 
There  was  an  appreciable  amount  of  hematuria.  The 
urine  had  contained  blood  periodically  for  some  time. 
The  pyelograms  suggested  renal  tumor. 

Right  nephrectomy  was  performed  by  the  trans- 
peritoneal  route.  The  kidney  was  greatly  enlarged 
and  densely  adhered  to  adjacent  structures.  Patho- 
logical diagnosis  was  hypernephroma.  No  follow  up 
record  was  obtainable  but  it  is  thought  the  patient 
died  less  than  a year  after  operation. 


CASE  III.  J.  M. 

Male,  Age  68 

This  man  had  been  suffering  from  hematuria  for 
several  months,  and  when  first  seen  was  in  great  pain 
from  worm-like  clots  which  filled  the  left  ureter  and 
bladder.  The  left  kidney  was  very  tender  and  pain- 
ful and  was  enlarged.  It  was  impossible  to  pass  a 
ureteral  catheter  up  the  left  ureter  due  to  it  being 
packed  with  clots.  A retrograde  pyelogram  of  the 
right  kidney  was  normal.  Intravenous  pyelograms 
showed  an  enlarged  left  kidney  with  a bizarre  enlarge- 
ment of  the  lower  pole.  The  pelvis  and  calices  had 
not  yet  been  compressed  by  the  tumor  growth.  The 
case  was  considered  operable,  and  the  left  kidney  was 
removed  under  spinal  anesthesia.  The  convalescence 
was  uneventful.  A course  of  deep  X-Ray  therapy 
was  given  following  the  operation.  However,  in  a 
few  months  metastases  appeared  in  the  right  hip  and 
he  died  two  and  one  half  years  after  operation.  The 
pathological  specimen  was  diagnosed  as  hyperne- 
phroma. 


CASE  IV.  DR.  H. 

Male,  Age  64 

Tumor  mass  in  the  left  side  with  the  classical 
symptoms  of  pain,  and  hematuria.  Active  bleeding 
was  taking  place  from  the  left  kidney.  There  were 
many  worm-like  clots. 

Nephrectomy  was  performed  under  spinal  anesthe- 
sia. The  pathological  diagnosis  was  hypernephroma. 
No  accurate  follow-up  record  was  obtainable  but  it 
is  thought  that  this  patient  died  about  one  year  after 
operation. 

CASE  V.  E.G. 

Female,  Age  65 

This  woman  complained  of  painful  mass  in  the 
left  side  and  hematuria  for  eight  months.  Urological 
investigation  showed  active  bleeding  from  the  left 
kidney  and  pyelograms  disclosed  an  enlarged  left 
kidney  with  compression  deformity  of  the  pelvis  and 
calices.  The  case  was  considered  operable  and  left 
nephrectomy  was  performed  under  spinal  anesthesia. 
Tumor  growth  was  found  to  involve  the  renal  vein. 
The  pathological  diagnosis  was  papillary  adenocarci- 
noma, Grade  III,  clear  cell  type.  She  died  less  than 
a year  after  operation  with  metastases  to  hip  and 
lungs. 


CASE  VI.  R.  M. 

Male,  Age  43 

This  patient  complained  of  backache,  mass  in  the 
left  side  and  bloody  urine.  Blood  clots  were  seen  to 
come  from  the  left  kidney  upon  cystoscopy.  Retro- 
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grade  pyelograms  showed  an  enlarged  left  kidney 
with  compression  deformity  of  the  pelvis  and  the 
cal  ices.  Intravenous  pyelograms  revealed  a good 
function  on  the  right  side.  There  was  no  demonstrable 
evidence  of  metastases.  Operation  was  performed 
with  resection  of  the  12th  rib.  A large  tumor  was 
present  at  the  lower  pole.  The  convalescence  was 
uneventful.  Pathological  diagnosis  was  hyperneph- 
roma, clear  cell  type.  This  patient  died  of  metastases 
to  the  spine  and  lungs  approximately  one  year  after 
the  operation. 

CASE  VII.  E.  W. 

Female,  Age  59 

A large  mass  in  the  left  side  for  one  year  had 
been  noticed  by  this  patient.  Although  it  was  grow- 
ing rapidly  she  did  not  consult  a physician  until 
hematuria  and  pain  appeared,  and  she  had  been  bleed- 
ing for  two  weeks  before  medical  advice  was  sought. 
When  examined  with  the  cystoscope  blood  clots  were 
seen  to  come  from  the  left  orifice.  Retrograde  pyelo- 
grams revealed  marked  compression  deformity  of  the 
pelvis  and  the  calices.  Metastases  were  not  demon- 
strable yet  the  mass  extended  well  up  above  the 
margin  of  the  ribs  and  seemed  fixed  in  position.  The 
case  was  considered  operable  and  surgery  was  ad- 
vised, but  was  definitely  refused.  Deep  X-Ray  treat- 
ments were  started  and  were  given  periodically  during 
the  next  five  years.  During  this  interval  at  total  of 
15,200  Roentgen  units  at  220  K.V.  were  given.  In 
the  meanwhile  she  enjoyed  good  health  and  it  was 
only  during  her  last  few  months  that  she  became 
weakened  and  incapacitated.  She  lived  five  years 
and  one  month  from  the  time  that  she  was  first  seen. 
An  autopsy  was  performed  and  a huge  degenerating 
tumor  of  the  left  kidney  was  found.  There  were 
metastases  to  the  liver  and  lungs.  The  pathological 
diagnosis  was  papillary  adenocarcinoma,  clear  cell 
type. 

SUMMARY 

Renal  tumors  in  adults  are  being  encountered  more 
often  now  than  in  previous  years,  due  to  improved 
diagnostic  measures.  The  outlook  for  such  cases, 
however,  is  dismal  as  the  prognosis  is  very  poor. 
Despite  the  best  of  modern  treatment  consisting  of 
surgery  and  the  judicious  use  of  X-Ray  therapy,  there 
are  few  five  year  cures.  The  distressing  truth  is  that 
most  cases  are  hopeless  when  first  seen  by  the  physi- 
cian. A mass  in  the  side  has  usually  been  noticed 
for  some  period  of  time  previous  to  the  patient  con- 
sulting his  doctor.  Even  hematuria,  if  the  bleeding 
is  not  profuse,  will  often  be  treated  by  home  remedies 
I and  procrastination.  Pain  will  often  send  the  patient 
to  the  physician  more  readily  than  will  the  presence 
of  a mass  in  the  side  or  blood  in  the  urine. 

Only  by  the  continuing  efforts  towards  educating 
the  public  about  the  seriousness  of  blood  in  any  body 
excretion  will  the  early  detection  of  kidney  tumor 


be  brought  about.  Complete  urological  investigation 
is  imperative  in  all  cases  of  hematuria. 

In  cases  which  are  considered  operable,  prompt 
nephrectomy  is  indicated.  Radiation  may  be  of  bene- 
fit in  the  inoperable  cases  and  as  a post  operative 
measure.  In  some  instances  it  may  be  used  before 
surgery,  advantageously. 

Seven  cases  of  adult  renal  carcinoma  are  reviewed. 
One  lived  five  years  and  one  month  after  the  institu- 
tion of  X-Ray  therapy.  She  had  refused  operation. 
One  case  was  alive  and  well  and  without  complaint 
two  years  after  nephrectomy,  with  no  follow-up  rec- 
ord available  afterwards.  The  other  five  died  in  from 
one  to  two-and-one-half  years,  approximately. 
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RECENT  CONCEPTS  IN  THE  TREATMENT  OF 
WHITLOW  (BONE  FELON) 

By  W.  E.  Lockhart,  M.  D. 

Alpine,  Texas 


Minor  surgery  of  infections  has  undergone  radical 
revision  since  the  effectiveness  of  antibiotics  has  be- 
come established.  This  principle  is  well  illustrated 
in  the  management  of  infections  of  the  distal  phal- 
anx. Accordingly,  we  are  obliged  to  bring  our  think- 
ing and  acting  up  to  date. 

Before  the  advent  of  antibiotics,  infections  of  the 
volar  portion  of  the  distal  phalanx  (whitlow,  bone 
felon)  were  treated  hopefully  by  rest,  elevation,  heat, 
hypertonic  (magnesium  sulfate)  soaks,  analgesics  and 
early  and  often  repeated  incisions.  The  infectious 
process,  often  of  mysterious  origin,  developed  as  a 
cellulitis  becoming  an  abscess  that  was  in  reality  a 
carbuncle  and  extended  deeply  to  the  bone,  resulting 
in  osteomyelitis.  Because  of  high  vitality  of  the 
volar  skin,  spontaneous  drainage  was  slow  in  develop- 
ing, and  after  incision  the  skin  opening  had  a tendency 
to  heal  before  bone  destruction  and  drainage  had 
ceased,  necessitating  repeated  incisions.  It  was  not 
uncommon  for  a whitlow  to  drain  pus  for  several 
months.  Tissue  destruction  was  often  considerable, 
resulting  in  deformity  with  a tender  scar  adherent  to 
sensitive  periosteum  or  anesthetic  skin  from  nerve 
injury. 

INCISION  DESCRIBED 

The  incision  most  often  employed  was  described 
as  a “hockey-stick”  incision,  designed  to  pass  longi- 
tudinally to  one  side  of  the  mid-line,  and  if  tissue 
swelling  were  unusually  intense,  this  incision  was 
occasionally  repeated  on  the  other  side,  resulting  in 
what  was  described  as  a “fish-mouth”  incision.  As 
originally  conceived  these  incisions  were  logical,  but 
many  surgeons  did  not  heed  the  caution  of  keeping 
the  incision  mediad  of  the  blood  vessels  and  nerves, 
which  are  located  laterally  in  the  finger.  Many  sur- 
geons made  what  were  in  reality  lateral  incisions  with 
the  idea  of  preserving  the  tactile  surface  of  the  palp. 
Blood  vessels  and  nerves  were  often  damaged.  No- 
where in  surgery  does  one  drain  an  abscess  thru  the 
principal  blood  vessels  and  nerves. 

It  has  been  my  experience  that  if  penicillin  is  given 
in  adequate  dosage,  begun  early  and  continued  for  an 
adequate  period  of  time,  most  whitlows  will  subside 
in  the  stage  of  cellulitis  and  heal  without  abscess  for- 
mation and  drainage.  It  has  also  been  my  experience 
that  if  the  early  stages  of  the  process  are  neglected 
and  abscess  formation  has  occurred,  penicillin  with- 
out surgical  drainage  is  not  adequate,  although  after 
surgical  incision  healing  is  tremendously  hastened 
by  the  use  of  penicillin.  Second  incisions  have  not 
been  necessary  in  my  experience. 


DRUGS  LISTED 

In  treating  a whitlow  I administer  to  an  adult 
300,000  units  of  depo-penicillin  every  12  hours  for  at 
least  5 days,  and  in  conjunction  with  this  prescribe 
a sulfa  drug  in  adequate  dosage  every  4 hours  for 
the  same  length  of  time.  A.  S.  A.  Compound  with 
codeine  (}/2  grain)  is  given  as  necessary  for  pain.  The 
barbiturates  are  used  to  allay  nervous  tension.  If 
the  response  to  these  drugs  is  not  dramatic  in  twenty- 
four  hours,  or  if  I believe  abscess  formation  has  oc- 
curred, incision  and  drainage  is  instituted.  At  this 
time,  patient  is  given  a barbiturate  and  placed  at  bed 
rest.  The  skin  is  prepared  using  zephiran  solution 
followed  by  tincture  of  merthiolate. 

The  four  nerves  of  the  finger  are  blocked  at  the 
middle  of  the  proximal  phalanx,  using  not  more  than 
ten  cubic  centimeters  of  a 2%  Procaine  solution  that 
contains  no  vasoconstrictor.  The  incision  is  placed 
longitudinally  avoiding  the  tip  of  the  finger  distally, 
avoiding  the  nerves  and  blood  vessels  laterally  and 
not  extending  proximally  to  the  skin  fold.  Often  the 
incision  is  centered  over  a point  of  impending  spon- 
taneous drainage  in  a neglected  case.  Whether  the 
incision  is  in  the  middle  of  the  finger  or  to  one  side 
is  of  little  importance,  since  the  sides  of  the  fingers 
are  as  useful  to  the  patient  as  the  middle.  The  inci- 
sion extends  deeply  to  the  bone,  and  a hemostat  is 
used  to  spread  the  incision  deeply  to  facilitate  drain- 
age. A simple  loose  bandage  is  applied. 

SUMMARY 

In  summary,  since  the  advent  of  effective  antibio- 
tics we  are  much  slower  to  incise  an  infection,  but 
if  abscess  formation  has  occurred  surgical  drainage 
is  still  required.  The  duration  of  whitlow  is  much 
shortened,  and  the  end-results  much  better,  plastic 
repair  of  the  residual  damage  being  seldom  required. 


INTRAVENOUS  CALCIUM  GLUCONATE 
IN  PLEURITIC  PAIN 

“Acute  pleuritic  pain  was  relieved  in  27  of  30  pa- 
tients by  intravenous  injection  of  calcium  gluconate. 
(The  procedure  consisted  of  the  intravenous  injection 
of  10  to  20  ml.  or  10  per  cent  calcium  gluconate  solu- 
tion during  a period  of  2 to  4 minutes.)  This  furnishes 
additional  evidence  that  much  of  the  pain  of  pleurisy 
is  due  to  spasm  of  the  intercostal  muscles.”  Bennett, 
Jr.,  I.  L.  and  Lathem,  W.,  Am.  J.  Med.  Sc.  215:431, 
1948. 
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Surgery  Operation  Televised 
In  Color 

Philadelphia. — A surgical  operation  has  been  shown 
in  color  television  for  the  first  time,  opening  a new 
field  of  medical  instruction. 

The  demonstration  transmitted  over  a closed  wire 
circuit,  was  of  the  birth  of  a baby  girl  by  caesarian 
section  to  a 23-year-old  woman. 

While  Dr.  George  Hoffman,  37-year-old  surgeon, 
delivered  the  7j/2-pound  baby  in  the  University  of 
Pennsylvania  Hospital,  nearly  100  physicians  and 
internes  watched  at  three  color-television  sets  in  a 
nearby  auditorium. 

The  reception  was  clear  and  came  through  in  na- 
tural colors  without  distortion.  Phyisicians  in  the 
audience  said  it  gave  a better  view  of  the  operation 
for  students  than  they  would  have  had  in  the  delivery 
room  itself. 

But  engineers  emphasized  that  the  showing  was 
made  through  a closed  circuit  and  not  by  the  usual 
broadcasting  methods.  They  also  pointed  out  that  the 
receiving  sets  were  especially  constructed  for  the 
wired  reception  and  not  for  receiving  regular  broad- 
casts. 

Dr.  I.  S.  Ravdin,  head  of  the  university’s  surgery 
department  said  the  demonstration  opened  the  way 
for  a new  field  for  instruction. 

“The  color  television  provides  a sense  of  depth 
which  is  vital  in  teaching  surgery.”  he  explained.  “In 
the  past  with  black  and  white  reception,  you  could  not 
see  the  deeper  recesses  of  the  body.  Color  also  permits 
the  observance  of  changes  in  human  tissue  during  the 
course  of  an  operation.  This  is  vitally  important  to 
both  surgeon  and  patient.” 


See  us  for  FINE  PRINTING 

McMath  Co.,  Inc. 

Dial  3-3681 
Wyoming  at  Cotton 

EL  PASO,  TEXAS 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE'S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


Army  Medical  Department 
174  Years  Old 

One  year  older  than  our  nation,  the  Medical  Corps 
was  founded  in  1775  by  a little  group  of  doctors  out- 
side Boston  to  care  for  the  sick  and  wounded. 

They  suffered  incredible  strain  and  hardships  along 
with  their  patients  in  trying  to  give  decent  care  under 
almost  impossible  conditions.  Many  times  they  strip- 
ped their  own  pockets  bare  to  procure  scarce  and 
usually  smuggled  drugs  to  alleviate  suffering. 

Founded  on  that  high  note  of  devotion  to  duty  and 
self-sacrifice,  the  Corps  has  again  and  again  served  its 
country  well  in  time  of  stress,  and  has  in  time  of  peace 
formed  a part  of  that  professional  army  which  wages 
unrelenting  war  on  disease  and  suffering,  a war  that 
recognizes  no  armistice. 

The  complex  Medical  Department  of  today,  with  its 
allied  professional  and  administrative  sections,  is  a far 
cry  from  that  simple  beginning,  but  its  purpose  knows 
no  change. 

The  magnificent  record  established  during  the  last 
war  made  the  caduceus  a shining  badge  of  honor. 
Never  in  history  has  an  Army  been  so  well  cared  for 
as  were  our  troops.  Both  mortality  from  wounds  and 
incidence  of  disease  reached  a low  point  that  would 
have  been  deemed  impossible  a few  years  back.  And 
the  follow-up  care  of  wounded  men  did  not  stop  with 
the  saving  of  life — it  accomplished  miracles  in  restor- 
ing the  livable-ness  of  life. 

Work  has  not  lagged  since  the  close  of  the  war.  Re- 
search, study,  training  go  forward  so  that  the  Army 
Medical  Department  may  not  only  serve  the  men  and 
women  in  uniform,  but  add  to  the  total  of  medical 
skill  and  knowledge. 


Sodium  Excretion  In  Cirrhosis 
Of  The  Liver 

“It  is  concluded  that  accumulation  of  ascities  and 
edema  in  cirrhosis  is  primarily  due  to  diminished 
ability  to  excrete  sodium.  This  may  be  partially 
overcome  by  (intravenous)  administration  of  albumin 
or  mercurial  diuretics  and  prevented,  in  part,  by  use 
of  a low  sodium  diet.” — Faloon,  W.  W.,  Eckhardt,  R. 
D.,  Cooper,  A.  N.  and  Davidson,  C.  S.,  Am.  T.  Med. 
5;4:623  Oct.),  1948. 


Largest  Hot  Mineral  Water  Bath 
Establishment  in  New  Mexico 

THE  YUCCA  LODGE 

HOT  SPRINGS,  NEW  MEXICO 


Ambulance  Service  at  All  Hours 

BERT  EXTER 

Kaster  & Maxon 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

“CADILLAC” 

El  Paso,  Texas  2-3431 

108  South  Yale  Street  4571  Albuquerque,  N.  M. 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-66251 

Prompt  24 -Hours 

Mart  in -Mellinger 
Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 

Only  at  the  Popular  in  El  Paso! 

A.  G.  Spalding  Sports  Equipment 
MEN'S  STORE 

Popular  Dry  Goods  Co. 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


It  ’s 

Sweeney ’s 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


HOTEL  DIEU 

El  Paso's  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


HARDING  AND 

ORR 

Ambulance  Service 

e 

320  Montana 

3-1646 

EL  PASO,  TEXAS 

GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Delivery 
PHONE  2-2582 
2005  Grant-  Avenue 
El  Paso,  Texas 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


GUNNING  & CASTEEL 

DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS 

YSLETA,  TEXAS 
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TRASENTINE-PHENOBARBITAL 


a powerful  antispasmodic  ...with  selective  action 

avoiding  undesirable  side  effects 


Effective  relief  of  visceral  spasm  is  generally  obtained  with  Trasentine  or 
Trasentine-Phenobarbital.  By  its  selective  action,  Trasentine  avoids  the  unde- 
sirable side  effects  of  dryness  of  the  mouth  and  pupillary  dilatation  frequently 
produced  by  belladonna  or  atropine.  These  advantages  have  caused  physicians 
to  prescribe  more  Trasentine  and  Trasentine-Phenobarbital  than  probably 
any  other  brand  of  antispasmodic. 

• Average  adult  dose  is  one  or  two  tablets  3 or  4 times  daily  as  required. 

Trasentine-Phenobarbital  — Tablets  (yellow)  contain  50  mg.  Trasentine  hydro- 
chloride with  20  mg.  phenobarbital,  in  packages  of  100  and  500. 

Trasentine  — Tablets  (white)  of  75  mg.,  in  bottles  of  100  and  500;  also  suppositories 
of  100  mg.,  and  ampuls  of  50  mg. 


Ciba 


PHARMACEUTICAL  PRODUCTS.  INC., 


SUMMIT,  NEW  JERSEY 


TRASENTINE  (brand  of  adiphenine) — Trade  Mark  Reg.  U.  S.  Pat.  Off. 


2/1431M 


Page  288 


SOUTHWESTERN  MEDICINE 


DECEMBER.  1949 


An  Aid  to  Better  Health . . . 

CERTIFIED  PASTEURIZED  FAT-FREE  MILK  is  designed  for  those 
who  can  assimilate  no  fats  in  their  diets.  Fat-free  Milk  is  whole- 
some and  pure— another  of  Price's  famed  Certified  Milks.  Recom- 
mend it  with  confidence. 

Fortified  With  Extra  Units  of  Vitamins  "A"  and  "D" 


When  Time  Is  Pticeles*  . . . Air  Ambulance  Delivers 


High  wing  and  large  door  of 
Cessna  195  make  stretcher 
loading  and  unloading  easy  — • 
no  climbing  on  wing,  no  jug- 
gling and  jostling  to  get  pa- 
tient through  door 


The  large  cabin  provides  am- 
ple room  for  stretcher.  There 
is  sufficient  room  for  patient, 
nurse,  and  attendant  (or  a 
member  of  the  family).  Here 
is  privacy  in  comfort. 


For  short  notice  or  emergency  trips,  there's  nothing  like 
Champ's  Air  Ambulance  Service.  You  are  assured  of 
speed,  comfort,  and  privacy  in  a dependable  Cessna  195 
— a plane  especially  adaptable  to  air  ambulance  flying. 
Its  high  wing  stability  assures  a smooth  ride.  The  pa- 
tented safety  landing  gear  absorbs  landing  shock  and 
smooths  out  the  roughest  field,  preventing  any  undue 
shock  to  the  patient.  The  Cessna  1 95's  cruising  speed 
of  170  miles  per  hour  makes  it  possible  to  maintain 
time  schedules  from  El  Paso  like  these: 

Carlsbad  - 55  min.  Douglas  — 1 hr.,  15  min. 

Hot  Springs  — 45  min. 

Marfa-Alpine  — 1 hr.,  15  min. 

Silver  City  — 50  min. 

CAamrib 


FLYING  SERVICE 


# 

DAY  PHONE  3-4282  NIGHT  PHONE  5-6567 

MUNICIPAL  AIRPORT  EL  PASO,  TEXAS 
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The  Bulwark  of  Professional 
Pharmacy  in  Albuquerque 


MAICO 

OF  EL 

PASO 

★ Hearing  Aids 

* Audiometers 

★ Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


Southwestern  Headquarters  For 

MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J. 

A.  MAJORS  COMPANY 

Dallas,  Texas 

Medical  Arts  Bldg. 

P.  O.  Box  1053 

Southwest  Air  Rangers 

AIR 

AMBULANCE  SERVICE 


ANYWHERE 


PHONE  3-2072 

DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 


SOUTHWEST  AIR  RANGERS 


RYAN  NAVION 
SALES  & SERVICE 


EL  PASO  MUNICIPAL  AIRPORT 
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Motor  Manor 

Motel 

Hot  Springs,  N.  M. 

NEWEST  AND  FINEST 

• 

• Hot  mineral  baths  in  a new,  separate 
bath  house  or  in  apartments ; physiother- 
apy; colonics;  air  conditioning;  radiant 
heat;  kitchen  facilities;  telephone  in  each 
room. 

Complete  co-operation  with  physicians 

9 

At  4200  feet  in  80  per  cent  sunshine  belt 

© 

Hunting  and  Fishing 
Write  to 

Opal  R.  Sparlin 

Motor  Manor  Motel 

601  .Main  St.,  Box  318,  Hot  Springs,  N.  M. 
PHONE  228 
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Men's  Clothes 

Ready  Made  and  Made-to-Measure 

BLUMENTHAL’S 

The  Southwest's  Leading  Men's  Shop 
Pioneer  Plaza  El  Paso,  Texas 


For  Your  Convenience 
Use  Our  Handy  Charge-A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


Fischbein  Bros. 

Custom  Tailors 


309  N.  OREGON 


EL  PASO,  TEXAS 


ROYCE  LODGE  and  DYED 


710-720 

Hot  Springs 

Royce  Lodge,  offers  you  ultra-modern  spacious 
apartments,  equipped  with  modern  furnishings, 
electric  range,  refrigeration,  air  conditioned  for 
summer,  radiant  heat  for  winter.  Reasonable 
rates. 

L.  F.  MORRIS  — owner  & mgr. 

PHONE  335 


Broadway 

New  Mexico 

Royce  Bath,  offers  you  individual  private  baths 
— sanitary  tile  tubs,  competent  courteous  at- 
tendants. Baths  are  administered  according  to 
physicians  prescription.  You  are  invited  to 
inspect  our  place  at  any  time. 

W.  A.  NEVILLE,  mgr. 

PHONE  336 
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THE  PLACE  MEN  GO 
FOR  THE  BRANDS  THEY  KNOW 

Hart,  Schaffner  & Marx  Clothes 

G.  G.  G.  Clothes 

Walk  Over  Shoes 

Stetson  Hats 

Malloy  Hats 

Manhattan  Shirts 

Arrow  Shirts 

Interwoven  Sox, 

B.  V.  D.  Sportswear 

THE  FASHION 

216  East  San  Antonio  St.  2-2433  El  Paso,  Texas 
Mail  Orders  Promptly  Handled 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


FOR  THE 
PRE-NATAL 
PATIENT 

CALCIUM 
PHOSPHORUS 
AMD 
V I T A M I M S 


The 
large 
calcium 
content  per- 
mits the  use 
of  1 capsule  three 
times  a day.  The 
vitamin  C content 
aids  healing  following 
delivery. 

Each  Calvmin  capsule  contains: 

Dicalcium  Phosphate  Anhyd  712.8  mg.  (11  gr.) 
Ferrous  Sulfate  Exc.  22.1  mg.  ( .6xMDR) 

Thiamin  Hydrochloride  2.0  mg.  ( 2 x MDR) 
Riboflavin  2.0  mg.  ( MDR  ) 

Ascorbic  Acid  50.0  mg.  (12/3xMDR) 

Vitamin  D 500  USP  Units.  ( l'/jxMDR) 

MISSION 
PHARMACAL  CO 

San  Antonio  6,  Texas 
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J.  A.  BAUCHERT,  D.M.D. 

THIS  SPACE 

GENERAL  DENTISTRY,  X-RAYS 

FOR  SALE 

1009  Mills  Bldg.  3-1051  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

P.  C.  CORNISH,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

GENERAL  SURGERY 

1018  Mills  Building  El  Paso,  Texas 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

DRS.  BRECK,  BASOM  AND  LEONARD 

BRANCH  CRAIGE,  M.  D. 

PRACTICE  LIMITED  TO 

(Certified  by  American  Board  of  Internal  Medicine) 

ORTHOPAEDIC  SURGERY 

INTERNAL  MEDICINE 

520  Montana  Street  3-1671  El  Paso,  Texas 

800  Montana  Street  3-6931  El  Paso,  Texas 

BASIL  K.  BYRNE,  M.  D. 

WICKLIFFE  R.  CURTIS,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

CHARLES  S.  PADDOCK,  M.  D. 

PEDIATRICS 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

800  Montana  Street  3-1651  El  Paso,  Texas 

215-21  First  National  Bldg.  3-2161  El  Paso,  Texas 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

L.  0.  DUTTON,  M.  D. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

ALLERGY 

First  National  Building  3-3421  El  Paso,  Texas 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

WILLIAM  1.  COLDWELL,  M.  D. 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

IN  1 tKNAL  MbDiClNt 

ALLERGY 

DISEASES  OF  THE  CHEST 

ROSS  W.  RISSLER,  M.  D. 

1025  First  National  Bank  Bldg. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

El  Paso,  Texas 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

THIS  SPACE 
FOR  SALE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

THIS  SPACE 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

FOR  SALE 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 
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THIS  SPACE 

G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

FOR  SALE 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D. 

BERT  KEMPERS,  M.D.,  F.A.C.S. 

PRACTICE  LIMITED  TO  UROLOGY 

GENERAL  SURGERY 

209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

706  First  National  Bank  Bldg.  2-3807  Albuquerque,  N.  M. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

KENNETH  .S.  KURITA,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

GYNECOLOGY  AND  OBSTETRICS 

1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

1017  First  National  Bldg.  2-9312  Ei  Paso,  Texas 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 

TRUETT  L.  MADDOX,  D.  D.  S. 

WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

ORAL  SURGERY 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

1031  First  National  Bldg.  El  Paso,  Texas 

FRED  C.  HODGES,  M.  D.  J.  M.  HOOKS,  M.  D. 

1.  J.  MARSHALL,  M.  D. 

HODGES  AND  HOOKS 

STEVE  MARSHALL,  M.  D. 
EARL  LATIMER,  M.  D. 

ORTHOPEDIC  CLINIC 

H.  D.  JOHNSON,  D.  D.  S. 

1442  N.  3RD  SREET  ABILENE,  TEXAS 

ROSWELL,  NEW  MEXICO 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 
310  Banner  Bldg.  3-4478  El  Paso,  Texas 

H.  C.  JERNIGAN,  M.  D. 

BERNARD  L.  MELTON, 
M.D.,  F.A.C.S.,  F.I.C.S. 

DISEASES  OF  THE  CHEST 

(Certified  by  American  Board  of  Ophthalmology) 
(Certified  by  American  Board  of  Otolaryngology) 
EYE,  EAR,  NOSE  AND  THROAT 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

605  PROFESSIONAL  BUILDING  3-8209  PHOENIX,  ARIZ. 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

THIS  SPACE 

NEUROLOGICAL  SURGERY 

FOR  SALE 

MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5582  El  Paso,  Texas 

% 
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EDWARD  PARNALL,  M.  D. 

ORTHOPEDIC  SURGERY 

324  South  Yale  Ave.  2-4228  Albuquerque,  N.  M. 

VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

MILLS  BUILDING  2-3459 

AND 

800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 

S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 

R.  C.  RONEY,  D.D.S.,  M.S.D. 
and 

O.  J.  SHAFFER,  D.D.S.,  F.A.C.D. 

Oral  Surgery 

1101  First  Nat'l.  Building  3-6742  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 
PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 

NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

2-1495  EL  PASO,  TEXAS 


LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 
EYE  - EAR  - NOSE  - THROAT 
FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 


M.  A.  TANNY,  M.  D. 

ALBUQUERQUE  MEDICAL  CENTER 
109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 
General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARDS  OF  j OTOLAR' yNG^LOG^Y ^ 

PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  First  National  Bldg.  2-6529  El  Paso,  Texas 


WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 
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YOUR 

PROFESSIONAL  CARD 
IN  THE 

Watts  Clinic 

SOUTHWESTERN 

Complete  Medical 

PHYSICIAN'S 

DIRECTORY 

and, 

OF 

SOUTHWESTERN 

Surgical  Service 

MEDICINE 

• 

REMINDS  YOUR 
FELLOW  MEDICAL  MEN 
OF  THE  NATURE 
AND  PLACE  OF  YOUR  PRACTICE 

Dr.  R.  E.  Watt's  Dr.  S.  M.  Ramer 

Dr.  G.  A.  Slusser  Dr.  S.  F.  Baker 

• 

• 

Southwestern  Medicine 

Phone  567 

310  North  Stanton  Street 
EL  PASO,  TEXAS 

101  N.  Copper  Silver  City,  N.  M. 

Dutton's  Laboratory 

TURNER'S 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

CLINICAL  & X-RAY 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 

First  National  Bank  Building 
El  Paso,  Texas 

Clinical  and  Pathological  Procedures: 

CLINICAL  PATHOLOGY 

PATHOLOGY 

SEROLOGY  CHEMISTRY 

X-RAY  DIAGNOSIS 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

BACTERIOLOGY  HEMATOLOGY 

RADIUM  THERAPY 

GEORGE  TUKNbK,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 

DELPHIN  VON  BRIESEN,  M.D. 

PATHOLOGY  ENDOCRINE  STUDIES 

H.  F.  HESLINGTON,  M.D. 
WILLIAM  D.  FLEMING,  M.D. 

Southwestern 

General 
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An  Aid  to  Better  Health . . . 


CERTIFIED  PASTEURIZED  FAT-FREE  MILK  is  designed  for  those 
who  can  assimilate  no  fats  in  their  diets.  Fat-free  Milk  is  whole- 
some and  pure-another  of  Price's  famed  Certified  Milks.  Recom- 
mend it  with  confidence. 


Fortified  With  Extra  Units  of  Vitamins  "A"  and  "D" 


Southwest  Air  Rangers 

AIR 

AMBULANCE  SERVICE 


PHONE  3-2072 

DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 


SOUTHWEST  AIR  RANGERS 

EL  PASO  MUNICIPAL  AIRPORT 


RYAN  NAVION 
SALES  & SERVICE 
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) 

/ 


to  make 


common  cold 
less  common 


CORICIDIN 

(antihistaminic— antipyretic— analgesic) 


with  Chlor -Trimeton* 
antihistaminic  therapy 


. . . prevents  or  aborts  colds  in  90%  of  cases  when  initiated 
within  the  first  hour  of  symptoms.1 

. . . shortens  duration  and  decreases  severity  of  an 
established  cold.1'2 

• . . reduces  the  spread  of  infection  to  others  by  eliminating 
sneezing,  lacrimation,  rhinorrhea  and  coughing.1 

DOSAGE  and  TIMING:  Two  Coricidin  tablets  at  the  very 
first  indication  of  a cold,  then  one  tablet  every  three  or  four 
hours  for  three  or  four  days.  In  established  colds,  one  tablet 
every  three  or  four  hours  for  palliative  effect. 

COMPOSITION:  Ch\or-Trimeton  2.0  mg.  (1/30  gr.)  with 
Acetylsalicylic  acid  0.23  Gm.  (3M>  gr.),  Acetophenetidin 

0. 15. Gm.  (2M>  gr.)  and  Caffeine  0.03  Gm.  (Ms  gr.). 

PACKAGING:  Coricidin  tablets,  tubes  of  12;  bottles  of 
100  and  1000. 

BIBLIOGRAPHY: 

1.  Brewster,  J.  M. : U.  S.  Nav.  M.  Bull.  49:1,  1949. 

2.  Murray,  H.  G.:  Indust.  Med.  18: 215,  1949. 

*T.M. 


CORPORATION 

BLOOMFIELD,  N.  J. 
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The  Kelley-Koett  Multicron  300  MA  is  a heavy  duty  X-ray 
generator  with  capacity  and  operating  features  surpassing 
any  previous  diagnostic  unit  yet  available  in  its  range. 
The  therapy  rating  is  140  KVP  at  10  milliamperes  for  four 
hours  of  continuous  operation.  Diagnostic  rating  provides 
120  KVP  at  300  milliamperes  in  intermittent  operation. 
Fixed  milliamperage  control  and  a 
unique  electronic- mechanical  timer 
make  operation  outstandingly  simple 
. . . results  extremely  accurate  in 
every  technic. 

These  and  other  features  of  interest 
to  the  hospital  radiologist  are  detailed 
in  descriptive  literature  available  on 
request. 

Telephone  or  write 

for  complete  details. 


SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

414  MILLS  STREET  143  NORTH  FIRST  STREET  202  NORTH  STONE  STREET 

EL  PASO,  TEXAS  PHOENIX,  ARIZONA  TUCSON,  ARIZONA 
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1 toxicity  and  virtual  elimination  of 

l renal  complications  distinguish  the 

I use  of  Gantrisin*  'Roche’,  a new  and 

l remarkably  soluble  sulfonamide.  Highly 

1 effective  in  urinary  as  well  as  systemic 

l infections,  Gantrisin  does  not  require 

'l  alkali  therapy  because  it  is  soluble 

I even  in  mildly  acid  urine.  More  than 

‘ 20  articles  in  the  recent  literature 

' attest  its  high  therapeutic  value  and 

1 the  low  incidence  of  side-effects. 

I 

' Gantrisin  is  now  available  in  0.5  Gm 

l 

' tablets,  as  a syrup,  and  in  ampuls. 

1 Additional  information  on  request. 

> 

l HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 

I 

I 

I s 

1 Gantrisin 

* Brand  of  sulfisoxazole  ( 3,4-dimethyl - 
J 5-sulfanilamido-isoxazole) 

'Roche' 

i 

i 

i 
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Delicious 
Hard  Candv 


PONDETS* 

PENICILLIN  TROCHES 


I 37J81* 


PONDETS*  PENICILLIN  TROCHES 


For  local  therapy  and  prophylaxis  of  oral 
infections  caused  by  penicillin-sensitive  or- 
ganisms. 

Delightful  tasting— welcomed  by  young 
or  old.  Potent — supplies  20,000  units  peni- 
cillin in  slowly  dissolving  hard  candy  base. 
Effectiveness  lasts  approximately  one  half- 


hour. 

♦Trade  Mark 


V/yet/i  Incorporated,  Philadelphia  3,  Pa.  V/yeZ/f 
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If  she  is  one 
of  your  patients 


. . .Your  help  now  may  spell  the  difference  between  unprovided-for  old  age 
and  economic  security. 

Women  in  business  who  are  nervous,  emotionally  unstable  and  generally 
distressed  by  symptoms  of  the  climacteric  almost  inevitably  experience 
a reduction  in  efficiency  as  well  as  earning  power. 

" Premarin " offers  a solution.  Many  thousand  physicians  prescribe  this 
naturally-occurring,  oral  estrogen  because... 

1 .  r rompt  symptomatic  improvement  usually  follows  therapy. 

2.  Untoward  side-effects  are  seldom  noted. 

3.  The  sense  of  well-being  so  frequently  reported  tends  to 

quickly  restore  the  patient's  confidence  and  normal  efficiency. 

4.  This  "Plus"  (the  sense  of  well-being  enjoyed  by  the  patient) 
is  conducive  to  a highly  satisfactory  patient-doctor 
relationship. 

5.  Four  potencies  provide  flexibility  of  dosage:  2.5  mg., 

1 .25  mg.,  0.625  mg.  and  0.3  mg.  tablets;  also  in  liquid 
form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 


While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  "Premarin,"  other  equine  estrogens ...  estradiol, 
equilin,  equilenin,  hippulin  . . . are  probably  also  pres- 
ent in  varying  amounts  as  wafer-soluble  conjugates. 


ESTROGENIC  SUBSTANCES  (WATER-SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  1 6,  New  York 

4912 
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two  simple  twists  ■ • 


Time  saving  is  made  easy  with  the  newly  designed 
disposable  syringe  for  'IPuraeiliin*  (Crystal- 
line Procaine  Penicillin — G,  Lilly).  Just  two  sim- 
ple twists  of  the  wrist,  and  it’s  ready  to  use.  Be- 
cause it  is  presterilized  and  the  dosage  premeas- 
ured, it  eliminates  needless  bother — saves  precious 
time.  Take  this  less  pressing  moment  to  order  a 
supply  for  the  daily  occasions  when  every  second 
counts.  Complete  literature  on  disposable  syringes 
for  9Duracillin * is  available  from  your  Lilly 
medical  service  representative  or  will  be  for- 
warded upon  request. 


seconds 


Ell  LILLY  AND  COMPANY  • INDIANAPOLI  4,  INDIANA,  U.  S.A. 
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THE  FUNCTION  OF  THE  WOMEN’S  AUXILIARY 


Three  outstanding  members  of  the  highly  active  Women  s Auxiliary  of  El  Paso  County  Medical  Society  are  shown 
above.  They  are,  from  left,  Airs.  Robert  F.  Thompson,  councilwoman  to  the  Texas  State  Aledical  Auxiliary;  Mrs.  J.  Leigh- 
ton Green,  president  of  the  Women’s  Auxiliary  of  El  Paso  County  Medical  Society;  and  Mrs.  George  Turner,  treasurer 
of  the  National  Women’ s Medical  Auxiliary. 


To  understand  the  function  of  an  organization 
such  as  the  Medical  Auxiliary,  one  cannot  do  better 
than  to  review  the  objectives  and  the  activities  of  the 
El  Paso  County  Medical  Auxiliary.  This  society  has 
an  active  membership  of  -one  hundred  and  forty-two 
and  is  proud  to  include  in  its  enrollment  the  treasurer 
of  the  National  Auxiliary,  Mrs.  George  Turner,  and 
the  councilwoman  to  the  State  Medical  Auxiliary, 
Airs.  Robert  Thompson.  Mrs.  J.  Leighton  Green  as 
president  ably  co-ordinates  the  local  activities. 

The  local  society  sponsors  a Nurses’  Scholarship 
and  Assistance  Fund.  The  purpose  of  this  project  is 
I to  award  a scholoraship  to  the  outstanding  student  of 
nursing  each  year,  and  to  lend  assistance  to  student 
nurses.  Miss  Belen  Gonzalez  was  the  recipient  of  the 
award  this  year.  Further,  as  a memorial  to  its  de- 
ceased members,  the  society  contributes  annuall>r  to 
the  Library  Fund,  the  Aledical  Students’  Loan  Fund, 
and  the  Widows  and  Families  of  Deceased  Physi- 
cians Fund. 

FIVE  OBJECTIVES 


The  Medical  Auxiliary  has  five  prime  objectives 
| which  are  the  basis  for  its  program: 

1.  To  extend  the  aims  of  the  medical  profession 
to  all  organizations  which  look  to  the  advancement  of 

| health  and  health  education. 

2.  To  cultivate  friendly  relations  and  promote 
mutual  understanding  among  physicians’  families. 

3.  To  participate  in  any  endeavor  on  the  request 
of  the  Medical  Society,  whether  at  the  national,  state, 
or  county  level. 

4.  To  assist  in  the  entertainment  at  all  conven- 
j tions  sponsored  by  the  various  Aledical  Societies. 

5.  To  co-ordinate  and  advise  with  any  other  or- 
ganization concerning  the  programs  which  pertain  to 
health  and  humanitarianism. 


ONE-ACT  PLAY 

In  order  that  the  members  have  these  objectives 
clearly  defined,  at  the  El  Paso  Auxiliary’s  October 
10th  Aleeting  at  the  Turner  Alemorial  Home,  Airs. 
H.  D.  Hatfield  wrote  a clever,  one-act  play,  entitled, 
“Rehearsal  for  Duty,”  which  was  presented  as  a part 
of  the  school  of  instruction  program.  This  school  of 
instruction  program  is  part  of  the  Texas  state  pro- 
gram intended  to  co-ordinate  the  activities  of  each 
individual  county  Auxiliary.  On  November  14th  the 
legislative  chairman,  Airs.  John  Peticolas,  presented 
to  the  Society  and  its  special  guests,  the  El  Paso 
Dental  Auxiliary,  Dr.  Celso  C.  Stapp,  who  outlined 
the  newest  developments  in  socialized  medicine. 

The  Aledical  Profession  in  general  realizes  that  the 
Auxiliary  is  a well-defined  and  integral  part  of  its 
Aledical  Society.  This  is  especially  true  in  these  days 
of  political  strife.  The  Auxiliary,  functioning  as  a 
unit,  has  done  a tremendous  amount  of  work  in  bring- 
ing before  lay  organizations  the  profession’s  view- 
points on  the  highly  controversial  subject  of  socialized 
medicine,  and  will  continue  to  do  so.  In  view  of  this 
fact,  it  is  necessary  that  the  activities  of  both  societies 
be  closely  and  adequately  co-ordinated. 

NEW  OFFICERS 

The  officers  for  1949  and  1950  are:  Airs.  J.  Leigh- 
ton Green,  president;  Airs.  Louis  Breck,  president- 
elect; Airs.  Delphin  von  Briesen,  Airs.  Newton  Walk- 
er, Airs.  Joe  C.  Carter,  first,  second,  and  third  vice- 
presidents;  Airs.  Leigh  Wilcox,  corresponding  secre- 
tary; Airs.  Clement  Boehler,  recording  secretary; 
Airs.  AI.  S.  Hart,  treasurer.  Directors  are:  Airs.  A.  D. 
Long,  Airs.  T.  J.  Gorman,  Airs.  George  Turner,  and 
Airs.  H.  H.  Varner. 
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BERNALILLO  COUNTY 
Albuquerque 

ADLER,  ELEANOR 
817  E.  Central 
ADLER,  STUART  W. 

817  E.  Central 
BALLENGER,  IRBY  B. 

221  W.  Central 
BARANCO,  D.  J. 

221  W.  Cen  ral 
BARTELS,  RICHARD  R. 

221  W.  Central 
BARTOLUCCI,  R.  J. 

106  S.  Girard 
BASS,  HUGH  L. 

924  Park  Ave. 

BEAUDETTE,  ROBERT 
221  W.  Central 
BECK,  H.  J. 

106  S.  Girad 
BECKER,  HENRY 

c/o  Mrs.  E.  W.  Grasser 
123  N.  Maple 
BIVINGS,  C.  K. 

1406  W.  Central 
BOWERS,  LeRGY  J. 

221  W.  Cen. ral 
BREHMER,  H.  L. 

221  W.  Central 
BRENTAN,  EMANUEL 
1111  E.  Central 
BROCK,  C.  LeROY 
715  W.  Gold 
CLARKE,  L.  E. 

215  N.  Seventh 
CLARKE,  S.  C. 

Box  371 

CLAUSER,  ALVIN  R. 

109  S.  Elm 
CLAYTON,  E.  M. 

202  W.  Central 
C0HEN0UR,  L.  B. 

221  W.  Central 
C0HEN0UR,  WM.  E. 

221  W.  Central 
CONNOR,  W.  0.,  JR. 

106  S.  Girard 
COOK,  L.  C. 

221  W.  Central 
C0RMACK,  WILLIAM  . 

521  N.  Aliso 
CORNELL,  H.  M. 

323  S.  Amherst 
CORNISH,  P.  G. 

221  W.  Central 
C0URVILLE,  ALBERT  L. 

221  W.  Central 
CRAMER,  0.  S. 

221  W.  Central 
DIVER,  FRANK  C. 

District  Health  Officer 
DUNKIN,  MORTON  L. 

200  N.  Walter 
ELLIOTT,  L.  R. 

221  W.  Central 
FAHEY,  W.  A. 

Department  of  Public  Healtl 
FARRINGTON,  WILMA  R. 

106  S.  Girard 
FOLLINGSTAD,  A.H. 

206  N.  Dartmouth 
FISHBACK,  CHARLES  F. 

221  W.  Central 
FITZPATRICK,  JOHN  E. 

106  S.  Girard 
FORBIS,  ROBERT  EDGAR 
106  S.  Girard 
FREEDMAN,  HAROLD  L. 

72,08  E.  Central 
FRIEDENBERG,  ROBERT 
2916  Santa  Clara  Dr. 
FRISBIE,  EVELYN  F. 

221  W.  Central 
GARDUNO,  J.  LOPEZ 
922  W.  Tijeras 
GOELITZ,  H.  W. 

1007  N.  21st 
GORE,  GEORGE  J.,  JR. 

403  W.  Harwood 
GORE,  THOMAS  L. 

102  S.  Vassar 


GRIFFIN,  JOHN  F. 

106  S.  Girard 
GROSSMAN,  J.  W. 

221  W.  Central 
HAGOOD,  E.  C. 

907  W.  Bridge 
HANNETT,  J.  W. 

221  W.  Central 
HARRIS,  J.  E.  J. 

221  W.  Central 
HART,  GEORGE  A. 

221  W.  Central 
HUELSMANN,  DONALD 
1612  Sigma  Chi  Road 
JACOBSON,  ALLAN 
221  W.  Central 
JANUARY,  H.  L. 

221  W.  Central 
JELSO,  SAM  J. 

106  S.  Girard 
JERNIGAN,  H.  C. 

106  S.  Girard 
JONES,  LeROY 

Box  37,  Old  Albuquerque 
KEMPER,  CLARENCE  M. 

1704  E.  Silver 
KEMPERS,  BERT 
221  W.  Central 
KIRCHER,  THEODORE  E. 

109  S.  Elm 
KLING,  HERMAN  A. 

109  S.  Elm 
LEEDS,  ALEXANDER 
109  S.  Elm 
LEVINE,  LOUIS 
221  W.  Central 
LOVELACE,  W.  R.,  SR. 

221  W.  Central 
LOVELACE,  W.  R.,  II 
221  W.  Central 
LYLE,  EDWARD  H. 

109  S.  Elm 
MacQUIGG,  ROGER  E. 

221  W.  Central 
MAISEL,  ALBERT  L. 

221  W.  Central 
McINTIRE,  R.  W. 

106  S.  Girard 
McKinnon,  d.  a.,  jr. 

221  W.  Central 
McQUEENEY,  ANDREW  J. 

624  N.  Tulane 
McRAE,  LOUIS  A. 

2929  Monte  Vista 
MENDELSON,  R.  W. 

221  W.  Central 
MERIDETH,  HOWARD 
221  W.  Central 
MILES,  L.  M. 

221  W.  Central 
MILLER,  LeROY  J. 

5203  E.  Marquette 
MONTANI,  ANTHONY  C. 
Vets.  Adm.  Regional  Off. 
Albuquerque,  New  Mexico 
MOYNAHAN,  B.  ST.  JOHN 
221  W.  Central 
MOZLEY,  CHARLES  A. 

P.  0.  Box  922 
MJLKY,  CARL 
221  W.  Central 
MURPHY,  F.  E. 

109  S.  Elm 
MYERS,  JOHY  W. 

221  W.  Central 
NALLE,  B.  C. 

221  W.  Central 
NISSEN,  WALLACE  E. 

221  W.  Central 
OVERTON,  LEWIS  M. 

221  W.  Central 
PARNALL,  EDWARD 
702  E.  Central 
PECK,  HOWARD  B. 

106  S.  Girard 
POLLARD,  MILTON 
1109  E.  Central 
PRICE,  ARTHUR 
109  S.  Elm 
PRIETO,  A.  G. 

115V2  S.  2nd 


PUMPHREY,  G.  H. 

221  W.  Central 
RADER,  GUY  E. 

817  E.  Central 
RAPP,  WILLIAM  E. 

221  W.  Central 
REID,  CHARLES 

Vet.  Req.  Off. 

Albuquerque,  New  Mexico 
RICE,  L.  G.,  JR. 

611  E.  Central 
RICHARDSON,  G.  S. 

201  S.  Arno 
ROBERTS,  BENNETT  F. 

800  E.  Central 
ROBERTSON,  ROY  R. 

106  S.  Girard 
ROOD,  A.  C. 

221  W.  Central 
ROSENBAUM,  MYRON  G. 

404  W.  Lead  Ave. 

ROWE,  FRANK  A. 

109  S.  Elm 
ROYER,  E.  E. 

221  W.  Central 
SADOCK,  THEODORE  R. 

United  States  Indian  Service 
SAYLOR,  ROBERT  R. 

U.  S.  I.  S. 

SCHILLING,  H.  J. 

106  S.  Girard 
SHIELDS,  D.  0. 

106  S.  Girard 
SIMONDS,  HAMILTON 

106  S.  Girard 
SMITH,  M.  A.  V. 

U.  S.  I.  S. 

SMITH,  W.  H. 

221  W.  Central 
SPEED,  H.  K.,  JR. 

2001  E.  Gold 
SPITZ,  THEODORE  A. 

109  S.  Elm 
STEWART,  A.  B. 

221  W.  Central 
STILES,  WALDO  W. 

200  N.  Walter 
STRANCE,  J.  GORDON 

109  S.  Elm 
STURGES,  EVELYN  P. 

U.  S.  I.  S. 

SWINNEY,  JOHN 

221  W.  Central 
TANNY,  A.  J. 

109  S.  Elm 
TANNY,  MICHAEL 

109  S.  Elm 
TEAGUE,  HUBERT  R. 

221  W.  Central 
THEARLE,  WILLIAM  H. 

221  W.  Central 
THOMPSON,  CHARLES  M. 

312  S.  Carlisle 
TROMBLEY,  R.  A. 

106  S.  Girard 
VAN  ATTA,  J.  R. 

221  W.  Central 
VERGARA,  L.  G. 

1203  S.  4th 
WALDRIFF,  G.  A. 

1323  E.  Central 
WERNER,  LY 

221  W.  Central 
WERNER,  WALTER  I. 

221  W.  Central 
WHITE,  CLAYTON  S. 

221  W.  Central 
WIGGINS,  JAMES  W. 

800  E.  Central 
WILKINSON,  L.  H. 

800  E.  Central 
WILLIAMS,  GUY  H. 

2001  E.  Gold 
WILLIAMSON, CARL 

Tijeras  via  Cedar  Crest 
W00LST0N,  WM.  H. 

221  W.  Central 
WRIGHT,  WILLIAM  B. 

201  S.  Arno 
WYLDER,  M.  K. 

221  W.  Central 


CATRON  COUNTY 

BELL,  M.  C. 

Quemado,  New  Mexico 
FOSTER,  L.G. 

Reserve,  New  Mexico 

CHAVES  COUNTY 

BALDWIN,  HARVEY 
612  N.  Main 
Roswell,  New  Mexico 
BOICE,  ROBERT  R. 

120  N.  Kentucky 
Roswell,  New  Mexico 
ENGLISH,  F.  H. 

308  W.  2nd 
Roswell,  New  Mexico 
FALL,  H.  V. 

Roswell,  New  Mexico 
GRISWALD,  G.  W. 

Roswell,  New  Mexico 
HAIRE,  R.  D.,  JR. 

706  W.  2nd 
Roswell,  New  Mexico 
HORWITZ,  A.  P. 

Roswell,  New  Mexico 
HUBBARD,  E.  J. 

Dexter,  New  Mexico 
LANDER,  E.  W. 

Roswell,  New  Mexico 
LATIMER,  E.  A.,  JR. 

401  N.  Penn 
Roswell,  New  Mexico 
LERMAN,  S.  I. 

Hag^rman,  New  Mexico 
MALONE,  E.  L. 

113  N.  Kentucky 
Roswell,  New  Mexico 
MARSHALL,  I.  J. 

215  W.  3rd 
Roswell,  New  Mexico 
MARSHALL,  U.  S. 

215  W.  3rd 
Roswell,  New  Mexico 
MINTON,  W.  L. 

310  W.  Alameda 
Roswell,  New  Mexico 
MORRISON,  G.  S. 

308  W.  2nd 
Roswell,  New  Mexico 
ODLE,  VAN  ALBERT 
506  N.  Richardson 
Roswell,  New  Mexico 
PHILLIPS,  W.  W. 

Roswell,  New  Mexico 
PRUIT,  ALTON 
406  N.  Penn 
Roswell,  New  Mexico 
SERVICE,  A.  C. 

406  N.  Penn 
Roswell,  New  Mexico 
SNOW,  W.  C. 

Roswell,  New  Mexico 
WAGGONER,  R.  P. 

Roswell,  New  Mexico 
WALKER,  J.  J. 

Roswell,  New  Mexico 
WILLIAMS,  J.  P. 

Roswell,  New  Mexico 
WORTHINGTON,  W.  N. 
Roswell,  New  Mexico 

COLFAX  COUNTY 

ADAMS,  V.  K. 

Raton,  New  Mexico 
BURRESS,  J.  H. 

Raton,  New  Mexico 
CORSON,  J.  M. 

Koehler,  New  Mexico 
DANIEL,  D.  C. 

Clayton,  New  Mexico 
ELLIOTT,  C.  B. 

Raton,  New  Mexico 
FLOERSHEIM,  MILTON 
Raton,  New  Mexico 
FULLER,  R.  L. 

Raton,  New  Mexico 
HART,  C.  S. 

Dawson,  New  Mexico 
HUBBARD,  LAMONT  A. 
666  Cook  Ave. 

Raton,  New  Mexico 


LANCASTER,  D.  D. 

District  Health  Officer 
Raton,  Npw  Mexico 
MASTEN,  H.  B. 

Springer,  New  Mexico 
PAVLETICH,  LOUIS  M. 
Boyle  Bldg. 

Raton,  New  Mexico 
POSEY,  G.  0. 

Cimarron,  New  Mexico 
THOMPSON,  L.  A 
Springer,  New  Mexico 
WHITCOMB,  0.  J. 

Raton,  New  Mexico 

CURRY  COUNTY 

ANDERSON,  E.  D. 

Clovis,  New  Mexico 
BUCHANAN,  L.  C.  G. 

8I6V2  Main 
Clovis,  New  Mexico 
CONWAY,  JOHN  F. 

119  W.  5th 
Clovis,  New  Mexico 
COTNAM,  JOHN  F. 

N.  Main 

Clovis,  New  Mexico 
COX,  VINCENT  M. 

516  Mitchell 
Clovis,  New  Mexico 
CURRY,  R.  L. 

600  Mitchell 
Clovis,  New  Mexico 
DABBS,  W.  D. 

600  Mitchell 
Clovis,  New  Mexico 
FOX,  FREDERICK  G. 

521  Connelly  St. 

Clovis,  New  Mexico 
HALE,  P.  E. 

415  Mitchell 
Clovis,  New  Mexico 
HARRISON,  PRESTON 
Clovis,  New  Mexico 
JOHNSON,  V.  SCOTT 
419  Mitchell 
Clovis,  New  Mexico 
KIEVE,  RUDOLPH 
209  E.  7th 
Clovis,  New  Mexico 
LANCASTER,  W.  M. 

413  Mitchell 
Clovis,  New  Mexico 
MARTIN,  W.  P. 

407  Pile  St. 

Clovis,  New  Mexico 
MILLER,  H.  A. 

319  W.  Grand 
Clovis,  New  Mexico 
NEWMAN,  H.  D. 

District  H.  0. 

Clovis,  New  Mexico 
PROTHRO,  G.  W. 

516  Mitchell 
Clovis,  New  Mexico 
SPENCER,  R.  T. 

Melrose,  New  Mexico 
THOMAS,  LEWIS  H. 

109  W.  5th 
Clovis,  New  Mexico 
ZIEGLER,  JOEL 
417  Mitchell 
Clovis,  New  Mexico 

DE  BACA  COUNTY 

FIKANY,  E.  D. 

Fort  Sumner,  New  Mexico 

DONA  ANA  COUNTY 

ALLISON,  DWIGHT 

Las  Cruces,  New  Mexico 
DAUBS,  W.  H. 

Las  Cruces,  New  Mexico 
DAVIET,  L.  L. 

Las  Cruces,  New  Mexico 
DeNEEN,  DeENNA  D. 

Las  Cruces,  New  Mexico 
EHLERS,  R.  G.  M. 

District  H.  0. 

Las  Cruces,  New  Mexico 
EVANS,  L.  S. 

Las  Cruces,  New  Mexico 
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MADDOX,  A.  D. 

Las  Cruces,  New  Mexico 
PRESTON,  THOS.  K. 

Anthony,  New  Mexico 
SEDGWICK,  JAS.  C. 

Las  Cruces,  New  Mexico 
SEDGWICK,  W.  D. 

Las  Cruces,  New  Mexico 
STEEL,  J.  A. 

Hatch,  New  Mexico 
TUCKER,  G.  E. 

Anthony,  New  Mexico 


EDDY  COUNTY 

BOHANNON,  F.  C. 

408  W.  Mermod 
Carlsbad,  New  Mexico 
BROWN,  R.  F. 

108  S.  Canal 
Carlsbad,  New  Mexico 
BUNCH,  CHARLES  P. 

405  S.  2nd 
Artesia,  New  Mexico 
CAVANAUGH,  J.  L. 

P.  0.  Box  631 
Carlsbad,  New  Mexico 
CRESSMAN,  FREDERIC  E. 

Artesia,  New  Mexico 
DERBYSHIRE,  R.  C. 

108  S.  2nd 
Artesia,  New  Mexico 
DOEPP,  F.  F. 

108  S.  Canal 
Carlsbad,  New  Mexico 

DONNELLY,  JOHN  H. 
803V2  W.  Mermod 
Carlsbad,  New  Mexico 
GALT,  CHARLES  E. 

Carlsbad,  New  Mexico 
GWINN,  ALLEN  CLAY 
110  N.  Canyon 
Carlsbad,  New  Mexico 
HAMILTON,  LOUIS  F. 

210  Quay  St. 

Artesia,  New  Mexico 
HARPER,  ROBERT  W. 

703  W.  Main 
Artesia,  New  Mexico 
HILLSMAN,  J.  W. 

408  W.  Mermod 
Carlsbad,  New  Mexico 
HOGSETT,  GLADE  C. 

102  W.  Fox 
Carlsbad,  New  Mexico 
MAYES,  LePAGE 
701  Canal 

Carlsbad,  New  Mexico 
PATE,  H.  D. 

122  N.  Canyon 
Carlsbad,  New  Mexico 
PATE,  L.  H. 

122  N.  Canyon 
Carlsbad,  New  Mexico 
PUCKETT,  0.  E. 

District  Health  Officer 
Carlsbad,  New  Mexico 
ROSE,  WILLIAM  A. 

114  N.  Canyon 
Carlsbad,  New  Mexico 
RUNDELS,  C.  H. 

Artesia,  New  Mexico 
RUSSELL,  CHESTER 

109  S.  Roselawn 
Artesia,  New  Mexico 

SHULER,  ASHLEY  C. 

701  N.  Canal 
Carlsbad,  New  Mexico 
SMITH,  DANIEL  E. 

Carlsbad,  New  Mexico 
SMITH,  WARREN  G. 

112  W.  Mermod 
Carlsbad,  New  Mexico 

STARR,  PETE  J. 

701  W.  Main 
Artesia,  New  Mexico 
STROUP,  H.  AUSTIN 

113  S.  Roselawn 
Artesia,  New  Mexico 

WOMACK,  C.  L. 

7i01  N.  Canal 
Carlsbad,  New  Mexico 


GRANT  COUNTY 

BAKER,  SIDNEY  F. 

Vets.  Adm. 

Ft.  Bayard,  New  Mexico 
CONE,  HUBERT 
505  College 

Silver  City,  New  Mexico 
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FRAZIN,  N.  D. 

204  W.  Market 
Silver  City,  New  Mexico 
GILL,  A.  E. 

Silver  City,  New  Mexico 
GRENFELL,  N.  P. 

Bayard,  New  Mexico 
GUTHREY,  C.  S. 

Silver  City,  New  Mexico 
KAUFMAN,  C.  E. 

Silver  City,  New  Mexico 
LANE,  R.  C. 

610  W.  6th 

Silver  City,  New  Mexico 
MITCHELL,  JOHN  C. 

District  H.  0. 

Silver  City,  New  Mexico 
NALTY,  W.  C. 

Silver  City,  New  Mexico 
PEBWORTH,  JAMES  T. 

Tyrone,  New  Mexico 
RAMER,  SAMUEL  M. 

101  N.  Bullard 
Silver  City,  New  Mexico 
RYGH,  EDGAR  A. 

Santa  Rita,  New  Mexico 
SLUSSER,  GERALD  A. 

101  N.  Bullard 
Silver  City,  New  Mexico 
WATTS,  R.  E. 

Silver  City,  New  Mexico 
WILKISON,  W.  S. 

Bayard,  New  Mexico 

GUADALUPE  COUNTY 

CARTER,  JOHN  R.  C. 

Santa  Rosa,  New  Mexico 
FUNK  S.  E.,  M.  D. 

Santa  Rosa,  New  Mexico 
STEVENS,  DAVID 
Roswell,  New  Mexico 

HARDING  COUNTY 

BATES,  GEORGE  E. 

Mosquero,  New  Mexico 
SELF,  T.  F. 

Roy,  New  Mexico 

HIDALGO  COUNTY 

COHEN,  HERMAN  S. 

Lordsburg,  New  Mexico 
DeMOSS,  E.  C. 

Lordsburg,  New  Mexico 
JONES,  F.  D. 

De  Moss  Bldg. 

Lordsburg,  New  Mexico 

LEA  COUNTY 

ANDREW,  W.  H. 

Eunice,  New  Mexico 
BADGER,  D.  C. 

Hobbs,  New  Mexico 
BADGER,  W.  E. 

Hobbs,  New  Mexico 
BARZUNE,  BENJAMIN 
Box  403 

Eunice,  New  Mexico 
GILLETT,  Hilton 

Lovington,  New  Mexico 
HARDY,  S.  I. 

Hobbs,  New  Mexico 
HEFFNER,  E.  A. 

Hobbs,  New  Mexico 
HODDE,  H.  W. 

Hobbs,  New  Mexico 
JENSON,  ALFRED  J. 

Hobbs,  New  Mexico 
McBEE,  A.  VAN  W. 

Hobbs,  New  Mexico 
MORGAN,  T.  L. 

Hobbs,  New  Mexico 
NIEHUSS,  C.  E. 

601  N.  Shipp 
Hobbs,  New  Mexico 
STONE,  C.  S. 

Hobbs,  New  Mexico 
TERRY,  HERBERT  S. 

Hobbs,  New  Mexico 


LINCOLN  COUNTY 

BARRY,  LINDA  H. 

Corona,  New  Mexico 
ENGLISH,  FRANK  A. 

308  W.  2nd  St. 
Roswell,  New  Mexico 
LEWIS,  A.  J. 

Ruidoso,  New  Mexico 
MOORE,  ROBERT  LARRY 
Ruidoso,  New  Mexico 


SHAVER,  P.  M. 

Carrizozo,  New  Mexico 
SUTTON,  R.  S. 

Ruidoso,  New  Mexico 
TURNER,  J.  P. 

Carrizozo,  New  Mexico 

LUNA  COUNTY 

H0SSLEY,  WM.  J. 

Deming,  New  Mexico 
OXFORD,  A.  L. 

Columbus,  New  Mexico 
RODGERS,  BRADFORD  D. 
421  W.  Pine 
Deming,  New  Mexico 
WHITAKER,  LEON  J. 

300  S.  Copper 
Deming,  New  Mexico 

McKinley  county 

ACCARDI,  VINCENT 
Gallup,  New  Mexico 
ANTHONY,  W.  D. 

Gallup,  New  Mexico 
BEAVER,  E.  B. 

District  H.  0. 

Gallup,  New  Mexico 
BOS,  LOUIS  H. 

Rehoboth,  New  Mexico 
CENTER,  W.  B. 

Gallup,  New  Mexico 
DINEEN,  JOHN  B. 

Gallup,  New  Mexico 
KENEY,  C.  W. 

Gallup,  New  Mexico 
KETTEL,  C.  F. 

110  E.  Mesa 
Galluo,  New  Mexico 
LOE,  FRED 

Gallup,  New  Mexico 
PARKER,  FRANK  W. 

Gallup,  New  Mexico 
POUSMA,  R.  H. 

Gallup,  New  Mexico 
WATSON,  H.  T. 

Gallup,  New  Mexico 

MORA  COUNTY 

GELLENTHION,  C.  H. 

Valmora,  New  Mexico 
MOLDENHAUER,  R.  M. 

Mora,  New  Mexico 
WALTON,  J.  D. 

Mora,  New  Mexico 

OTERO  COUNTY 

BAUMGARTNER,  MYRON 
Alamogordo,  New  Mexico 
FAIGLE,  ERNEST 

Alamogordo,  New  Mexico 
SIMMS,  EUGENE  P. 
Alamogordo,  New  Mexico 

QUAY  COUNTY 

BROWN,  0.  E. 

Tucumcari,  New  Mexico 
G0LDBL00M,  I. 

Tucumcari,  New  Mexico 
GOODALL,  R.  G. 

Tucumcari,  New  Mexico 
GORDON,  A.  T. 

Tucumcari,  New  Mexico 
HARRELL,  J.  E. 

McAllister,  New  Mexico 
HOOVER,  T.  B. 

Tucumcari,  New  Mexico 
THAXTON,  W.  M. 

Tucumcari,  New  Mexico 
THOMPSON,  M.  M. 

Logan,  New  Mexico 
WARNER,  E.  M. 

14  Federal  Bldg. 
Tucumcari,  New  Mexico 

RIO  ARRIBA  COUNTY 

BECKER,  JOS.  N. 

Parkview,  New  Mexico 
BOWEN,  SARAH 

Embudo,  New  Mexico 
CALKINS,  S.  BOYD 
El  Rito,  New  Mexico 
DUNHAM,  J.  I. 

Chama,  New  Mexico 
ESPINOSA,  D.  T. 

Espanola,  New  Mexico 
KNOX,  JASPER  N. 

U.  S.  I.  S. 

Dulce,  New  Mexico 


MILLICAN,  EDITH  F. 

Embudo,  New  Mexico 
NESBIT,  ORVAL  I. 

Espanola,  New  Mexico 
SNOW,  ROBERT 

Espanola,  New  Mexico 
ZIEGLER,  S.  R. 

Espanola,  New  Mexico 

ROOSEVELT  COUNTY 

BRASELL,  HUGH  T. 

Portaies,  New  Mexico 
HENSLEY,  E.  T. 

Portaies,  New  Mexico 
LEHMAN,  H.  0. 

Portaies,  New  Mexico 
RAMEY,  C.  C.,  JR. 

Portaies,  New  Mexico 

SANDOVAL  COUNTY 

BLANEY,  LOREN  F. 

Los  Alamos,  New  Mexico 
CARTER,  ROBERT  E. 

Los  Alamos,  New  Mexico 
FRIEDMAN,  VALERIE 
Los  Alamos,  New  Mexico 
GILL,  DAN  C. 

Los  Alamos,  New  Mexico 
HALL,  JOHN  R. 

Los  Alamos,  New  Mexico 
HAWLEY,  W.  L. 

Los  Alamos,  New  Mexico 
HEMMINGS,  L.  S. 

Bernalillo,  New  Mexico 
LUSHBAUGH,  CLARENCE 
Los  Alamos,  New  Mexico 
NEWHALL,  ANNE 

Los  Alamos,  New  Mexico 
PARKS,  J.  A. 

Los  Alamos,  New  Mexico 
OAKES,  W.  R. 

Los  Alamos,  New  Mexico 
POWER,  J.  L. 

Los  Alamos,  New  Mexico 
SHAFER,  C.  L. 

Los  Alamos,  New  Mexico 
WHIPPLE,  MARJORIE 
Los  Alamos,  New  Mexico 
WHIPPLE,  HARRY 

Los  Alamos,  New  Mexico 

SAN  JUAN  COUNTY 

DAVIE,  EUGENE  N. 

Farmington,  New  Mexico 
DAVIE,  VICTOR  V. 

Farmington,  New  Mexico 
HERRINGTON,  V.  D. 

Farmington,  New  Mexico 
MORAN,  M.  D. 

Farmington,  New  Mexico 
PEACOCK,  W.  H. 

Farmington,  New  Mexico 
QUEARY,  C.  H. 

Aztec,  New  Mexico 
SHANK,  C.  E. 

U.  S.  I.  S. 

Shiprock,  New  Mexico 

SAN  MIGUEL  COUNTY 

BEATTIE,  J.  W. 

Las  Vegas,  New  Mexico 
BUTTERFIELD,  E.  T. 

Las  Vegas,  New  Mexico 
DELLINGER,  E.  H. 

615  University 
Las  Vegas,  New  Mexico 
EVANS,  JUNIUS 

Las  Vegas,  New  Mexico 
FITZGERALD,  L.  M. 

Pecos,  Texas 
JOHNSON,  J.  J.,  JR. 

720  University 
Las  Vegas,  New  Mexico 
McCreary,  m 
State  Hospital 
Las  Vegas,  New  Mexico 
MEACHAM,  C.  C. 

Las  Vegas,  New  Mexico 
MINAS,  VAUGHN  N. 

Las  Vegas,  New  Mexico 
MORTIMER,  H.  M. 

720  University 
Las  Vegas,  New  Mexico 
OWENS,  E.  W. 

State  Hospital 
Las  Vegas,  New  Mexico 
STARK,  W.  A. 

720  University 

Las  Vegas,  New  Mexico 


WRIGHT,  J.  R. 

District  H.  0. 

Las  Vegas,  New  Mexico 
YUREVICH,  ANTHONY 
State  Hospital 
Las  Vegas,  New  Mexico 


SANTA  FE  COUNTY 

ALEXANDER,  H.  S.  A. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
ALLEN,  MARY 

Dept,  of  Public  Health 
Santa  Fe,  New  Mexico 
ANGLE,  RICHARD 
223  E.  Palace 
Santa  Fe,  New  Mexico 
AUERBACH,  SIDNEY 
Don  Miguel  Bldg. 

Santa  Fe,  New  Mexico 
BERCHTOLD,  V.  E. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
BROWN,  ROBERT  0. 

Sena  Plaza 

Santa  Fe,  New  Mexico 
CAMPBELL,  NANCY 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
DOUTHIRT,  C.  H. 

Dept,  of  Public  Health 
Santa  Fe,  New  Mexico 
DRUMMOND,  ALAN 
117  E.  Palace 
Santa  Fe,  New  Mexico 
EGENHOFER,  A.  W. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
ELLIS,  H.  B.,  JR. 

131  Nusbaum 
Santa  Fe,  New  Mexico 
FERRET,  ANDRES 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
FISKE,  E.  W. 

223  E.  Palace 
Santa  Fe,  New  Mexico 
FRIEDMAN,  A.  S. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
FRIEDMAN,  M.  M. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
GIBBS,  M.  D. 

1008  Canyon  Road 
Santa  Fe,  New  Mexico 
GONZALES,  S.  M. 

Don  Miguel  Bldg. 

Santa  Fe,  New  Mexico 
HAMILTON,  WM.  L. 

636  E.  Garcia 
Santa  Fe,  New  Mexico 
HAUSNER,  E.  P. 

Coronado  Bldg. 

Santa  Fe,  New  Mexico 
HERBERT,  CHAS. 

203  E.  Palace 
Santa  Fe,  New  Mexico 
HOTOPP,  MARION 
D.  P.  H. 

Santa  Fe,  New  Mexico 
JOHNSON,  ERIC  G. 

U.  S.  I.  S. 

Santa  Fe,  New  Mexico 
JONES,  CHARLOTTE  A. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
KENNEY,  BERGERE 
Sena  Plaza 

Santa  Fe,  New  Mexico 
LAMME,  S.  JULIAN 
Madrid,  New  Mexico 
LATHROP,  ALBERT  S. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
LOORAM,  ALVINA 
Route  3 

Santa  Fe,  New  Mexico 
MARGULIS,  AARON  E. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
MARTIN,  MOLLY  H.  R. 

P.  0.  Box  1702 
Santa  Fe,  New  Mexico 
MAST,  KARL  F. 

Bishop  Lodge  Rd. 

Santa  Fe,  New  Mexico 
McCRORY,  JAMES  L. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
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McGOEY,  CHAS.  J. 

Coronado  Bldg. 

Santa  Fe,  New  Mexico 

McIntyre,  elroy  f. 

D.  P.  H. 

Santa  Fe,  New  Mexico 
MERA,  FRANK  E. 

431  Camino  de  Las  Animas 
Santa  Fe,  New  Mexico 
MISKOWIEC,  ADALBERT 
Laughlin  Bldg. 

Santa  Fe,  New  Mexico 
PAYNE,  HARRY 
District  H.  0. 

Santa  Fe,  New  Mexico 
PEAVY,  I.  L. 

D.  P.  H. 

Santa  Fe,  New  Mexico 
RENKOFF,  HERMAN 
Laughlin  Bldg. 

Santa  Fe,  New  Mexico 
REYMONT,  A.  E. 

231  Washington 
Santa  Fe,  New  Mexico 
RIFE,  DWIGHT  W. 

Don  Miguel  Bldg. 

Santa  Fe,  New  Mexico 
SCHAEFER,  JOHN  F. 

U.  S.  I.  S. 

Santa  Fe,  New  Mexico 
SCOTT,  JAMES  R. 

D.  P.  H. 

Santa  Fe,  New  Mexico 


SEITZ,  HOWARD  M. 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
SMITH,  CAROL  K. 

131  Nusbaum 
Santa  Fe,  New  Mexico 
SMITH,  M.  J. 

Coronado  Bldg. 

Santa  Fe,  New  Mexico 
SOLDOW,  FRED 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
TRAVERS,  P.  L. 

Coronado  Bldg. 

Santa  Fe,  New  Mexico 
WARD,  E.  LeGRAND 
Coronado  Bldg. 

Santa  Fe,  New  Mexico 
YOUNG,  RAYMOND  L. 
Denhof  Bldg. 

Santa  Fe,  New  Mexico 
ZAVADSKY,  LEONID 
D.  P.  H. 

Santa  Fe,  New  Mexico 
ZIEGLER,  SAMUEL  R. 
McCurdy  Hosp. 

Santa  Cruz,  New  Mexico 

SIERRA  COUNTY 

CANTRELL,  W.  B. 

Ill  S.  Clancy 

Hot  Springs,  New  Mexico 


FULWIDER,  R.  W. 

Box  606 

Hot  Springs,  New  Mexico 
HUBBLE,  E.  E. 

Box  787 

Hot  Springs,  New  Mexico 
JOHNSON,  H.  B. 

Box  6 

Hot  Springs,  New  Mexico 
McCORVEY,  N.  B. 

Hot  Springs,  New  Mexico 
MINEAR,  W.  L. 

Carrie  Tingley  Hospital 
Hot  Springs,  New  Mexico 
WHITE,  A.  C. 

Box  127 

Hot  Springs,  New  Mexico 
WHITE,  EDNA  WALLACE 
Box  567 

Hot  Springs,  New  Mexico 
WHITE,  MARTHA 

Hot  Springs,  New  Mexico 
WILLIAMS,  THOS.  B. 

Box  186 

Hot  Springs,  New  Mexico 
WILSON,  E.  N. 

Hot  Springs,  New  Mexico 

SOCORRO  COUNTY 

BARFIELD,  JAMES  J. 
Tuberculosis  Sanitarium 
Socorro,  New  Mexico 


EVANS,  A.  J. 

Magdalena,  New  Mexico 
FRANKLIN,  V.  E. 

Socorro,  New  Mexico 

TAOS  COUNTY 

DEVEREAUX,  REYNALDO 
Taos,  New  Mexico 
HOLLIS,  RAYMOND  G. 

Box  82 

Taos,  New  Mexico 
NICHOLSON,  RUTH  L. 

Taos,  New  Mexico 
ONSTINE,  WARNER  A. 

Taos,  New  Mexico 
POND,  ASHLEY 
Taos,  New  Mexico 
ROSEN,  ALBERT  M. 

Taos,  New  Mexico 

TORRANCE  COUNTY 

SEID,  SIDNEY  E. 

Mountainair,  New  Mexico 
WIGGINS,  J.  H. 

Estancia,  New  Mexico 

UNION  COUNTY 

DANIEL,  D.  C. 

Clayton,  New  Mexico 


INTRESS,  ROBERT  H. 

Clayton,  New  Mexico 
MILLHOFF,  W.  C.  D. 

Clayton,  New  Mexico 
WELLMAN,  J.  M. 

Des  Moines,  New  Mexico 
WINCHESTER,  J.  M. 
Clayton,  New  Mexico 

VALENCIA  COUNTY 

ATKINS,  C.  H. 

District  H.  0. 

Los  Lunas,  New  Mexico 
BESSETTE,  A.  E. 

Belen,  New  Mexico 
MOLHOLM,  C.  E. 

Grants,  New  Mexico 
PARKINSON,  W.  M. 

Belen,  New  Mexico 
PORTER,  WM. 

Los  Lunas  Mental  Hosp. 
Los  Lunas,  New  Mexico 
RIVAS,  JOSE  A. 

Belen,  New  Mexico 
SHEELEY,  F.  G. 

Belen,  New  Mexico 
WIER,  DAVID  T. 

300  Becker 
Belen,  New  Mexico 
WITTWER,  W.  F. 

Los  Lunas,  New  Mexico 
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TREATMENT  OF  SNAKE  BITES 

Russell  Holt,  M.  D. 

El  Paso,  Texas 


Even  though  it  has  been  twenty-two  years  since 
Jackson5  and  Crimmins2  published  their  work  advo- 
cating radical  changes  in  the  treatment  of  snake  bites, 
there  still  remains  much  confusion  about  the  first  aid 
and  final  procedures  one  must  observe  to  save  a life 
from  venom  poisoning.  To  most  successfully  treat 
cases  of  snake  bite,  one  must  know  the  types  of 
snakes  responsible  for  poisonous  snake  bites,  the 
physical  properties  of  the  venom,  the  response  of  the 
tissue,  and  the  most  effective  medical  therapy  cur- 
rently known. 

DISTRIBUTION  OF  VENOMOUS  SNAKES 

Practically  every  portion  of  the  United  States  is 
inhabited  by  poisonous  snakes,  all  of  which  may  be 
classified  in  four  types.  Three  types  belong  to  the 
viper  family  including  the  Rattlesnake,  the  Water 
Moccasin  and  the  Copperhead  Moccasin.3  The  fourth 
type  is  the  brightly  colored  Coral  Snake  which  be- 
longs to  the  same  family  as  the  Old  World  cobras 
and  inhabits  the  south- 
ern portion  of  the  United 
States  including  the  Mex- 
ican border.  Inasmuch  as 
the  Water  Moccasin,  the 
Copperhead  Moccasin  and 
Coral  Snake  are  rarely 
seen  in  the  Southwest,  the 
Rattlesnake  is  responsible 
for  the  major  portion  of 
our  poisonous  snake  bites. 

Of  the  several  species  of 
rattlesnakes  found  in  the 
Southwest,  the  one  best 
known  is  the  Diamond- 
back  Rattlesnake  (Crotalus 
Atrox.)  This  snake  is  large, 
very  irritable  and  ranks 
first  in  the  number  of  fatal- 
ities inflicted.3 

PHYSICAL  PROPERTIES 
OF  VENOM 

The  venom  from  the 
rattlesnake  is  composed 
largely  of  albuminoids4  and 
lacks  the  abundance  of 
neurotoxin  found  in  the  poison  of  some  other  snakes. 
The  effect  upon  the  tissue  is  very  irritating,  causing 
a proteolytic  and  cytolytic  action.  Due  to  the  proteo- 
lytic action,  large  sloughs  are  produced  especially  at 
the  location  of  the  bite.  The  cytolytic  action  produces 
hemolysis  of  the  blood,  a very  important  and  serious 
effect.  Other  less  important  enzymes  are  known  to 
exist,  further  irritating  the  tissue.6 

TISSUE  RESPONSE 

The  tissue  response  to  the  snake  venom  follows  a 
characteristic  pattern.  Due  to  the  extreme  irritation, 
large  quantities  of  lymph  are  released  to  dilute  the 
toxin.  This  reaction  causes  marked  swelling  and 
pain,  a characteristic  of  poisonous  snake  bites.  The 
excessive  swelling  is  partly  responsible  for  the  slow 
absorption  of  the  venom  which  if  allowed  to  remain 
in  contact  with  the  tissue  will  cause  necrosis  or  auto- 
lysis. Care  also  must  be  exercised  to  combat  bacteria, 
especially  B Welchii,5  which  are  present  in  the  wound 
and  responsible  for  most  of  the  delayed  deaths  that 
occur. 


The  flow  of  the  venom  to  various  parts  of  the 
body  usually  follows  the  vessels  and  channels  of  the 
lymphatic  system.  In  man,  where  there  is  consider- 
able subcutaneous  fat,  the  lymph  vessels  and  channels 
pass  through  the  fat  and  areolar  tissues  up  to  the 
elbow  or  to  the  axilla  before  the  vessels  pierce  the 
deep  fascia  to  the  glands.  In  the  lower  extremities 
these  channels  pass  through  the  deep  fascia  at  the 
knee  and  at  the  inguinal  region.4  Observation  indi- 
cates the  venom  moves  into  the  abdomen  from  the 
lower  extremities  and  into  the  chest  and  neck  from 
the  upper  extremities,  due  to  gravity  influences  on  the 
flow  of  venom  through  lymphatic  channels.4  Fortu- 
nately, snake  bites  usually  do  not  penetrate  the  deep 
fascia  of  man  which,  as  indicated  below,  is  of  tre- 
mendous importance  when  applying  the  tourniquet 
after  a snake  bite. 

MORTALITY  FROM  RATTLESNAKE  BITE 

Estimates  indicate  more  than  1,500  individuals  are 
snake  bite  victims  in  the  United  States  each  year. 

The  prognosis  for  each  vic- 
tim is  influenced  in  a large 
measure  by  the  location 
of  the  bite.  Fortunately, 
most  bites  occur  on  the  feet 
and  legs  where  treatment 
is  the  most  successful. 
The  hands  and  arms  are 
second  in  frequency  of 
snake  bites  received  but 
are  a more  serious  location 
than  on  the  feet  and  legs. 
Wounds  of  the  face  or 
body  are  extremely  serious 
in  that  the  victim  may  die 
within  a few  minutes  or 
even  seconds.  When  a 
sizeable  dose  of  venom  is 
injected  into  a vein,  death 
may  follow  instantly.  Usu- 
ally death  occurs  from  36 
to  48  hours  after  the  bite. 
If  a death  occurs  after  27 
hours  of  treatment,  the 
cause  is  probably  a sec- 
ondary infection,  especially 
gas  baccilus. 

For  various  reasons  a rattlesnake  may  not  inject 
the  maximum  portion  of  poison  possible  at  a single 
bite.  Nevertheless,  the  life  of  the  victim  is  in  danger. 
Studies  indicate  the  average  adult  rattlesnake  has 
about  ten  to  twelve  drops  of  venom,  and  when  dried 
each  drop  produces  22  milligrams  of  venom.2  The 
minimum  lethal  dose  of  rattlesnake  venom  for  a dog 
is  1 milligram  for  each  kilogram  of  body  weight  and 
for  man,  1 milligram  for  each  of  3 kilograms  of  body 
weight.  Consequently,  a rattlesnake  may  give  in  a 
single  bite,  10  to  12  lethal  doses  for  a man. 

TREATMENT  OF  SNAKE  BITES 

For  ages  the  treatment  for  snake  bites  has  been 
confusing  and  influenced  by  superstition.  In  1927, 
Tackson5  and  Crimmins2  published  the  results  of  their 
reasearch  which  was  enlightening.  The  physical  prop- 
erties of  snake  venom  were  described  in  addition  to 
the  effect  on  laboratory  animals.  Because  of  this  work 
they  were  able  to  advance  a new  method  of  treatment, 
namely,  suction  or  mechanical  treatment,  a procedure 
crudely  practiced  by  primitive  people  for  ages. 


TEXAS  DIAMOND-BACK  RATTLESNAKE 
(CROTALUS  ATROX) 

Found  in  arid  regions  from  Texas  to  California. 
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In  Jackson’s  research,  23  experiments  were  per- 
formed to  study  the  effect  of  venom  on  the  dog. 
Methods  of  Treatment  included  the  use  of  kerosene, 
potassium  permanganate,  x-ray  treatment6  and  suction 
treatment.  He  was  able  to  show  that  suction  would 
remove  venom  from  a wound,  this  being  contrary  to 
the  experience  of  others,  and  also  was  able  to  show 
that  a dog  receiving  four  lethal  doses  could  be  cured 
without  a slough  if  the  proper  treatment  were  given. 

JACKSON’S  TREATMENT 

Due  to  the  success  of  this  method  in  treating 
poisonous  snake  bites,  Jackson’s  Treatment  merits 
careful  consideration.  Steps  in  administering  Jack- 
son’s Treatment  consist  of: 

1.  Tourniquet  — “Release  all  tight  tourniquets 
and  replace  them  by  one  just  tight  enough  to  obstruct 
the  lymph  circulation  and  not  the  free  venous  return 
of  blood.”5  The  tourniquet  is  applied  2 to  3 inches 
above  the  proximal  margin  of  swelling  and  must  not 
obstruct  either  the  venous  or  arterial  flow.  A tourni- 
quet properly  applied  will  not  require  loosening  at  in- 
tervals.5 A tight  tourniquet  fails  to  serve  the  purpose 
for  which  it  is  intended.  It  prevents  the  flow  of 
venom  proximally  but  also  slows  up  the  outflow  of 
lymph  which  is  necessary  to  dilute  the  venom  and  to 
retard  its  absorption.  A tight  tourniquet  is  even 
worse  than  none  at  all  in  that  it  may  cause  gangrene 
and  favors  more  rapid  autolysis  of  tissue  due  to  pre- 
venting lymph  formation.  Amaral  in  his  chapter6 
on  the  treatment  of  snake  bite  condemns  its  use  but 
later  he  is  reported  to  have  used  it  in  some  cases. 
Allen  still  thinks  the  tourniquet,  as  now  used,  is  more 
harmful  than  good. 

SURGICAL  PROCEDURE 

2.  Prepare  the  area  of  the  snake  bite  for  a surgical 
procedure. 

3.  Incise  the  wound  one-fourth  inch  deep  con- 
necting the  fang  puncture.  Then  make  another  inci- 
sion perpendicular  to  this  incision  forming  a cruciate 
wound. 

4 Apply  suction  on  the  wound  twenty  minutes  of 
each  hour  for  12  to  18  hours.  Ususally  10  to  12  suc- 
tion cups  are  needed  to  properly  treat  a patient,  and 
for  best  results  the  cups  should  be  moved  around  to 
the  locations  in  greatest  need  of  assistance. 

The  type  of  suction  cup  generally  used  is  one  of 
the  old  B.  D.  suction  cups  used  in  the  treatment  of 
renal  disease  by  cupping.  There  are  several  rubber 
types  on  the  market  which  are  entirely  satisfactory. 
Also,  a cup  may  be  made  by  placing  a bulb  on  an 
ear  speculum. 

5.  Give  Antivenom  if  available.  Five  to  six  am- 
pules are  required  at  once,  and  then  repeat  with  two 
ampules  every  four  hours  as  long  as  necessary.  In 
small  children  and  in  toxic  or  shocked  adults,  anti- 
venom is  extremely  valuable  although  the  required 
dose  is  larger  than  is  usually  considered. 

CRUCIATE  INCISIONS 

6.  Surround  the  proximal  margin  of  swelling  with 
cruciate  incisions  one-fourth  inch  long  and  place  them 
about  one  inch  apart  and  one-fourth  inch  deep.  If 
the  swelling  continues  proximal  reapply  the  tourniquet 
above  it  and  make  a new  circle  of  incisions  and  start 
the  suction.  If  pools  of  lymph  are  noted  at  any  one 
point,  make  a cruciate  incision  over  it  and  start  suc- 
tion. All  incisions  are  to  receive  suction  20  minutes 
of  each  hour  for  12  to  18  hours  or  as  long  as  there 
is  any  swelling. 


Treatment  of  lower  extremity  bite  showing  two  suction 
cups  in  place  and  the  cruciate  incisions  in  proper  locations 
for  effective  suction.  The  upper  circular  row  of  incisions 
were  made  4 hours  after  treatment  had  started,  and  when 
the  swelling  began  to  extend  upward  requiring  elevation  of 
tourniquet. 

7.  Hot  compresses  of  magnesium  sulphate  are 
kept  on  the  wound  when  suction  is  not  in  progress. 

8.  Blood  transfusions  are  given  when  needed. 

9.  Treat  shock  by  accepted  methods  until  it  is 
controlled. 

10  “I  should  like  to  stress  the  importance  of  colo- 
nic irrigations  of  salt  and  soda  solutions.”5 

Allen  in  reporting  on  his  work  favors  freezing  of 
the  injured  part.  This  slows  absorption  and  serves 
as  an  anaesthetic  for  excision  or  amputation  to  remove 
the  area  injured.  Not  only  does  he  not  recommend 
the  tourniquet,  but  instead  condemns  its  use.  His 
treatment  appears  radical,  and  I believe  if  he  would 
use  the  suction  treatment  as  described  above  he  would 
prefer  it  in  most  cases.  His  treatment  might  be  of 
more  value  where  neurotoxins  are  present. 

PROGNOSIS 

A study  of  snake  bites  in  Texas  shows  that  of  83 
cases  treated  with  antivenom,  five  died  resulting  in  a 
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mortality  of  6.0  per  cent.  If  antivenom  could  have 
been  given  early  in  all  cases,  the  mortality  probably 
would  have  been  reduced.  Of  67  cases  treated  with 
other  methods  (the  type  of  treatment  was  not  men- 
tioned but  stated  they  did  not  get  antivenom)  23  died 
making  a mortality  of  34.3  per  cent.  This  undoubted- 
ly included  some  who  died  instantly,  and  did  not  have 
time  to  receive  any  kind  of  treatment. 

In  Robert  B.  Green  Memorial  Hospital,  San  Anto- 
nio, Texas,  where  Jackson  did  much  of  his  experi- 
mental work,  one  death  occurred  in  1932,  the  first 
death  in  200  admissions  for  snake  bite.  In  1940  they 
had  treated  about  900  cases  admitted  for  rattlesnake 
bite  without  a death.7  This  record  seems  convincing 
that  this  type  of  treatment  is  the  most  valuable  one 
known.  Most  deaths  from  snake  bite  result  from 
insufficient  rather  than  too  much  treatment. 

SUMMARY 

1.  Although  all  four  types  of  poisonous  snakes 
are  found  in  the  Southwest,  the  Diamond-back  Rattle- 
snake leads  in  fatalities  due  to  snake  bite. 

2.  A knowledge  of  the  physical  properties  of 
venom  and  its  effect  on  tissues  is  the  basis  for  the 
treatment  of  snake  bites. 

3.  The  mortality  from  snake  bites  depends  upon 
the  amount  of  venom  injected  into  the  tissue,  the 
location  of  the  bite  and  the  type  of  treatment  given. 

4.  Experimental  work  and  actual  hospital  practice 
indicate  Jackson’s  Treatment  for  snake  bite,  as  out- 
lined in  this  article,  is  the  most  valuable. 
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NEW  OFFICERS  INSTALLED  IN 
CIUDAD  JUAREZ 

New  officers  of  the  Ciudad  Juarez,  Chili.,  Medical 
Society,  installed  at  a recent  dinner  in  Casino  Juarez 
are:  Dr.  Jesus  Dominguez  S.,  president;  Dr.  Efren 
Saldivar,  secretary;  Dr.  Alberto  Gemoetz,  treasurer; 
Dr.  Rodolfo  Vera  R.,  first  vice-president;  Dr.  Fran- 
cisco Gutierrez  S.,  second  vice-president;  and  Dr. 
Ramiro  Vera  V.,  third  vice-president. 

At  a recent  meeting  of  the  Northern  States  of 
Mexico  Medical  Society  in  Durango,  Juarez  physi- 
cians who  attended  urged  that  Ciudad  Juarez  be 
selected  as  the  site  for  the  next  meeting  of  the 
Northern  States  Society. 

DR.  LUIS  VALDES, 

Ciudad  Juarez,  Regional  Editor. 


REPORT  OF  THE  BOARD  OF 
MANAGERS  OF  SOUTHWESTERN 
MEDICINE 

Presented  at  the  annual  meeting  of  The  Southwestern 
Medical  Association  in  Albuquerque,  New  Mexico  on  Nov- 
ember 12,  1949,  and  at  the  business  tneeting  of  El  Paso 
County  Medical  Society  on  December  13  in  El  Paso. 

The  Journal,  SOUTHWESTERN  MEDICINE, 
is  now  on  a firm  financial  and  editorial  foundation. 
The  current  circulation  is  2149.  The  size  of  the  jour- 
nal has  grown  from  twelve  pages  to  thirty-two  pages. 
It  is  now  being  edited  by  Dr.  Lester  C.  Feener  of 
El  Paso,  Texas.  The  financial  status  of  the  journal 
is  that  it  is  being  published  by  Mott  and  Reid,  a 
public  relations  agency  in  El  Paso.  They  published 
it  originally  at  a loss,  later  on  broke  even,  and  now 
are  netting  approximately  $150  a month  for  them- 
selves out  of  this  publication.  This  is  a very  small 
reward  for  the  amount  of  time  and  effort  they  are 
putting  in  on  the  journal.  The  editor  does  not  receive 
any  compensation  nor  does  anyone  else  connected 
with  the  journal. 

The  Board  of  Managers  wishes  to  emphasize  again 
the  importance  of  the  New  Mexico  Medical  Associa- 
tion again  making  SOUTHWESTERN  MEDICINE 
its  official  publication.  This  would  greatly  increase 
the  size  of  the  journal  because  of  additional  advertis- 
ing which  could  be  obtained  from  the  AMA  through 
their  block  advertising  system.  However,  if  this  is 
not  accomplished  the  journal  will  still  be  published  as 
it  is  and  should  continue  to  grow. 

SOUTHWESTERN  MEDICINE  reaches  all  574 
members  of  the  Arizona  Medical  Association,  all  475 
members  of  the  New  Mexico  Medical  Society,  and 
all  484  qualified  physicians  in  West  Texas  in  a radius 
from  El  Paso  running  through  Del  Rio,  San  Angelo, 
Abilene  and  Lubbock  and  including  those  cities. 

In  addition  SOUTHWESTERN  MEDICINE 
goes  to  495  qualified  physicians  in  the  northern  Mexi- 
can states  of  Chihuahua,  Sonora,  Coahuila  and  Duran- 
go. We  are  virtually  the  only  American  journal 
covering  this  group.  Moreover  SOUTHWESTERN 
MEDICINE  goes  to  142  leading  dentists  in  the 
Southwest. 

There  is  one  important  point,  not  always  appreci- 
ated, to  be  emphasized  concerning  SOUTHWEST- 
ERN MEDICINE.  Excepting  the  Journal  of  the 
AMA,  this  is  the  only  medical  publication  serve  all 
or  more  than  a section  of  this  great  and  homogeneous 
area  of  range,  desert  and  mountain,  with  cities  and 
towns  at  long  distances  from  each  other. 

Moreover,  SOUTHWESTERN  MEDICINE  is 
the  only  journal  designed  to  serve  this  area.  Because 
of  the  far  distances,  the  ordinary  daily  discussion  and 
scientific  talk  exchanged  between  physicians  in  more 
thickly  settled  areas  is  greatly  limited  in  the  great 
Southwest.  SOUTHWESTERN  MEDICINE  is 
published  to  fill  this  gap;  and  from  the  enthusiastic 
response  and  support  of  our  readers  there  is  little 
doubt  our  journal  is  succeeding  in  this  important 
effort. 

SOUTHWESTERN  MEDICINE  is  listed  in  the 
Index  Medicus  of  the  American  Medical  Association. 

LOUIS  W.  BRECK,  M.  D. 

Chairman,  Board  of  Managers 
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PRURITIS  ANI 

S.  Milton  Ramer,  M.  D.,  Watts  Clinic, 
Silver  City,  N.  M. 


There  is  hardly  a symptom  in  all  medicine  which 
is  more  annoying  than  pruritis  ani.  Who  among  us 
can  recall  the  painfully  irresistible  tendency  to  scratch 
an  already  irritated  anus  or  the  annoyance  of  attempt- 
ing to  treat  a patient  with  this  unfortunate  complaint. 
Unless  it  is  approached  in  a logical,  rational  and 
painstaking  fashion,  its  refractoriness  to  casual  treat- 
ment will  continue  to  be  a source  of  annoyance  to 
both  practitioner  and  patient. 

The  many  etiologic  agents  ascribed  to  this  symp- 
tom and  the  diverse  forms  of  treatment  prescribed 
lend  eloquent  testimony  to  the  importance  this  symp- 
tom has  assumed.  Pruritis  ani  can  be  a disabling 
sympton;  it  can  be  a painful  symptom.  The  patient 
suffering  from  pruritis  ani  gets  caught  in  the  vicious 
circle  of  trying  to  relieve  his  irritation  by  scratching, 
the  trauma  of  scratching  causes  more  irritation  and 
thus  the  more  he  scratches,  the  more  he  itches  and 
the  more  he  itches,  the  more  he  scratches! 

Those  of  us  who  have  had  occasion  to  treat  a 
number  of  these  patients  realize  the  necessity  of  the 
thorough  investigation  required  to  track  down  the 
etiologic  agent  even  though  our  efforts  may  go  un- 
rewarded. Still,  we  must  never  cut  corners  or  pro- 
ceed in  haphazard  fashion  with  treatment,  trying  first 
one  form  and  then  another  until  the  doctor  is  exhaust- 
ed after  all  known  forms  of  treatment  are  exhausted. 

ETIOLOGY 

Pruritis  ani  may  be  caused  by  or  accompany  every 
known  anal,  rectal  or  colonic  disease,  as  well  as  many 
diseases  affecting  other  organs  more  general  in  char- 
acter. Therefore,  no  examination  is  complete  with- 
out a proctoscopic  examination.  Only  too  often  cryp- 
titis,  proctitis,  papillitis,  ulcer,  fissure  or  fistula  will 
be  revealed  during  this  type  of  examination,  treat- 
ment of  which  will  ofttimes  clear  up  the  pruritis. 

In  the  female,  naturally,  a complete  pelvic  exami- 
nation should  be  done  as  pathology  of  the  female 
genital  tract  may  be  the  cause  of  the  pruritis.  The 
numerous  and  varied  etiologic  agents  suspected  of 
underlying  this  symptom  must  all  be  considered  if 
good  results  with  treatment  are  to  be  expected.  A 
careful  and  detailed  history  is  essential  in  the  ap- 
proach towards  proper  evaluation  of  pruritis. 

The  most  important  causes  to  be  suspected  are 
(1)  any  disease  of  the  anus,  rectum  and  colon  (2)  any 
skin  disease  affecting  the  anal  region  as  atopic  derma- 
titis, contact  dermatitis,  food  allergy  (3)  as  a reflex 
from  diseases  of  the  bladder,  prostate  gland,  uterus, 
ovaries  and  vagina  (4)  general  or  constitutional  di- 
seases (5)  intestinal  or  local  parasites  (6)  fungus  in- 
fections (7)  mechanical  irritation  from  clothing  deter- 
gents, soaps  or  moisture  (8)  poor  or  improper  hygiene 
(9)  psychogenic. 

MUCH  LITERATURE 

The  medical  literature  is  filled  with  articles  by 
reputable  men  in  the  various  specialties  who  make 
the  expressed  or  implied  plea  for  converts  to  their 
method  of  approach  and  treatment  on  the  basis  of 
their  printed  successes.  But  one  invites  failure  if  he 
confines  himself  to  one  approach  to  this  tantalizing 
symptom  and  neglects  the  several  other  routes  to  a 
possible  successful  cure. 

Neither  the  allfergist  nor  the  psychiatrist  nor  the 
dermatologist  can  preempt  the  leading  role  in  all 
cases.  Yet  they  all  play  a part  in  the  solution  of  this 


medical  “whodunit,”  if  it  is  to  have  a happy  ending 
for  the  poor  victim  suffering  with  this  symptom. 

Among  the  diseases  of  a more  general  character 
which  are  frequently  found  to  be  causes  of  itching 
at  the  anus  are  (1)  diabetes  (2)  malaria  (3)  nephritis 
(4)  syphilis  and  (5)  allergic  diseases.  The  menopause 
is  not  infrequently  responsible  for  anal  and  perianal 
itching  in  women  during  that  period.  In  some  cases 
excessive  use  of  tobacco,  caffeine  containing  bever- 
ages, condiments  or  other  hypersensitizing  substances 
conduces  to  the  production  of  this  symptom. 

MECHANICAL  IRRITATION 

In  some  cases,  simple  mechanical  irritation  of  the 
skin  around  the  anus  caused  by  the  use  of  coarse 
toilet  tissues  or  contact  with  certain  prurogenic  ma- 
terials set  up  the  intractable  symptom.  The  act  of 
defecation  acts  as  a trigger  mechanism  in  many  of 
these  patients.  The  presence  of  moisture  in  the  anal 
area  plays  a most  important  role  in  the  etiology  of 
this  complaint.  Sweating,  particularly  in  stout  people, 
and  in  those  who  are  forced  to  work  in  high  tem- 
peratures such  as  engineers,  stokers  and  the  like, 
rates  high  in  the  list  of  frequent  offenders  that  cause 
irritation. 

I found  pruritis  ani  a fairly  common  symptom 
among  a large  group  of  men  who  worked  in  a large 
railroad  repair  shop.  In  many  cases,  the  symptom 
responded  to  simple  measures,  which  will  be  outlined 
below.  Those  who  remain  seated  at  long  intervals 
are  included  in  this  group  also.  One  should  not 
neglect  to  ask  the  patient  how  they  wipe  themselves 
after  defecation.  When  on  duty  with  the  armed 
forces  in  New  Guinea,  I noted  that  the  natives  found 
it  adequate  to  splash  water  on  the  anal  region  after 
defecation.  1 wonder  how  many  cases  of  pruritis  ani 
there  were  among  them. 

DIAGNOSIS 

Many  important  leads  can  be  elicited  in  the  course 
of  history  taking.  As  I pointed  out  before  leading 
questions  as  to  occupation,  method  of  wiping,  time  of 
day  or  night  the  symptom  occurs,  the  existence  of 
concomitant  allergies  will  often  establish  important 
clues  which  will  aid  in  diagnosis.  The  physical  exa- 
mination including  proctoscopic  examination  may  dis- 
close local  pathology  which  will  underlie  the  pruritis. 
In  most  cases  there  is  a history  of  a slight  irritation 
at  first.  As  the  itching  gains  greater  and  greater 
attention,  the  patient  attempts  to  relieve  the  itching 
by  almost  reflex  rubbing  or  scratching  which  eventu- 
ally terminates  in  traumatization  of  the  epithelium. 

Later  the  itching  reaches  the  conscious  level  and 
results  in  a maddening,  almost  masochistic,  type  of 
scratching.  A secondary  dermatitis  with  marked  hy- 
pertrophy, and  with  cracking  and  fissuring  of  the 
entire  circumanal  integument  ensues.  Later  the  skin 
becomes  lichnified  and  thickened.  The  skin  about 
the  anus  presents  a greyish  or  whitish  sodden  appear- 
ance and  a foul-smelling  secretion  may  exude  from 
the  folds.  Various  pigmentary  changes  from  depig- 
mentation to  hyperpigmentation  may  be  noted.  The 
attitude  of  the  patient  may  be  one  of  extreme  agita- 
tion, tension,  restlessness,  depression  or  exhaustion 
from  lack  of  sleep. 

SPECIAL  TESTS 

Specific  tests  and  examinations  should  be  made  to 
rule  out  monilia,  trichophyton  and  pin  worms.  Some 
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men  advocate  culturing  the  organisms,  usually  strep- 
tococci, found  in  the  crypts.  Hirschmann  used  anto- 
genous  vaccines  made  from  such  cultures  for  treat- 
ment with  good  results.  If  an  allergy  is  suspected, 
dietary  control,  elimination  diets,  patch  testing  or  even 
skin  testing  may  bring  to  light  the  cause  of  the  itch- 
ing. Two  investigators  analyzed  thirty-eight  patients 
with  pruritis  ani  and  found  that  ten  had  a family 
history  and  thirteen  a personal  history  of  allergy. 
Positive  skin  reactions  were  obtained  in  fourteen. 

There  are  those  cases  which  fail  to  reveal  an 
etiology  after  the  most  painstaking  search.  We  must 
declare  them  psychogenic  in  origin  and  we  must  let 
our  medical  judgment  be  our  guide  in  deciding 
whether  tapping  their  unconscious  is  worthy  of  trial. 
There  are  those  who  contend  that  fungi  are  the  most 
frequent  cause  of  the  pruritis  and  consequently  this 
group  recommends  bacteriologic  studies  for  isolation 
of  the  offending  fungus. 

TREATMENT 

Basically,  the  treatment  of  pruritis  ani  is  the  treat- 
ment of  the  underlying  cause.  If  it  is  associated  with 
a constitutional  disease,  this  must  be  treated.  Pal- 
liative treatment  such  as  outlined  below  can  be  carried 
out  during  treatment  of  the  systemic  disease.  If  any 
anal  or  rectal  disease,  as  listed  above  is  discovered 
on  examination,  this  must  be  corrected  in  order  to 
insure  the  best  results. 

It  is  beyond  the  scope  of  this  article  to  outline 
such  treatment.  Specific  treatment  can  be  given  in 
those  cases  where  parasites  or  fungi  are  isolated. 
For  parasites,  gentian  violet  by  mouth  is  best.  If  an 
allergic  background  is  brought  out,  then  proper  test- 
ing should  be  done  using  the  type  testing  the  examin- 
er is  best  qualified  to  do  or  else  the  patient  should  be 
referred  to  a competent  allergist. 

Sometimes  the  busy  practitioner  dismisses  the 
patient  suffering  with  pruritis  with  an  antipruritic 
ointment  or  a rectal  suppository  of  some  kind  along 
with  a shrug  expressing  utter  hopelessness.  I wish 
to  stress  the  folly  and  futility  of  such  behavior  on  the 
part  of  the  physician.  Not  only  will  they  not  relieve 
the  patient  but  in  many  cases  local  applications  in  the 
form  of  ointments,  salves  or  creams  will  only  aggra- 
vate the  condition.  A mild  sedative  by  mouth  is  far 
more  preferable  than  an  ointment  applied  locally  to 
the  irritated  anus. 

SITZ  BATHS 

In  the  weeping,  moist,  exudative  cases  it  is  best 
to  employ  hot  or  cold  sitz  baths  for  at  least  20  min- 
utes, either  plain  or  with  potassium  permanganate, 
linit  or  liquor  carbonis  detergens.  Sometimes,  ice 
cubes  applied  directly  to  the  area  will  relieve  the  in- 
tense itching.  Burow’s  solution  in  an  aqueous  solu- 
tion of  1:20  or  a properlv  diluted  Domeboro  solution 
applied  to  the  weeping  area  tends  to  soothe  and  re- 
move the  inflammatory  process.  A little  later  as  the 
acute  process  subsides,  a shake  lotion  can  be  tried. 

These  can  be  plain  or  with  a coal  tar  as  liquor 
carbonis  detergens  added.  The  need  for  proper  anal 
hygiene  should  be  impressed  upon  the  patient.  Tap 
water  enemas  after  defecation  and  at  bedtime  are  ad- 
visable if  the  patient  can  take  them. 

Instead  of  toilet  tissue  the  patient  must  use  ab- 
sorbent cotton  moistened  with  tap  water  or  hydrogen 
peroxide  after  defecation  and  wipe  from  side  to  side. 
To  maintain  dryness  of  the  area,  a most  important 
requirement  in  treatment,  a strip  of  absorbent  cotton 
about  one  inch  by  four  inches  should  be  inserted  in 
the  cleft. 

DUSTING  POWDER 

A dusting  powder  of  equal  parts  of  boric  acid, 
starch  and  talc  put  on  the  cotton  before  insertion 


will  help  maintain  dryness.  The  cotton  should  be 
changed  after  each  defecation  or  about  every  three 
to  four  hours.  It  is  wisest  to  forbid  the  use  of  soaps 
on  the  involved  area  until  it  is  well  on  the  way  to 
recovery.  As  a general  rule  possible  irritants  such 
as  alcohol,  condiments,  tea,  coffee  and  spiced  foods, 
should  be  prohibited.  In  those  cases  where  allergy  is 
suspected  the  antihistaminic  ointments  may  be  tried 
but  these  have  proved  disappointing  in  my  experience. 

OFFICE  TREATMENT 

For  office  treatment  of  weeping  lesions  the  follow- 
ing dyes  applied  by  rolling  an  applicator  over  the 
lesions  are  often  helpful: 

(1)  Berwick’s  Dye 

(2)  Castellani’s  paint 

(3)  2%  aqueous  basic  fuchsin 

(4)  3%  gentian  violet,  10%  tannic  acid,  1%  pon- 
tocaine 

(5)  2%  gentian  violet  in  20%  alcohol 

(6)  When  not  too  acute  3 Vi%  tincture  iodine 
followed  by  10%  silver  nitrate,  fan  dry  and 
cover  with  compound  tincture  benzoin  appli- 
cation. 

RADICAL  MEASURES 

In  the  case  of  the  distraught,  sleepless,  agitated 
patient  it  may  be  necessary  to  resort  to  more  effec- 
tive or  more  radical  measures.  Injection  of  the  oil 
soluble  anaesthetics  as  Anucaine,  Encupin  or  Quino- 
caine  will  give  immediate  relief  for  varying  periods. 
At  least  10  to  20  c.c.  of  the  substance  should  be  in- 
jected at  one  visit,  preferably  one  side  at  a time, 
which  is  the  method  I use.  Others  recommend  a 
quadrantic  distribution  of  the  injections.  These  anae- 
sthetics not  only  serve  to  give  local  anaesthesia  but 
they  also  relieve  by  relaxing  the  hvpertonic  sphincter. 
When  all  these  measures  fail  to  bring  relief  then  the 
more  radical  techniques  of  undercutting  and  removal 
must  be  used.  In  the  right  hands  and  on  the  right 
patients  these  techniques  are  the  only  ones  which  will 
bring  about  the  desired  alleviation  of  the  syndrome 
of  pruritis  ani. 

SUMMARY 

1.  The  importance  of  establishing  the  etiology  of 
pruritis  ani  is  discussed. 

2.  With  proper  diagnosis  specific  treatment  will 
most  frequently  bring  about  a cure. 

3.  Various  treatments  are  outlined. 

4.  The  importance  of  dryness,  drying  agents  and 
correct  anal  hygiene  is  stressed. 

5.  Office  techniques  such  as  the  use  of  dyes  and 
oil  soluble  anaesthetics  are  presented. 


SIERRA  COUNTY  MEETING 

The  Sierra  County  Medical  Society  met  recently 
at  the  home  of  Dr.  and  Mrs.  W.  L.  Minear  at  Carrie 
Tingley  Hospital  in  Hot  Springs,  N.  M.  The  medical 
department  of  Carrie  Tingley  Hospital  was  also 
present. 

A delicious  dinner  was  served  by  Mrs.  Minear. 
The  scientific  part  of  the  program  was  given  by 
Dr.  Minear.  The  topic  of  discussion  was  clinical  exa- 
mination and  evaluation  of  patients  in  the  hospital. 
The  auxiliary  met  in  another  room. 

Those  present  were  Dr.  and  Mrs.  W.  B.  Cantrell, 
Dr.  and  Airs.  R.  W.  Fulwider,  Dr.  and  Airs.  E.  E. 
Hubble,  Dr.  and  Airs.  H.  B.  Johnson,  Dr.  and  Airs. 
T.  B.  Williams,  Dr.  and  Airs.  A.  C.  White,  Rev.  Boyd 
and  Dr.  Edna  White,  Dr.  and  Airs.  George  Deyoe, 
Dr.  and  Airs.  F.  Af.  Chasten,  and  the  parents  of 
Dr.  Alinear. 

H.  B.  JOHNSON,  M.  D. 

Regional  Editor 
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SURGICAL  MANAGEMENT  OF  DUODENAL  ULCER 


By  Louis  Bennett,  M.  D.,  Los  Angeles,  California 

Presented  before  the  Cochise  County  Medical  Society  (Arizona,)  March  9,  194D. 


Any  discussion  of  the  surgical  management  of  duo- 
denal ulcer  should  be  prefaced  with  a definite  resume 
of  the  accepted  indications  for  surgical  intervention  in 
the  overall  management  program  of  duodenal  ulcer. 
This  resume  must  be  based  upon  the  premise  that  the 
uncomplicated  duodenal  ulcer  is  basically  a medical 
problem.  The  healing  capacity  of  the  stomach  and 
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duodenum  is  demonstrated  by  Figure  1.  This  is  a 
photograph  of  the  resected  portion  of  the  stomach  of 
a patient  who  had  taken  a strong  caustic  by  mouth 
seven  weeks  prior  to  the  operation.  In  the  seven 
weeks  the  corrosive  gastritis  had  healed  sufficiently 
to  result  in  practically  complete  obstruction  of  the 
distal  half  of  the  stomach. 

The  psychologic  make-up  of  the  ulcer  patient  and 
the  effect  of  the  pressure  of  modern  living  upon  such 
an  individual  make-up  have  been  emphasized  as  im- 
portant factors  in  the  etiology  and  re-activation  of 
duodenal  ulcer.  These  factors  were  very  obvious  in 
the  experience  of  managing  personnel  with  duodenal 
ulcer  in  the  Armed  Forces,  and  are  well  demonstrated 
by  the  following  case: 

A twenty-four  year  old,  recently  inducted  man  was 
admitted  to  the  hospital  four  hours  after  sudden  onset 
of  severe  generalized  abdominal  pain.  Pain  had  been 
persistent.  He  had  vomited  once.  There  was  no 
history  suggestive  of  previous  duodenal  ulcer  activity. 
He  was  fever-free.  The  abdomen  was  rigid  with  gen- 
eralized and  direct  rebound  tenderness.  A diagnosis 
of  perforated  duodenal  ulcer  was  made  and  the  pa- 
tient was  operated  upon.  A frank  perforation  of  a 
duodenal  ulcer  was  found  and  repaired.  The  patient 
made  an  uneventful  recovery,  and  after  a convalescent 
furlough,  it  was  decided  that  he  should  be  returned 
to  limited  duty  status.  He  was  attached  to  the  Base 
Hospital  detachment  for  rations  only  in  order  that  he 
could  be  maintained  on  a controlled  diet.  He  re- 
mained symptom-free  and  was  able  to  do  practically 
full  duty  for  almost  a year.  At  that  time  he  was 
alerted  for  transfer  within  two  weeks  to  a much  less 
desirable  station.  He  was  greatly  concerned  about 
the  transfer  and  within  the  two  weeks  interval,  he 
demonstrated  such  clinical  evidence  of  reactivation  of 
the  ulcer  that  it  became  necessary  to  hospitalize  him. 
He  was  studied  on  the  medical  service  and  was  dis- 
charged from  military  service  because  of  active  duode- 
nal ulcer.  It  seems  more  than  coincidental  that  he 


developed  the  acute  ulcer  with  perforation  shortly 
after  he  was  subjected  to  the  pressure  of  army  life, 
that  he  was  able  to  adjust  and  carry  on  for  almost  a 
year  while  among  friends  and  on  a controlled  dietary 
regime,  but  that  he  developed  severe  ulcer  manifesta- 
tions, when  faced  with  the  additional  pressure  of  a 
transfer  to  a less  desirable  station  and  assignment. 
Unfortunately,  there  is  not  available  follow-up  infor- 
mation on  this  patient.  It  would  be  of  interest  to 
know  how  he  reacted  to  the  stress  of  meeting  compe- 
tition again  in  civilian  life  and  occupations. 

SOCIAL  RESPONSIBILITY 

It  has  been  stated  that  relief  from  social  and  eco- 
nomic responsibility,  if  it  were  possible,  would  affect 
cure  in  a high  per  cent  of  all  uncomplicated  duodenal 
ulcers  in  patients  with  the  psychologic  make-up  that 
favors  ulcer  development.  Assuming  that  this  is  true, 
it  must  be  remembered  that  it  is  seldom  possible  in 
our  complex  society  for  such  an  individual  to  bring 
about  sufficient  changes  in  these  factors,  without 
sacrificing  his  earning  capacity,  to  produce  a material 
influence  upon  his  ulcer  tendency.  This  is  well  illu- 
strated by  the  following  case: 

A forty-one  year  old,  highly  emotional  man,  who 
is  now  under  my  care,  first  developed  ulcer  symp- 
toms in  1938  and  a definite  diagnosis  of  duodenal  ulcer 
was  made  in  1939.  He  changed  his  occupation  in  an 
attempt  to  get  relief  from  his  “nervous  tension”.  He 
was  not  benefited  by  the  change  and  in  1940  he  en- 
tered the  Forestry  Service  because  it  offered  a quiet 
out-of-door  life.  In  1941  he  was  disqualified  from 
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this  service  because  of  his  ulcer.  He  attributed  this 
to  the  fact  that  he  could  not  stay  on  a proper  diet. 
Since  then  he  has  tried  several  types  of  work  but  with 
periodic  bouts  of  severe  distress.  Except  for  the  year 
in  the  Forestry  Service,  he  has  been  on  some  type  of 
medical  regime.  Recently  he  was  offered  the  manage- 
ment of  a stock  farm  on  a share  basis.  He  was  very 
desirous  of  taking  the  offer  because  of  the  beneficial 
effect  farm  life  would  have  upon  his  health  and  be- 
cause he  “was  not  getting  ahead”  in  his  present  work; 
but  after  weeks  of  consideration,  during  which  he  suf- 
fered severe  daily  and  nocturnal  distress,  he  declined 
the  offer  because  of  the  uncertainties  involved.  Ob- 
viously it  is  impossible  for  this  man  to  alter  suffi- 
ciently his  social  or  economic  status  to  have  any  bear- 
ing upon  his  ulcer  activity. 

THOROUGH  TRIAL 

Certainly  every  uncomplicated  duodenal  ulcer 
should  have  a thorough  trial  on  a well  controlled 
medical  management  program.  However,  if  the  re- 
sponse to  medical  management  is  not  sufficient;  and 
if  the  patient  cannot  adjust  sufficiently  to  be  able  to 
follow  comfortably  a gainful  occupation,  surgical  in- 
tervention may  be  considered.  In  this  consideration 
the  economic  status  of  the  patient  may  be  an  im- 
portant factor.  The  occupations  of  some  men  are 
such  that  it  is  impractical  or  impossible  for  them  to 
change  their  mode  of  living  or  to  adhere  adequately 
to  a dietary  regime.  Also,  it  must  be  remembered 
that  posterior  ulcers  that  have  penetrated  deeply  into 
the  pancreas  are  very  refractory  to  medical  manage- 
ment. This  type  of  ulcer  is  characterized  by  severe 
deep  boring  pain,  often  referred  to  the  back  and  not 
relieved  by  food  or  anti-acids.  One  of  the  common 
pitfalls  in  ulcer  diagnosis  and  management  is  failure 
to  recognize  and  institute  proper  surgical  manage- 
ment in  this  type  of  ulcer  before  the  second  serious 
complication  of  severe  hemorrhage  ensues.  Surgical 
intervention  may  then  be  considered  in  these  two 
types  of  otherwise  uncomplicated  ulcers  under  No.  4 
below.  Except  for  this  category',  the  indications  for 
surgical  management  of  duodenal  ulcer  consist  of 
certain  definite  complications.  These  complications 
are: 

1.  Acute  perforation. 

2.  One  or  more  massive  hemorrhages. 

3.  Cicatrical  pyloric  stenosis. 

4.  Intractability. 

and  to  these  may  be  added: 

5.  Postoperative,  symptomatic,  anastomotic  ulcer 
with  or  without  reactivation  of  the  duodenal 
ulcer. 

SURGICAL  INDICATIONS 

These  current  surgical  indications  are  the  result 
of  many  controversies  and  some  evolution  within  the 
profession;  but  they  are  quite  generally  agreed  upon 
at  the  present  time.  They'  have  not  changed  with 
the  introductions  of  new  surgical  techniques  nor  with 
the  reductions  in  surgical  mortality'.  In  the  contem- 
plation of  surgical  management  of  these  complica- 
tions, two  things  must  be  borne  in  mind  by  the  sur- 
geon; first,  that  any  surgical  procedure  carries  some 
risk;  and  second,  that  the  very  existence  of  the  com- 
plication constitutes  some  threat  to  the  patient’s  life. 
To  relax  the  above  indications  means  to  subject  the 
patient  with  an  uncomplicated  duodenal  ulcer  to  an 
unnecessary  surgical  risk,  and  to  withhold  surgery 
when  the  indications  are  present  allows  the  threat  to 
the  patient’s  life  to  remain  unchallenged,  or  to  in- 
crease, depending  upon  the  complication.  Proper  ap- 
plication of  this  logic  will  save  unnecessary'  oper- 
ations, unnecessary  complications  and  lives. 

The  surgical  management  of  the  complication  of 
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acute  perforation  may  be  dealt  with  briefly.  Sur- 
geons have  been  agreed  for  y-ears  that  the  surgeon’s 
responsibility'  consists  of  closure  of  the  perforation 
and  the  saving  of  the  life  if  possible.  The  mortality' 
rate  varies  in  proportion  to  the  time  lapse  between 
perforation  and  closure. 

The  introduction  of  antibiotic  therapy  has  greatly 
enhanced  the  prospects  of  recovery'.  Thompson  and 
Prout1,  in  1947,  reported  mortality  rates  of  4.7  per  cent 
in  perforations  of  under  six  hours’  duration  and  9.0 
per  cent  when  the  duration  was  prolonged  to  twelve 
hours.  McElhinney  and  Holzer2  reported  no  deaths 
in  perforations  closed  under  six  hours  and  7.5  per  cent 
deaths  in  perforations  of  six  to  twelve  hours  since  the 
introduction  of  penicillin  and  sulfadiazine  therapy'. 
Early'  surgical  closure  of  the  perforation,  closure  of 
the  abdomen  without  drainage,  Levin  tube  suction  to 
the  stomach,  adequate  blood  transfusion  and  anti- 
biotic therapy,  including  streptomycin,  constitute  good 
surgical  management  of  the  acute  perforation.  Fol- 
lowing recovery  the  patient  should  be  managed  on  a 
controlled  medical  regime.  Acute  perforation  fre- 
quently' occurs  with  no  previous  ulcer  history,  and 
many  patients  have  few  or  no  ulcer  symptoms  follow- 
ing the  acute  episode.  For  those  who  develop  further 
surgical  indications,  a curative  operation  of  election 
can  be  done  at  a later  time.  The  author  has  observed 
second  acute  perforations  in  the  same  patients.  The 
incident  of  the  second  perforation  certainly  constitutes 
an  indication  for  a curative  operation  of  election  fol- 
lowing the  recovery  and  rehabilitation  of  the  patient. 

COMMON  PROBLEMS 

Some  of  the  common  problems  in  the  diagnosis  and 
management  of  the  acutely  perforated  ulcer  might  be 
mentioned : 

One  of  the  diagnostic  dilemmas  is  the  patient, 
usually'  a y'oung  man,  who  is  seen  soon  after  the  sud- 
den onset  of  severe  constant  upper  abdominal  pain, 
and  who  gives  absolutely'  no  history  of  previous  ab- 
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dominal  pain  or  distress  suggestive  of  duodenal  ulcer. 
The  physical  findings  are  those  of  an  acute  intra- 
peritoneal  involvement.  The  patient  may  not  he  in 
profound  shock  and  some  peristalsis  may  "be  heard.  A 
very  suggestive  sign,  if  present,  is  partial  relief  by 
sitting  up  in  a hunchback  position.  Free  intraperi- 
toneal  air  demonstrated  by  the  upright  and  lateral 
decubitus  films  of  the  abdomen  will  clarify  the  situa- 
tion, providing  the  diagnosis  of  acute  perforation  has 
been  entertained  in  the  differential  diagnosis.  How- 
ever air  or  gas  beneath  the  diaphragm  is  present  in 
only  from  60  to  80  per  cent  of  the  cases.  Often  the 
most  detailed  study  leaves  one  in  a quandary  as  to 
the  exact  diagnosis.  If  acute  perforation  cannot  be 
eliminated  with  reasonable  certainty,  the  surgeon  may 
be  forced  to  make  such  a diagnosis  and  open  the  ab- 
domen. In  six  such  cases,  all  men  under  thirty  years 
of  age,  in  the  author’s  recent  experience,  acute  per- 
foration of  a duodenal  ulcer  was  found  in  four  cases, 
acute  infarction  of  the  spleen  in  one  case  and  in  the 
sixth  case,  operated  upon  five  hours  after  the  sudden 
onset  of  the  syndrome  described  above,  a preoperative 
diagnosis  of  perforation  of  a duodenal  ulcer  was  made 
and  an  acute  suppurative  appendicitis  was  found  and 
removed.  This  brings  up  those  similar  cases  in  whom, 
because  of  localization  of  findings  in  the  right  lower 
abdomen,  a preoperative  diagnosis  of  acute  appendi- 
citis is  made.  At  operation,  usually  through  a Mc- 
Burney  incision,  there  is  insufficient  pathology  in  the 
appendix  to  explain  the  illness.  Careful  examination 
may  demonstrate  gastric  content  in  the  lateral  gutter. 
With  or  without  this  demonstration,  it  then  becomes 
necessary  to  close  the  McBurney  incision  and  to  make 
an  adequate  incision  in  order  to  expose  and  repair 
the  perforation. 

TENDENCY  TO  REVERT 

Since  the  introduction  of  antibiotic  therapy,  there 
is  a tendency  in  some  clinics  to  revert  to  the  discarded 
practice  of  doing  additional  surgical  procedures  at 
the  time  of  closure  of  an  acute  perforation.  In  the 
author  s opinion,  simple  closure  of  the  perforation  is 
the  operation  of  choice.  If  any  further  surgical  pro- 
cedure is  indicated,  it  should  be  done  as  an  operation 
of  election  when  the  patient  is  properly  prepared. 

In  the  surgical  management  of  the  other  complica- 
tions of  duodenal  ulcer  outlined  above,  the  trend  was 
toward  subtotal  gastric  resection  prior  to  1945.  For 
example,  the  following  quotations  are  from  the  writ- 
ings of  my  former  senior,  the  late  Dr.  Vernon  C. 
Hunt:  3,  4,  5. 

1935 — “I  have  seldom  been  forced  to  employ  par- 
tial gastrectomy  as  a primary  operation  for  duodenal 
ulcer  - - -.  Furthermore,  few  execute  the  operation 
of  partial  gastrectomy  with  a justifiable  mortality  rate 
for  benign  lesions  of  the  stomach  and  duodenum.” 


1941 —  "It  seems  to  me  that  the  rationale  of  re- 
section of  the  pyloric  third  or  half  of  the  stomach  in 
many  cases  of  duodenal  ulcer  is  entirely  sound,  and 
that  partial  gastrectomy  has  attained  a status  of  such 
height  in  the  treatment  of  this  surgical  disease  that 
its  eminence  can  no  longer  remain  obscure.” 

1942 —  “Suffice  it  to  state  that  for  the  most  part 
they  (conservative  operations)  have  been  superseded 
by  the  operation  of  partial  gastrectomy.” 

The  types  of  operations  performed  for  duodenal 
ulcer  at  the  Mayo  Clinic  for  the  years  1928  to  1940 
and  for  the  years  1932  through  1946  are  presented  in 


Charts  T and  II  respectively.  This  represented  the 
surgical  trend.  However,  since  1945  the  works  of 
Dregstedt  and  others  have  focused  much  attention  on 
the  resection  of  the  vagus  nerves  in  the  surgical  man- 
agement of  duodenal  ulcer.  This  has  added  to  the 
controversy  of  the  selection  of  the  surgical  procedure 
of  election. 

BROAD  EVALUATION 

Since  the  present  differences  of  opinion  among 
individual  surgeons  rest  between  the  elective  proce- 
dures of  vagotomy  and  partial  gastrectomy,  an  at- 
tempt was  made  to  determine  a current,  broad  evalua- 
tion of  surgical  opinion  by  taking  a poll  of  twenty-five 
surgeons.  These  surgeons  are  all  highly  qualified 
from  the  standpoints  of  training  and  experience  in 
gastro-intestinal  surgery,  and  they  probably  represent 
a cross  section  of  the  surgical  opinion  of  Western 
United  States.  The  method  of  conducting  the  poll 
was  by  personal  contact,  conversation  or  correspon- 
dence. The  surgeon  was  asked  simply  to  state  his 
procedure  of  choice  in  elective  surgical  management 
of  duodenal  ulcer  in  young  to  middle  aged  patients, 
who  were  reasonable  surgical  risks.  Poor  risks  and 
elderly  patients  were  not  included.  The  results  of  the 
poll  are  outlined  in  Chart  III.  It  is  obvious  that 
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while  resection  is  the  opinion  of  the  majority,  and 
probably  more  so  than  it  would  have  been  a year  ago, 
still  there  is  not  a unity  of  opinion  among  surgeons. 
One  can  easily  verify  this  difference  of  opinion  by  a 
brief  review  of  the  current  literature.  Extension  work 
is  being  done  to  determine  the  relative  merits  of  the 
procedures,  Mayer,  Stein  and  Rosi  6,  7 have  recently 
published  two  articles  on  their  studies  on  vagotomy 
in  the  treatment  of  peptic  ulcer.  Their  final  sum- 
mary was,  “It  is  still  too  early  to  make  a final  evalua- 
tion of  vagotomy  in  the  treatment  of  peptic  ulcer. 
Until  more  information  is  available  concerning  the 
incidence  of  recurrence  of  ulcer  distress  and  the  pos- 
sible late  sequelae,  the  use  of  vagotomy  should  be 
limited  to  clinical  investigation  with  one  exception. 
Complete  vagotomy  is  the  method  of  choice  in  the 
treatment  of  marginal  ulcer  following  gastric  resec- 
tion.” Certainly  it  becomes  obvious  that  the  selection 
of  the  elective  operative  procedure  must  represent 
some  element  of  the  arbitrary  on  the  part  of  the  indi- 
vidual surgeon  today. 

In  order  to  properly  evaluate  the  various  oper- 
ations for  duodenal  ulcer,  the  surgeon  must  be  cogni- 
zant of  the  surgical  aims,  of  what  results  to  expect 
and  of  the  risk  involved  in  each  type  of  procedure. 

GASTRIC  HYPERACIDITY 

Gastric  hyperacidity  and  hypersecretion  are  the 
rule  in  duodenal  ulcer.  The  two  controlling  mecha- 
nisms of  these  factors  are  the  psychic  control  by  way 
of  the  vagus  nerves  and  what  has  been  called  the 
humoral  influence,  the  control  of  which  is  thought  to 
be  located  in  the  prepyloric  mucosa.  The  aim  of  the 
various  surgical  procedures  that  have  been  devised 
has  been  either  to  allow  the  ulcer  to  heal  by  control 
of  these  features,  to  excise  the  ulcer,  or  to  both  con- 
trol hyperacidity  and  hypersecretion  and  to  excise  the 
ulcer. 

The  actual  results  accomplished  by  the  various 
procedures  are  more  difficult  to  determine.  The  too 
frequently  reported  development  of  an  ulcer  in  or 
near  the  stoma,  with  probably  reactivation  of  the 
duodenal  ulcer  following  the  indiscriminate  use  of 
gastro-enterostomy  has  thrown  this  operation  into 
disrepute.  However,  there  are  still  definite  indica- 
tions for  posterior  gastro-enterostomy.  No  attempt 
will  be  made  to  evaluate  the  late  results  of  vagotomy 
because  of  the  conflicting  literature  on  the  subject 
and  lack  of  sufficient  experience  and  follow-up  on  the 
part  of  the  author.  The  end  results  of  representative 
series  of  gastric  resections  have  been  recorded.  Lewis 
and  Lemon8  reported  follow-up  results  on  197  out  of 
a series  of  212  patients,  upon  whom  sub-total  gastric 
resection  had  been  done  at  the  Mayo  Clinic  for  duo- 
denal ulcer.  Of  the  197  patients,  “83.5  per  cent  were 
well;  14  per  cent  required  some  restriction  of  diet  and 
activity  to  remain  well,  and  2.5  per  cent  experienced 
symptoms  of  anastomotic  jejunal  ulcer.  Anacidity, 
determined  by  a test  meal,  developed  in  63  to  80 
per  cent  of  these  patients  after  partial  gastrectomy.” 
Other  statistics  may  be  gleaned  from  the  literature, 
but  it  would  seem  that  these  figures  might  represent 
the  results  that  might  be  hoped  for  in  this  operation. 

ESTIMATING  RISK 

In  estimating  the  risk  one  must  again  look  at  the 
statistics.  In  view  of  the  recent  advances  in  chemo- 
therapy, improved  anesthesia,  early  ambulation  and 
especially  the  present  appreciation  of  the  value  of 
massive  blood  transfusions,  it  would  seem  that  one 
should  re-evaluate  the  risk  of  any  surgical  procedure 
today.  Although  these  surgical  adjuncts  do  not  re- 
lieve us  of  the  responsibility  of  meticulous  surgical 
technique,  with  the  addition  of  them  we  should  be 
able  to  do  major  surgery  with  a lower  mortality  rate 
than  we  could  five  years  ago. 


The  risk  of  gastro-enterostomy  is  generally  ac- 
cepted as  1 to  2 per  cent.  The  risk  will  probably  run 
higher  in  a carefully  selected  series  than  the  extent 
of  the  surgical  procedure  would  indicate  because,  in 
my  estimation,  this  operation  should  be  reserved  for 
the  older  age  group  in  whom  any  surgical  procedure 
carries  additional  risk. 

The  risk  of  vagotomy  is  minimal,  and  coupled  with 
gastro-enterostomy,  it  will  probably  be  that  of,  or 
slightly  exceed  the  risk  of,  gastro-enterostomy.  The 
risk  of  subtotal  gastric  resection  is  frequently  quoted 
at  5 per  cent.  This  has  been  true  in  the  past;  how- 
ever, current  figures  do  not  support  this  statement. 
Walters,  Counseller,  Waugh  and  Clargett3  reported 
241  subtotal  resections  for  duodenal  ulcer  performed 
in  1945  with  a mortality  rate  of  1.7  per  cent.  Walters, 
Gray  and  Priestley10  reported  296  resections  perform- 
ed in  1946  with  a rate  of  2 per  cent.  These  are  cer- 
tainly enviable  results,  but  with  proper  selection  of 
cases  and  with  the  addition  of  the  adjuncts  outlined 
above,  we  should  be  able  to  attain  them  today. 

On  our  Surgical  Services  of  the  Veterans’  Ad- 
ministration Hospital,  we  recently  reviewed  114  con- 
secutive gastrectomies  done  for  duodenal  ulcer  with 
two  deaths,  a mortality  of  1.75  per  cent. 

Posterior  gastro-enterostomy  is  still  the  operation 
of  choice  in  certain  selected  cases.  The  patients  in 
the  fifth  decade  of  life,  who  are  not  good  surgical 
risks,  and  those  in  and  above  the  sixth  decade,  who 
have  the  complication  of  cicatricial  pyloric  stenosis, 
who  have  an  ancient  ulcer  history  and  who  may  or 
may  not  have  lost  most  of  the  hyperacidity,  are  ideal 
candidates  for  the  operation.  The  results  are  uniform- 
ly, although  not  100  per  cent,  good.  The  reduced 
mortality  rate  and  the  great  relief  and  comfort  af- 
forded the  patient  more  than  compensate  for  the  oc- 
casional complications  in  any  series  of  cases.  In  the 
preoperative  preparation  a period  of  Levin  tube  suc- 
tion will  greatly  reduce  the  edema  of  the  stomach 
wall.  If  gastric  hyperacidity  and  hypersecretion  are 
a prominent  feature,  vagotomy  can  be  added  to  the 
operation  with  little  additional  risk. 

GASTRIC  RESECTION 

The  operation  of  subtotal  gastric  resection  is  the 
operation  of  preference  in  treating  the  young  to  mid- 
dleaged  patient  of  reasonable  surgical  risk,  who  has 
one  or  more  of  the  surgical  indications  of  duodenal 
ulcer.  By  confining  the  operation  to  this  selected 
group,  the  risk  of  today  should  not  be  formidable, 
indiscriminate  employment  of  the  operation  in  non- 
selected  cases  will  greatly  alter  this  risk  and  discredit 
the  operation.  While  it  is  not  within  the  scope  of 
this  paper  to  discuss  surgical  technique,  a word  might 
be  said  concerning  the  amount  of  stomach  to  be  re- 
sected and  the  question  of  routine  excision  of  the 
duodenal  ulcer.  While  it  is  the  custom  now  to  speak 
in  exact  fractions  of  the  total  stomach  that  is  resected, 
I know  of  no  way  to  determine  this  with  accuracy. 
The  build  of  the  patient,  the  degree  and  duration  of 
gastric  dilation  and  the  variations  in  blood  supply  are 
all  factors  that  affect  the  configuration  of  the  stom- 
ach. In  general,  it  has  been  the  author’s  aim  to  re- 
move 60  per  cent  or  better  of  the  total  stomach,  avoid- 
ing the  80  per  cent  or  more  resection.  It  is  felt  that 
the  higher  resections  levels  are  unnecessary,  that  they 
are  prone  to  limit  the  patient’s  food  intake,  postoper- 
atively,  and  that  by  virtue  of  the  additional  technical 
difficulties  encountered,  exposure  and  surgical  defini- 
tion are  sacrificed  and  the  operative  risk  is  increased. 
The  question  of  routine  excision  of  the  ulcer  is  a 
controversy  in  itself.  Excision  of  the  ulcer  is  highly 
desirable  but  not  to  the  point  of  jeopardizing  the  com- 
mon duct  or  resecting  a portion  of  the  pancreas.  It 
is  probable  that  the  liter  and  not  the  half-liter  should 
be  the  unit  of  transfusion  of  blood  during  operation. 
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It  is  the  surgeon’s  responsibility  that  the  patient  leave 
the  operating  table  with  approximately  the  amount  of 
blood  that  he  had  upon  his  arrival  there.  This  can 
only  be  accomplished  by  continuous  multiple-unit 
transfusion  throughout  the  operation. 

MASSIVE  HEMORRHAGE 

The  management  of  the  acute  massive  hemorrhage 
from  duodenal  ulcer  has,  in  general,  been  conservative 
in  nature  in  most  of  the  larger  clinics  for  several 
y-ears.  This  type  of  management  was  based  upon  the 
reasoning  that  in  most  cases,  with  supportive  therapy 
and  blood  transfusions,  the  hemorrhage  would  cease 
before  it  became  fatal.  This  logic  is  still  substantial, 
although  not  100  per  cent  correct,  in  the  young  to 
middle-aged  individual  who  has  an  acute  massive 
hemorrhage  from  a duodenal  ucer,  and  it  is  still  good 
surgical  judgment  to  manage  these  cases  by  imme- 
diate quantitative  replacement  of  the  estimated  blood 
lost  during  the  acute  hemorrhage.  Surgical  interven- 
tion can  be  done  more  safely  after  a period  of  rehabi- 
litation. However,  it  is  now  generally  known  that  the 
mortality  rate  of  acute  massive  hemorrhage  from  duo- 
denal ulcer  in  the  age  group  above  60  years  is  from 
6 to  8 per  cent.  The  surgical  problem  in  this  group 
resolves  itself  into  a differentiation  between  those  who 
will  and  those  who  will  not  cease  bleeding.  This 
determination  must  be  made,  if  possible,  early  in  the 
course  of  observation.  Operations  of  last  resort,  after 
two  or  three  days  of  observation,  when  it  became  ap- 
parent that  the  patient  w'as  not  going  to  cease  bleed- 
ing, have  been  done  by  the  author  and  the  results 
have  been  most  discouraging.  Such  terminal  oper- 
ations are  not  recommended  because  of  the  exceed- 
ingly high  mortality.  At  the  present  time  an  attempt 
is  being  made  to  determine,  during  the  first  24  to  36 
hours  of  observation,  those  cases  in  the  older  age 
group  who  show  clinical  and  laboratory  evidence  of 
continued  bleeding.  These  cases  are  managed  as 
acute  surgical  emergencies.  Partial  gastrectomy  with 
excision  of  the  ulcer  is  the  operation  of  choice,  in 
spite  of  the  seriousness  of  the  situation.  Obviously 
multiple-unit  blood  transfusion  is  essential  during  the 
operation.  Partial  gatrectomyr  is  the  operation  of  elec- 
tion in  the  rehabilitated  patient  after  acute  hemor- 
rhage. Although  experience  has  demonstrated  that 
some  of  these  patients  will  develop  hemorrhage  after 
partial  gastrectomy,  my  recent  observations  and  the 
reported  cases  of  serious  to  fatal  hemorrhage  relati- 
vely- soon  after  vagotomy-  have  led  me  to  consider 
massive  hemorrhage  as  a contra-indication  for  vagot- 
omy, except  as  an  adjunct  to  partial  gastrectomy  in 
selected  cases. 

VAGUS  RESECTION 

About  a year  ago  it  occurred  to  the  author  that 
vagus  resection  might  be  added  to  the  operation  of 
subtotal  gastric  resection  in  certain  cases  of  severe 
ulcer  complications.  This  was  not  original,  but  was 
prompted  by  the  thought  that  this  combined  proce- 
dure provided  for  control  of  the  psychic  phase  of 
hy-persecretion  through  vagotomy-  and  for  control  of 
the  humoral  phase  through  excision  of  the  prepyloric 
mucosa.  Accordingly,  a small  series  of  the  combined 
operations  was  done.  By  careful  observation  it  could 
be  determined  that  the  immediate  postoperative  course 
was  different  from  that  of  subtotal  gastric  resection, 
with  the  exception  of  one  case  who  complained  of 
flatulence  and  moderate  diarrhea.  There  was  no 
mortality.  The  series  is  too  small  to  be  of  statistical 
value,  but  it  does  demonstrate  that  in  very  severe 
ulcer  manifestations  in  a patient  of  very  nervous  tem- 
perament in  whom  the  cephalic  phase  of  hypersecre- 
tion is  apt  to  predominate,  the  two  operations  may  be 
combined.  There  may  be  a field  for  this  combination. 


The  consensus  of  opinion  at  the  present  time  is 
that  complete  vagotomy,  probably  by  the  transthor- 
acic approach,  is  the  management  of  preference  in 
postoperative  anastomotic  ulcer.  A word  of  caution 
may  be  offered  here  in  the  following  case. 

Air.  F.  S.,  a 46-year-old  white  man,  was  admitted 
to  the  Hospital  in  November  1947,  because  of  per- 
sistent upper  abdominal  pain  and  gastro-intestinal 
bleeding  manifested  by  hematemesis  and  melena.  He 
gave  a history-  of  having  had  cholecystectomy-  for  gall 
stones  and  posterior  gastro-enterostomy  done  for  a 
duodenal  ulcer  in  1930.  His  last  bleeding  had  oc- 
curred five  weeks  prior  to  his  admission  and  it  was 
clasified  as  massive.  Upon  two  previous  occasions 
bleeding  had  necessitated  hospitalization  and  blood 
transfusions.  He  was  studied  on  the  Aledical  Service 
and  a diagnosis  of  bleeding  marginal  ulcer  was  made, 
and  X-rays  of  the  stomach  were  made  that  appeared 
to  confirm  the  diagnosis  (Figure  2).  A surgical  con- 
sultation was  forwarded  to  the  author  who  at  first 
favored  transthoracic  vagotomy.  The  patient  was  then 
reviewed  at  the  Gastro-intestinal  Clinic  and  primarily 
because  of  the  recurrent  hemorrhages,  it  was  decided 
to  make  an  abdominal  approach,  take  down  the  gastro- 
enterostomy and  do  a resection.  The  patient  was 
operated  on  December  16,  1947.  At  operation  it  was 
found  that  he  had  a posterior  penetrating  duodenal 
ulcer,  but  he  not  only  did  not  have  an  ulcer  in 
the  stoma,  he  had  no  stoma  in  that  a gastro-enter- 
ostomy had  never  been  made.  A subtotal  gastric  re- 
section was  done,  excising  the  ulcer.  Figure  3 repre- 
sents the  postoperative  study.  This  resection  is  high- 
er than  is  routinely  performed  by  the  author.  The 
patient  is  well  at  the  present  time.  The  details  of  an 
almost  identical  case,  operated  upon  by  a friend  of 
mine,  were  reviewed  recently-.  These  cases  empha- 
size the  importance  of  direct  examination  of  the 
pathology.  This  is  again  emphasized  in  the  follow- 
ing case: 

ABDOMINAL  PAIN 

Air.  R.  M.,  a 48-year-old  laborer,  was  admitted  to 
the  hospital  because  of  acute  upper  abdominal  pain. 
Three  years  previously  he  had  suffered  an  acute  per- 
foration of  a duodenal  ulcer,  which  was  surgically- 
closed.  He  had  had  recurring  distress  and  upon 
several  occasions  had  vomited  blood  in  the  three-year 
interval.  A second  perforation  was  suspected  upon 
admission,  but  after  careful  examination,  it  was  de- 
termined that  the  acute  pain  was  largely  on  the  basis 
of  pyloric  obstruction.  The  patient  was  treated  medi- 
cally for  six  w-eeks,  but  with  persistent  high  acids  and 
ulcer  distress;  therefore,  lie  was  operated  on  Septem- 
ber 15,  1947,  at  which  time  vagus  resection  and  a 
mid-gastric  resection  were  done.  The  findings  con- 
sisted of: 

1.  Cicatrical  pyloric  narrowing. 

2.  Healed,  opposing  duodenal  ulcers. 

3.  Alultiple  active  benign  gastric  ulcers. 

While  the  gastric  ulcers  were  benign  in  this  case, 

the  combination  of  duodenal  ulcer  and  gastric  carci- 
noma has  been  reported.  Furthermore,  many  juxta- 
pyloric  peptic  ulcers  are  so  situated  that  it  is  difficult 
for  the  roentgenologist,  the  surgeon  and  sometimes 
the  pathologist  to  determine  their  exact  nature.  Until 
such  time  as  the  exact  relationship  of  this  type  of 
ulcer  to  gastric  carcinoma  is  established,  direct  surgi- 
cal examination  and  gastric  resection  would  seem 
indicated. 

SUMMARY 

1.  The  indications  for  surgical  management  of 
duodenal  ulcer  have  been  reviewed. 

2.  A current  poll  of  the  opinions  of  twenty-five 
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qualified  surgeons  on  the  question  of  vagotomy 
versus  gastric  resection  in  the  surgical  manage- 
ment of  duodenal  ulcer  in  reasonable  risk  pa- 
tients has  been  offered. 

3.  The  author’s  evaluation  of  the  various  surgical 
procedures  has  been  presented. 

BIBLIOGRAPHY 

1.  Thompson,  Harold  Lincoln  and  Front.  Harry.  Surgical 
Treatment  of  Fepti  Ulcer.  Aich.  Surg.  54:  390-413, 
April  1947. 

2.  McElhinney,  William  T..  and  Holzer,  Charles  E.  Jr. 
Factors  Influencing  Mortality  from  Acute  Perforated 
Peptic  Ulcer.  Surg.,  Gyn.  & Obst.  87:  S5-92,  July  194S. 

3.  Hunt,  Verne  C.,  Surgical  Aspects  of  Peptic  Ulcer.  Lec- 
ture presented  at  Vancouver  Med.  & Assn.  Summer 
School,  Vancouver,  B.  C.,  June  1,  1935. 

4.  Hunt,  Verne  C.,  Status  of  Patrial  Gastrectomy  in  Duo- 
denal Ulcer.  Northwest  Med.  40:  S1-S5,  1941. 

5.  Hunt,  Verne  C’.,  Surgical  Consideration  of  Lesions  of 
the  Stomach  and  Duodenum.  West.  J.  Surg.,  Obst., 
Gyn.  50:  424-429,  1942. 

6.  Stein,  I.  F.,  and  Meyer,  Karl  A.  Studies  on  Vagotomy 
in  the  Treatment  of  Pejttic  Ulcer.  Surg.  Gyn.  & Obst. 
S6:  473-479,  April,  1948. 

7.  Meyer,  Karl  A..  Rosi,  Peter  A.  and  Stein.  I.  F.  Studies 
on  Vagotomy  in  the  Treatment  of  Peptic  Ulcer.  Surg. 
Gyn.  iV  Obst.  Sti:  5 4-529,  May,  194S. 

S.  Lewis,  E.  B.,  and  Lemon,  R.  G.  Partial  Gastrectomy 
for  Duodenal  Ulcer.  Proc.  Staff  Meet.,  Mayo  Clin.  15: 
765-768,  Nov.  27,  1940. 

9.  Walters,  Waltman,  Counsellor.  Virgil  B..  Waugh,  John 
M.,  and  Clagett,  O.  Theron.  Report  of  Surgery  of  the 
Stomach  and  LMiodenum  for  1945.  Proc.  Staff  Meet., 
Mayo  Clin.  22:  345-349,  Aug.  20,  1947. 

10.  Walters,  Waltman,  Gray.  Haword  K.,  Priestly,  James 
T.  Report  on  Surgery  of  the  Stomach  and  Duodenum. 
Proc.  Staff  Meet.,  Mayo  Clinic.  23:  29-37,  Jan.  21,  1948. 


F ischbein  B ros. 

Custom  Tailors 


309  N.  OREGON 


EL  PASO,  TEXAS 


BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

“CADILLAC” 

108  South  Yale  Street  4571  Albuquerque,  N.  M. 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


Ambulance  Service  at  All  Hours 

Kaster  & Maxon 
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PROGRAM  RECORDINGS 

It  has  become  the  custom  in  the  past  few  years 
to  record  at  least  parts  of  a scientific  program  at 
meetings  by  means  of  some  type  of  recording  appara- 
tus. This  has  proved  to  be  a valuable  adjuvant  to 
the  meetings.  Many  of  the  speakers,  especially  at 
meetings  of  local  societies,  have  not  the  time  and  do 
not  wish  to  present  formal  papers;  and  if  the  subject 
matter  of  their  presentation  is  not  recorded,  it  is  lost 
to  a great  many  physicians  who  would  be  greatly 
interested  had  they  been  able  to  attend.  The  program 
of  the  recent  Southwestern  Medical  Conference  in  Al- 
buquerque was  recorded  in  full  through  the  courtesy 
of  The  Baker  Audograph  Company  of  Albuquerque, 
N.  M.,  and  these  recordings  have  been  made  available 
to  the  Editor  of  SOUTHWESTERN  MEDICINE, 
and  are  available  to  interested  individuals.  These  may 
be  obtained  by  writing  direct  to  The  Baker  Audo- 
graph Company  of  Albuquerque.  N.  M. 

FEASIBILITY  CONSIDERED 

It  would  be  well  for  each  medical  society  to  con- 
sider at  least  the  feasibility  of  recording  the  scientific 
part  of  their  program.  SOUTHWESTERN  MEDI- 
CINE is  desirous  of  obtaining  local  material  for  publi- 
cation. The  Board  of  Managers  fully  realizes  that 
the  busy  practitioner  in  the  Southwest  finds  it  difficult 
to  take  the  necessary  time  to  write  formal  papers. 

He  does,  however,  present  before  his  Society  inter- 
esting cases;  and  from  these  cases  the  readers  of 
SOL  THWESTERN  MEDICINE  can  derive  benefit. 
Let  us  consider  for  a moment  the  possibilities  for  the 
publication  of  scientific  data.  Had  local  societies  ade- 
quate recording  apparrati,  they  could  record  each 
month  the  scientific  programs  from  their  meetings, 
scientific  programs  from  special  societies,  such  as 
gynecological  societies,  programs  from  staff  meetings 
of  civilian  hospitals,  and  from  military  and  veterans’ 
hospitals,  and  in  addition  the  proceedings  of  such  spe- 
cial clinics,  as,  for  example,  the  tumor  clinics.  Now, 
if  you  multiply  these  transcriptions  by  the  number  of 
local  societies  that  SOUTHWESTERN  MEDICINE 
reaches,  one  can  see  great  possibilities  for  a publica- 
tion confined  in  great  part  to  Southwestern  authors. 

MEDICAL  THOUGHT 

Such  a publication  as  ours  has  for  its  object  the 
dissemination  of  medical  thought  interesting  particu- 
larly to  the  physicians  of  the  Southwest,  and  if  we 
are  to  attain  our  objective,  we  must  have  local_con- 
tributions.  For  this  reason,  the  Editorial  Board  of 
SOUTHWESTERN  MEDICINE  respectfully  sug- 
gests that  the  local  medical  societies  strongly  consider 
the  feasibility  of  recording  the  scientific  portions  of 
their  programs,  and  for  that  matter,  the  program  in 
general,  particularly  legislative  matter,  for  considera- 
tion for  publication.  If  these  recordings  are  made 
available  to  the  Editorial  Board  of  SOUTHWEST- 
ERN MEDICINE  they  will  be  transcribed,  edited,  or 
abstracted,  and  returned  to  the  presenting  speaker  for 
his  corrections  and  permission  prior  to  their  publica- 
tion. 

SOUTHWESTERN  MEDICINE  wishes  to  pre- 
sent scientific  articles  which  are  of  a practical  nature; 
and  if  it  is  to  do  this  successfully,  it  must  have  arti- 
cles from  its  readers.  It  is  only  by  the  free  discussion 
and  the  interchange  of  viewpoints  that  the  medical 
profession  can  go  forward  and  serve  the  community 
adequately. 
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Evidence  that  Pyribenzamine 
aborts  the  Common  Cold 


Of  three  antihistaminics  tested  in  the  common  cold,  Gordon1 
found  Pyribenzamine  “equally  or  superiorly  effective  in  controlling 
symptoms  and  producing  fewer  and  less  severe  side  reactions. ” 


Results  of  Treatment  of  the  Common  Cold  with  Pyribenzamine 


Investigator 

Number  Treated 

Benefited 

% 

Gordon1 

252* 

224 

89 

Murrav2 

494 

397 

80 

Brewster3 

466* 

348 

75 

^Includes  patients  treated  with  other  antihistaminics 

1.  Gordon.  J.  S.:  Laryngoscope,  58:1265,  Dec.  1948  2.  Murray.  H.  C.:  Indus.  Med.  18:215,  May  1949 

3.  Brewster,  J.  M.:  U.S.  Nav.  M.  Bull.  49:1.  Jan. -Feb.  1949 
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Each  tablet  contains  25  mg.  of  Pyribenzamine  hydrochloride  and  12  mg.  of 
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hydrochloride  Nasal  Solution  0.5%  throughout  nasal  passages. 

3.  Pyribenzamine  Expectorant  to  control  cough 

Each  teaspoonful  contains  30  mg.  of  Pyribenzamine  citrate,  10  mg.  of 
ephedrine  sulfate  and  80  mg.  of  ammonium  chloride.  Highlv  effective  for 
relief  of  cough.  Blocks  congestive  and  spasmogenic  effects  of  histamine, 
shrinks  respiratory  mucosa  and  liquefies  bronchial  secretions. 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


RIBENZAMIIVE  (brand  of  tripelennamine)  Trade  Mark  Reg.  U.S.  Pat.  Off.  2/1556M 
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GENERAL  and  GYNECOLOGICAL  SURGERY 

ORAL  SURGERY 

1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

1031  First  National  Bldg.  El  Paso,  Texas 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

ALEX  G.  MARSHALL,  M.  D. 

INTERNAL  MEDICINE 

DIAGNOSIS  AND  INTERNAL  MEDICINE 

706  West  Second  Street  2275  Roswell,  New  Mexico 

1303  First  National  Building  3-7621  El  Paso,  Texas 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 

1.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL  M D 

WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

EARL  LATIMER,  M.  D. 

GENERAL  SURGERY 

H.  D.  JOHNSON,  D.  D.  S. 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

ROSWELL,  NEW  MEXICO 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

310  Banner  Bldg.  3-4478  El  Paso,  Texas 

H.  C.  JERNIGAN,  M.  D. 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

DISEASES  OF  THE  CHEST 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

106  South  Girard  Ave.  5-3271  Albuquerque/  l\l.  M. 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

Diplomate  American  Board  of  Neurological  Surgery 

(GENERAL  SURGERY  — MEDICINE) 

W.  A.  JONES,  M.  D. 

(CONSULTATION  — RADIUM  THERAPY) 

NEUROLOGICAL  SURGERY 

PHONES 

MEDICAL  ARTS  BUILDING— SUITE  300 

633  — 460  — 201 

415  Yandell  Boulevard  3-5400  El  Paso,  Texas 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 

G.  H Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F A.C.S. 

B.  L.  MELTON,  M.  D.,  F.A.C.S.,  C.  S. 

(Certified  by  American  Board  of  Opthalmology) 
(Certified  by  American  Board  of  Otolaryngology) 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

EYE,  EAR,  NOSE  AND  THROAT 
AND 

JOHN  J.  McLOONE,  M.  D. 

GENERAL  AND  GYNECOLOGICAL  SURGERY 

EYE,  EAR,  NOSE  AND  THROAT 

525  First  National  Bldg.  2-9412  El  Paso,  Texas 

BRONCHOSCOPY  AND  ES0IPHAG0SC0PY 
605  Professional  Building  3-8209  Phoenix,  Arizona 

BERT  KEMPERS,  M.D.,  F.A.C.S. 

EDWARD  PARNALL,  M.  D. 

GENERAL  SURGERY 

ORTHOPEDIC  SURGERY 

706  First  National  Bank  Bldg.  2-3807  Albuquerque,  N.  M. 

324  South  Yale  Ave.  2-4228  Albuquerque,  N.  M. 
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VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 
MILLS  BUILDING  2-3459 

AND 

800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 

S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 
PLASTIC  AND  MAXILLO-FACIAL  SURGERY 
1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 
FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  ORAL  SURGERY 

AND 

R.  C.  RONEY,  D.  D.  S.,  M.  S.  D. 

ORAL  SURGERY 
PHONE  3-6742 

1101  First  National  Building  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

EYE  - EAR  - NOSE  - THROAT 
FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

M.  A.  TANNY,  M.  D. 

ALBUQUERQUE  MEDICAL  CENTER 
109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 
General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

nlQI  flMATC  AMCQirAM  D d A D d C dC  S OPHTHALMOLOGY  AND 

DIPLOMATE  AMERICAN  BOARDS  OF  ^ OTOLARYNGOLOGY 

PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 
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L.  E.  WILCOX,  M.  D. 


RUSSELL  L.  DETER,  M.  D. 


DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

— . 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 

Your  Professional  Card  In  The 
Southwestern  Physician's  Directory 
Of  Southwestern  Medicine 
Reminds  Your  Fellow  Medical  Men  Of  The 
Nature  And  Place  Of  Your  Practice 

Southwestern  Medicine 

310  North  Stanton  Street 
EL  PASO,  TEXAS 


Watts  Clinic 

Complete  Medical 
and 

Surgical  Service 


Dr.  R.  E.  Watts 
Dr.  G.  A.  Slusser 


Dr.  S.  M.  Ramer 
Dr.  S.  F.  Baker 


Phone  567 

101  N.  Copper  Silver  City,  N.  M. 


Dutton’s  Laboratory 

L.  O.  DUTTON,  M.  D.,  DIRECTOR 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 

Clinical  and  Pathological  Procedures: 


SEROLOGY 


CHEMISTRY 


CLINICAL  MICROSCOPY 

BACTERIOLOGY  HEMATOLOGY 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 


TURNER’S 
CLINICAL  & X-RAY 
LABORATORIES 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 
PATHOLOGY 

X-RAY  DIAGNOSIS 
X-RAY  THERAPY 

RADIUM  THERAPY 

GEORGE  TURNER,  M.D. 

DELPHIN  VON  BRIESEN,  M.D. 

H.  F.  HESLINGTON,  M.D. 

WILLIAM  D.  FLEMING,  M.D. 
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. . . in  a prescription  is  the  symbol  for  "with.” 
This  word,  in  turn,  has  special  significance  when 
considered  in  relation  to  Eli  Lilly  and  Company, 
whose  efforts  are  joined  . . . 

. . . with  all  of  medical  research  for  mutual 
advancement 

. . . with  related  sciences  to  make  contributions 
to  medical  progress 

. . . with  you,  the  physician,  in  your  service  to 
humanity 


Ell  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Outstanding  for  Potency,  Efficacy,  Toleration 


A 


Co 


plete 


Li 


m 


Male  and  Female  Hormones 

WYETH 


TESTOSTERONE  The  most  potent  androgen 


CONE  ST  RON®  Orally  potentconjugated  estrogensfrom  nat- 
Conjugated  Estrogens,  ural  sources  for  action  without  side  action 

Equine , Wyeth 


* 


I 


PROGESTERONE  Corpus  luteum  hormone 

WYNESTRON*  Aqueous  suspension  of  pure  crystalline 
estrone,  Wyeth 

All  injectable  forms  available  in  the  unique,  exclusive  TUBEX®  and 
multidose  vials. 

Incorporated,  Philadelphia  3,  Pa. 

•Trade  Mark 
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effective 
chemotherapy 
of  urinary 
tract  infections 


SULAMYD 


high  pathogen  specificity1 
high  antibacterial  activity2 
high  urine  concentration3 
high,  urine  solubility4 


(Sulfacetimide-Schering  ) 

low  blood  levels3 
low  tissue  concentration3 
low  systemic  toxicity3 
low  renal  risk1'0 


Dosage:  Sulamyd®  (Sulfacetimide-Schering),  2 tablets  three  times 
daily  after  meals.  For  prophylaxis,  Sulamyd,  2 tablets  twice  daily  begin- 
ning 24  hours  prior  to  manipulative  or  surgical  procedure  and  continuing 
for  48  hours  after. 

Pachaging:  Sulamyd  Tablets  of  0.5  Gm.,  bottles  of  100  and  1000  tablets. 


Bibliography  : 

1.  Alyea,  E.  P.,  and  Parrish,  A.  A.:  South.  M.  J.  36:719,  1943. 

2.  Nesbit,  R.  M.,  and  Glickman,  S.  I.:  J.  Michigan  M.  Soc.  46: 664,  1947. 

3.  Lehr,  D.:  J.  Urol.  54: 87,  1945. 

4.  Joelson,  J.  J.:  J.A.M.A.  229:157,  1945. 

5.  Kearns,  W.  M.,  jn  discussion  on  Herrold,  R.  D.:  Wisconsin  M.  J. 

41 :467,  1942. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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SULAMYD 


new  possibilities 
for  the  radiologist 


~t/ie 

KELLEY-KOETT 


MULTICRON  3 0 0 M A 


The  Kelley-Koett  Multicron  300  MA  is  a heavy  duty  X-ray 
generator  with  capacity  and  operating  features  surpassing 
any  previous  diagnostic  unit  yet  available  in  its  range. 
The  therapy  rating  is  140  KVP  at  10  milliamperes  for  four 
hours  of  continuous  operation.  Diagnostic  rating  provides 
120  KVP  at  300  milliamperes  in  intermittent  operation. 
Fixed  milliamperage  control  and  a 
unique  electronic -mechanical  timer 
make  operation  outstandingly  simple 
. . . results  extremely  accurate  in 
every  technic. 

These  and  other  features  of  interest 
to  the  hospital  radiologist  are  detailed 
in  descriptive  literature  available  on 
request. 

Telephone  or  write 

for  complete  details. 

SOUTHWESTERN  SURGICAL  SUPPLY  CO. 


414  MILLS  STREET  131  NORTH  FIRST  STREET  202  NORTH  STONE  STREET 

EL  PASO,  TEXAS  PHOENIX,  ARIZONA  TUCSON,  ARIZONA 
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i 


for  the  patient 
in  pain . . . 


Pantopon — whole  opium  in 
purified  form — combines  the 
alkaloids  of  opium  to  provide  a 
smooth,  balanced  analgesic  effect.  The 
presence  of  all  the  opium  alkaloids 
tends  to  reduce  the  incidence  and 
intensity  of  side  reactions.  Pantopon, 
available  in  four  convenient  forms, 
is  applicable  in  almost  any  case 
where  severe  pain  is  a problem: 
ampuls,  hypodermic  tablets, 
oral  tablets  and  powder. 

HOFFMANN-LA  ROCHE  INC.  • NUTLEY  10  . N.  J. 


I 
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Pantopon 
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'Roche* 
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CARBRITAL 


cajms  the  restless 

rests  the  sleepless 


With  CARBRITAL  Kapseals®  or  Elixir,  patients  may 
he  spared  restless  days  and  sleepless  nights.  The 
sedative  and  hypnotic  effects  of  carbromal  and 
sodium  pentobarbital  promptly  allay  apprehension 
and  anxiety.  CARBRITAL  may  be  used  to  induce 
gently  sound  and  refreshing  physiologic  sleep. 

For  children,  the  aged,  and  those  who  prefer  or 
require  liquid  medication,  CARBRITAL  Elixir  pro- 
vides mild  sedation  in  convenient  and  palatable 
form.  Full  or  fractional  doses,  to  meet  the  needs  of 
any  patient,  are  thus  readily  available. 


EACH  KAPSEAL  CONTAINS 
Pentobarbital  sodium  . . . IV2  grains 

Carbromal 4 grains 

Also  available  as  CARBRITAL  Kapseals 
(Half-strength)  each  containing  % grain 
Pentobarbital  and  2 grains  Carbromal. 
EACH  FLUIDOUNCE 
OF  ELIXIR  CONTAINS 
Pentobarbital  sodium  ....  2 grains 

Carbromal 6 grains 

DOSAGE:  Adults— 1 or  more  Kapseals  as 
required;  1 to  4 teaspoonfuls  or  more 
of  the  Elixir  as  required.  (Each  tea- 
spoonful of  CARBRITAL  Elixir  contains 
Vi  grain  pentobarbital  sodium  and  % 
grain  carbromal.) 

Children— Vi  to  1 teaspoonful  according 
to  age  and  condition. 

CARBRITAL  Kapsealsand  CARBRITAL 
Kapseals  (Half-strength):  Bottles  of  100 
and  1000. 

CARBRITAL  Elixir:  10  oz.  bottles 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


*teiuL 


preferred  by  us  is 


Tremarin,’  a mixture 


of  conjugated  estrogens, 


the  principal  one 
of  which  is 
estrone  sulfate.” 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!  ” 


Hamblen,  E.  C.:  North  Carolina  M.J.  7:533  (Oct.)  1946 


Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each  4cc.  (1  teaspoonful). 

•Perloff,  W.  H.:  Am.  J.  Obst.  & Gynec.  58:684  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin!’  other  equine  estrogens.. .estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  ( water-soluble)  also  known  as  Conjugated  Estrogens  ( equine ) 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 

5003 
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physicians  approve  of  its  selective  decongestive  effect — without  systemic 
action.  For  their  patients’  safe  relief,  they  urge  that  Inhalers 
’For thane'  he  kept  on  hand. 

patients  like  its  fast  and  lasting  relief.  They  appreci- 
ate that  the  Inhaler  'Forthane’  is  easy  to 
carry,  simple  to  use,  and  inconspicuous. 


ELI  LILLY  AND  COMPANY 
INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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AMERICAN  COLLEGE  OF  SURGEONS  SECTIONAL 
MEETING  IN  EL  PASO  — FEBRUARY  13-14 


The  American  College  of  Surgeons  will  hold  one 
of  three  sectional  meetings  for  1950  Feb.  13-14  at 
Hotel  Cortez. 

Distinguished  speakers  in  all  fields  of  surgery 
will  headline  the  program. 

All  physicians  of  the  great  Southwest  are  cordially 
invited  to  attend.  Reservations  may  be  made  by  writ- 
ing Mr.  Chris  P.  Fox,  executive  vice-president,  El 
Paso  Chamber  of  Commerce. 

Members  of  the  committee  on  arrangements  are: 

Felix  P.  Miller,  M.D.,  F.A.C.S.,  El  Paso;  Chairman, 
Committee  on  Arrangements;  Member,  Texas  State  Executive 
Committee,  American  College  of  Surgeons;  Surgeon,  South- 
western General  Hospital. 

Charles  E.  Webb,  M.D.,  F.A.C.S.,  El  Paso;  Vice-Chair- 
man, Committee  on  Arrangements;  Visiting  Surgeon,  South- 
western General,  Hotel  Dieu  Sisters',  and  Providence  Memo- 
rial Hospitals. 

J.  Leighton  Green.  M.D..  F.A.C.S.,  El  Paso;  Secretary, 
Committee  on  Arrangements;  Consultant,  Gynecology,  El 
Paso  General  Hospital;  Member,  Active  Staff,  Southwestern, 
and  Hotel  Dieu  Sisters'  Hospitals. 

Wickliffe  Curtis,  M.D.,  F.A.C.S.,  El  Paso;  Member, 
Active  Staff,  Urology,  Southwestern  General,  Hotel  Dieu 
Sisters',  and  El  Paso  General  Hospitals. 

Ralph  H.  Homan,  M.D..  El  Paso;  President,  El  Paso 
County  Medical  Society. 

Gerald  H.  Jordan,  M.D.,  F.A.C.S.,  El  Paso;  Visiting 
Staff,  Hotel  Dieu  Sisters’,  Southwestern  General,  and 
Providence  Memorial  Hospitals. 

A.  William  Multhauf,  M.D.,  F.A.C.S.,  El  Paso:  Mem- 
ber of  Staff,  Hotel  Dieu  Sisters',  Soutlrwestern  General  and 
Providence  Hospitals. 

Maurice  P.  Spearman,  M.D..  F.A.C.S.,  El  Paso;  Senior 
Otolaryngologist,  Southwestern  General  Hospital;  Otolaryn- 
gologist and  Ophthalmologist,  Hotel  Dieu  Sisters'  Hospital. 

W.  E.  Avery,  Jr.,  El  Paso;  Superintendent,  El  Paso 
General  Hospital. 

Sister  Mathilde.  El  Paso;  Administrator,  Hotel  Dieu 
Sisters'  Hospital. 

W.  U.  Paul.  El  Paso;  Superintendent,  Southwestern  Gen- 
eral Hospital. 

Norman  B.  Roberts,  El  Paso;  Consultant- Administrator, 
Providence  Memorial  Hospital. 

THE  COMPLETE  PROGRAM 
Monday,  February  13,  1950 
8:30  a.m.,  Ballroom 
Medical  Motion  Pictures: 

8:30  a.m.,  Malnutrition  in  the  Hospital  Patient 

Eugene  F.  DuBois,  M.D.,  New  York;  Robert 
Elman,  M.D.,  F.A.C.S.,  St.  Louis,  and  Her- 
bert Pollack.  M.D.,  New  York. 

9:15  a.m.,  Fractures:  An  Introduction 

Harrison  L.  McLaughlin,  M.D.,  F.A.C.S., 
New  York. 

(Sponsored  by  the  Amerioan  College  of  Surgeons 
and  its  Committee  on  Trauma,  and  made  possible 
through  a grant  from  the  Johnson  d Johnson  Re- 
search Foundation.) 


10:00  a. m..  Ballroom 

Felix  P.  Miller,  M.D.,  F.A.C.S.,  El  Paso;  Surgeon,  South- 
western General  Hospital;  Member,  Texas  State  Executive 
Committee,  American  College  of  Surgeons:  Chairman.  Com- 
mittee on  Arrangements,  Presiding. 

Arterial  Lesions  of  the  Extremities 

Michael  E.  DeBakey.  M.D.,  F.A.C.S.,  Houston:  Professor 
and  Chairman  of  Department  of  Surgery,  Baylor  University 
College  of  Medicine;  Surgeon -in -Chief,  Jefferson  Davis 
Hospital. 

Nonpenetrating  Injuries  of  the  Abdomen 

Charles  J.  Miangolarra,  M.D.,  F.A.C.S.,  New  Orleans: 
Clinical  Assistant  Professor  of  Surgery,  Louisiana  State  Uni- 
versity School  of  Medicine;  Senior  Visiting  Surgeon,  Charity 
Hospital  of  Louisiana. 

Injuries  to  the  Elbow  Region 

I.  W.  Kaplan,  M.D.,  F.A.C.S.,  New  Orleans;  Assistant 
Clinical  Professor  of  Surgery,  Louisiana  State  University 
School  of  Medicine;  Senior  Surgeon,  Touro  Infirmary. 

Hormone  Therapy  in  Advanced  Cancer  of  the  Breast 

Robert  E.  Petersen,  M.D.,  Iowa  City:  Assistant  in  Gen- 
eral Surgery',  University  Hospital,  State  University  of  Iowa. 

12:15  p.m..  Ballroom  Foyer  and  Mezzanine 
Luncheon  for  Surgeons  and  Physicians  followed  by 
Round  Table  Conference  and  Discussion  of  Papers 
Presented  at  Morning  Session  — Questions  and 
Answers. 

E.  Payne  Palmer,  M.D..  F.A.C.S.,  Phoenix;  Emeritus  Chief 
of  Surgical  Staff,  St.  Joseph's  Hospital;  Attending  Surgeon, 
Good  Samaritan,  and  St.  Monica's  Hospitals;  Governor, 
American  College  of  Surgeons,  Presiding. 

Discussion  Leaders  — Speakers  at  Morning  Session. 

Panel  Discussions 
2:00  p.m..  Ballroom 

Jack  Furman,  M.D.,  F.A.C.S.,  Fort  Worth:  Surgeon,  Harris 
Memorial  Methodist,  and  St.  Joseph's  Hospitals:  Governor. 
American  College  of  Surgeons,  Presiding. 

Caesarean  Section 
Endometriosis 

Moderator:  Willard  R.  Cooke,  M.D..  F.A.C.S.,  Galves- 

ton; Professor  of  Obstetrics  and  Gynecology.  University  of 
Texas  Medical  Branch;  Visiting  Obstetrician  and  Gynecolo- 
gist, John  Sealy  Hospital. 

Collaborators : 

Francis  A.  Snidow,  M.D.,  El  Paso;  Attending  Staff,  El 
Paso  General  Hospital  and  Hotel  Dieu  Sisters'  Hospital. 
Joseph  W.  Kelso,  M.D.,  F.A.C.S.,  Oklahoma  City;  Chair- 
man of  the  Department  of  Gynecology,  University'  of  Okla- 
homa School  of  Medicine;  Staff,  St.  Anthonv.  Wesley.  Okla- 
homa City  General,  Polyclinic  and  University  Hospitals,  and 
Oklahoma  Hospital  for  Crippled  Children. 

Conrad  G.  Collins,  M.D.,  F.A.C.S.,  New  Orleans:  Pro- 
fessor and  Chairman  Department  of  Gynecology  and  As- 
sociate Professor  of  Obstetrics,  Tulane  University  of  Louis- 
iana School  of  Medicine. 

3:30  p.m. 

Intestinal  Obstruction 

Moderator:  Robert  M.  Moore,  M.D..  F.A.C.S.,  Galves- 

ton ; Professor  of  Surgery  and  Chairman.  Department  of 
Surgery,  University  of  Texas  Medical  Branch;  Second  Vice- 
President,  American  College  of  Surgeons. 
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Collaborators : 

Albert  W.  Hartman,  Jr.,  M.D.,  F.A.C.S.,  San  Antonio; 
Member  of  Staff,  Surgery,  Nix  Memorial,  Santa  Rosa,  and 
Medical  and  Surgical  Hospitals,  Robert  B.  Green  Memorial 
Hospital  and  Clinic. 

J.  Peyton  Barnes,  M.D.,  F.A.C.S.,  Houston;  Associate 
Professor  of  Clinical  Surgery,  Baylor  University  College  of 
Medicine;  Visiting  Staff,  Surgery,  St.  Joseph's  Infirmary. 

6:00  p.m..  Ballroom  Foyer  and  Mezzanine 
Dinner  for  Surgeons,  Physicians  and  Hospital  Repre- 
sentatives followed  by  Discussion  of  Activities  of 
American  College  of  Surgeons. 

Robert  M.  Moore,  M.D.,  F.A.C.S.,  Galveston;  Professor 
of  Surgery  and  Chairman,  Department  of  Surgery,  University 
of  Texas  Medical  Branch;  Second  Vice-President,  American 
College  of  Surgeons,  Presiding. 

Malcolm  T.  MacEachern,  M.D.,  Chicago;  Director, 
American  College  of  Surgeons  and  Chairman,  Administra- 
tive Board. 

H.  Prather  Saunders,  M.D.,  F.A.C.S.,  Chicago;  Associate 
Director,  American  College  of  Surgeons. 

Charles  F.  Branch,  M.D.,  F.A.C.P.,  Chicago;  Assistant 
Director,  American  College  of  Surgeons. 

8:30  p.m..  Ballroom 
Symposium  on  Cancer 

Dudley  Jackson,  M.D.,  F.A.C.S.,  San  Antonio;  Surgeon, 
Nix  Memorial,  and  Medical  and  Surgical  Hospitals;  Con- 
sultant in  Surgery,  Brooke  General  Hospital  (Army),  Pre- 
siding. 

Melanomata 

Randolph  Lee  Clark.  Jr.,  M.D.,  F.A.C.S.,  Houston;  Dean 
and  Professor  of  Surgery,  LIniversity  of  Texas  Post  Graduate 
School  of  Medicine;  Associate  Professor  of  Clinical  Surgery, 
Baylor  University  College  of  Medicine. 

Brain  Tumors  — Differential  Diagnosis 

Edwin  Boldrey,  M.D.,  F.A.C.S.,  San  Francisco;  Assistant 
Clinical  Professor  of  Surgery,  University  of  California  Medi- 
cal School;  Assistant  Attending  Neurosurgeon,  University  of 
California  Service,  San  Francisco  Hospital. 

Ovarian  Tumors 

Willard  R.  Cooke,  M.D.,  F.A.C.S.,  Galveston;  Professor 
of  Obstetrics  and  Gynecology,  University  of  Texas  Medical 
Branch;  Visiting  Obstetrician  and  Gynecologist,  John  Sealy 
Hospital. 

Tuesday,  February  14,  1950 

8:30  a. in..  Ballroom 
Medieal  Motion  Pictures: 

8:30  a. m..  Surgical  Anatomy  of  the  Femoral  Triangle 

Conrad  J.  Baumgartner,  M.D.,  F.A.C.S.,  Bev- 
erly Hills,  California. 

8:50  a.m.,  Injuries  of  the  Peripheral  Nerves 

Loyal  Davis,  M.D.,  F.A.C.S.,  Chicago,  and 
George  Perret,  M.D.,  Chamblee,  Georgia. 

(Sponsored  by  the  American  College  of  Surgeons 
and  its  Committee  on  the  Nervous  System , and 
made  possible  through  a grant  from  the  Johnson 
i£-  Johnson  Research  F sundation.) 

9:30a.m.,  We  Speak  Again.  The  Rehabilitation  of 
Laryngectomized  Patients 

LeRoy  A.  Schall,  M.D.,  F.A.C.S.,  Boston. 

8:30  a. m.,  Assembly  Room 
Regional  Committees  on  Trauma  and  Forum  on  As- 
sociated Problems 

Isidore  Cohn,  M.D.,  F.A.C.S.,  New  Orleans;  Professor  of 
Clinical  Surgery,  Louisiana  State  University  School  of  Medi- 
cine; Chief,  Section  VIII,  Regional  Committees  on  Trauma, 
American  College  of  Surgeons,  Presiding. 


Immediate  Care  of  the  Injured 

Carl  B.  Young,  Jr.,  M.P.H.,  Galveston;  Physiology  De- 
partment, University  of  Texas  Medical  Branch. 

10:00  a. m.,  Ballroom 

G.  V.  Brindley,  M.D.,  F.A.C.S.,  Temple;  Senior  Surgeon, 
Scott  and  White  Hospital ; Lecturer  in  Surgery,  University  1 
of  Texas  Medical  Branch;  President,  State  Medical  Associa- 
tion of  Texas;-  Governor,  American  College  of  Surgeons,  j 
Presiding. 

Gastric  and  Intestinal  Intubation 

LeRoy  J.  Kleinsasser,  M.D.,  F.A.C.S.,  Dallas;  Instructor 
in  Surgery,  Southwestern  University  Medical  College;  Chief 
of  Surgical  Service,  Veterans  Administration  Hospital. 

Treatment  of  Head  Injuries 

Albert  D'Errico,  M.D.,  F.A.C.S.,  Dallas;  Professor  of 
Neurological  Surgery,  Southwestern  University  Medical  Col-  J 
lege;  Chief  Neurological  Surgery;  Baylor  University  Hospi- 
tal. 

The  Relation  of  Pancreatic  Activity  and  Peptic  Ulcer- 
ation. 

Edgar  J.  Poth,  M.D.,  F.A.C.S.,  Galveston;  Professor  of 
Surgery,  LIniversity  of  Texas  Medical  Branch;  Surgeon  and 
Director  of  Tumor  Clinic,  John  Sealy  Hospital. 

Kidney  Tumors:  Types,  Diagnosis,  Treatment 

Harry  M.  Spence,  M.D.,  F.A.C.S.,  Dallas;  Clinical  Asso- 
ciate Professor  of  Urology,  Southwestern  University  Medical  < 
College. 

12:15  p.m..  Ballroom  Foyer 
Luncheon  for  Surgeons  and  Physicians  Followed  by 
Round  Table  (Conference  and  Discussion  of  Papers 
Presented  at  Morning  Session  — Questions  and 
Answers. 

W.  Pat  Fite.  M.D.,  F.A.C.S.,  Muskogee,  Oklahoma;  Di- 
rector, Fite  Clinic;  Visiting  Lecturer  in  Surgery,  University  j 
of  Oklahoma  School  of  Medicine;  Governor,  American  Col-  i 
lege  of  Surgeons,  Presiding. 

Discussion  Leaders  — Speakers  at  Morning  Session. 

Panel  Discussions 
2:00  p.m..  Ballroom 

Charles  E.  Webb,  M.D.,  F.A.C.S.,  El  Paso;  Visiting  Sur- 
geon, Southwestern  General  and  Hotel  Dieu  Sisters’  Hospi-  , K 
tals;  Vice-Chairman,  Committee  on  Arrangements,  Presiding.  3| 

Surgery  of  the  Hand 

Moderator:  Truman  G.  Blocker,  Jr.,  M.D.,  F.A.C.S.;  ! 

Professor  of  Plastic  and  Macillo-facial  Surgery,  University  Id 
of  Texas  Medical  Branch;  Attending  Plastic  Surgeon,  John 
Sealy  Hospital. 

Collaborators : 

Willard  W.  Schuessler,  M.D.,  El  Paso;  Consultant  in 
Plastic  Surgery,  Hotel  Dieu  Sisters’,  Southwestern  General  > 
and  El  Paso  General  Hospitals. 

Charles  W.  Tennison,  M.D.,  Consultant  in  Plastic  Sur  - 
gery, Brooke  General  Hospital  (Army). 

3:30  p.m. 

Surgical  Lesions  of  the  Stomach 

Moderator:  George  W.  Waldron,  M.D.,  F.A.C.S.,  Hous- 

ton; Professor  of  Clinical  Surgery,  Baylor  University  College 
of  Medicine. 

Collaborators  : 

G.  V.  Brindley,  M.D.,  F.A.C.S.,  Temple;  Senior  Surgeon, 
Scott  and  White  Hospital;  Lecturer  in  Surgery,  University 
ot  Texas  Medical  Branch;  President,  State  Medical  Asso-  Y 
ciation  of  Texas;  Governor,  American  College  of  Surgeons.  I 
Carl  A.  Moyer,  M.D.,  F.A.C.S.,  Dallas;  Professor  of  Ex- 
perimental Surgery,  Southwestern  University  Medical  Col-  . 
lege;  Chief  of  Surgery,  Parkland  Hospital. 
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DR.  RALPH  H.  HOMAN  HEADS 
EL  PASO  COUNTY  MEDICAL  SOCIETY 


Dr.  Ralph  H.  Homan  was  elected  president  of  El 
Paso  County  Medical  Society  for  1950  at  the  recent 
annual  business  meeting  of  the  Society. 

Other  officers  named  were  Dr.  Frank  P.  Schuster, 
president-elect;  Dr.  H.  D.  Garrett,  vice-president;  and 
Dr.  Joe  R.  Floyd,  secretary-treasurer. 

Dr.  Homan  succeeds  Dr.  J.  Leighton  Green,  presi- 
dent of  the  Society  during 
1949.  Under  the  leader- 
ship of  Dr.  Green  and  Dr. 

Willard  W.  Schuessler, 
chairman  of  the  society’s 
public  relations  commit- 
tee, a thoroughgoing  pub- 
lic relations  campaign  on 
the  local  and  Southwest- 
ern level  was  conducted; 
and  at  the  end  of  1949  it 
was  the  consensus  of  the 
society,  that  never  before 
had  its  members  stood  so 
high  in  public  regard  and 
enjoyed  such  excellent  re- 
lations with  the  public  in 
general. 

In  Dr.  Homan’s  admin- 
istration Dr.  Schuessler 
will  be  continued  as  pub- 
lic relations  chairman; 
and  the  public  relations 
and  educational  campaign 
will  be  vigorously  pushed. 

Besides  Dr.  Green, 
other  retiring  officers  are 
Dr.  Maynard  S.  Hart, 
vice-president;  and  Dr. 

Celso  C.  Stapp,  secretary- 
treasurer. 

Dr.  Leslie  M.  Smith 
and  Dr.  Wickliffe  R.  Cur- 
tis were  elected  as  El 
Paso  County  Society  members  of  the  Board  of  Man- 
agers of  SOUTHWESTERN  MEDICINE.  For  Dr. 
Smith  it  was  re-election,  since  he  had  also  served  on 
the  board  in  1949.  Dr.  Curtis  succeeds  Dr.  Louis  W. 
Breck,  president-elect  of  the  Southwestern  Medical 
Association.  Other  members  of  the  Board  of  Man- 
agers are  Dr.  Charles  M.  Thompson,  Albuquerque, 
N.  M.,  and  Dr.  James  S.  Walsh,  Douglas,  Ariz.,  both 
named  at  the  recent  meeting  of  the  Southwestern 
Medical  Association. 

Dr.  Homan,  who  has  practiced  in  El  Paso  since 
1924  and  is  well  known  throughout  the  Southwest, 
has  since  the  beginning  of  his  practice  always  special- 


ized in  diseases  of  the  heart  and  lungs.  He  is  a fellow 
of  the  American  Medical  Association,  of  the  Ameri- 
can College  of  Physicians,  and  of  the  American  Col- 
lege of  Chest  Physicians. 


He  is  also  past  president  of  El  Paso  Chapter  of  the 
American  Heart  Association,  past  president  of  El 
Paso  Chapter  of  the  American  Cancer  Society,  past 
president  of  El  Paso  Lions’  Club,  and  a member  of 
El  Paso  Sheriff’s  Posse  and  El  Paso  Country  Club 
and  an  accomplished  golfer. 


He  has  been  Counsellor  from  the  First  Texas  Dis- 
trict to  the  Texas  Medical  Association  for  the  past 
nine  years. 

Dr.  Homan  was  born  in 
Dallas,  on  Sept.  28,  1894. 
His  father  was  the  late 
W.  K.  Homan,  an  attor- 
ney. Dr.  Homan  spent 
his  boyhood  in  Colorado 
City,  Texas,  then  moved 
to  El  Paso  in  1909,  where 
he  attended  El  Paso  High 
School.  His  family  then 
moved  to  Chicago  where 
he  graduated  from  high 
school.  He  attended  the 
University  of  Texas  and 
was  graduated  from  the 
University  of  Texas 
Medical  School  in  1924. 

During  World  War  I 
he  served  with  the  90th 
Infantry  Division  in 
France  and  was  discharg- 
ed by  the  Army  as  a cap- 
tain of  the  infantry. 

In  World  War  II  it  was 
the  Navy  for  Dr.  Homan. 
He  was  commissioned  a 
lieutenant- commander, 
U.S.N.R.,  in  Oct.  1940, 
more  than  one  year  be- 
fore the  United  States 
became  actively  engaged 
in  hostilities.  Five  years 
later  Dr.  Homan  was 
discharged  as  a captain, 
M.  C.,  U.  S.  N.  R. 

Dr.  Homan  married  the  former  Laura  Davis  of 
Center,  Texas,  in  1924.  Dr.  and  Mrs.  Homan  have  one 
daughter,  Cathy,  15,  a student  at  Austin  High  School 
of  El  Paso.  The  family  resides  at  2920  Silver  Street. 

As  well  as  being  a member  of  county,  state  and 
national  medical  societies,  Dr.  Homan  is  a member 
of  Delta  Kappa  Epsilon,  and  Phi  Alpha  Sigma  fra- 
ternities. 


Dr.  Ralph  H.  Homan 
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FEDERAL  AID  TO  MEDICAL  EDUCATION 

By  Robert  B.  Homan  Jr.,  M.  D.,  El  Paso 
Member,  House  of  Delegates,  American  Medical  Association 


Among  the  more  important  actions  of  the  House 
of  Delegates  of  the  A.  M.  A.  at  the  Clinical  Session 
in  Washington,  D.  C.,  December  8,  1949,  was  the 
unanimous  expression  of  opposition  to  the  so-called 
Emergency  Professional  Health  Training  Act  of 
1949.  (S1453  and  HR  5940). 

This  act  has  been  lifted,  with  only  minor  changes, 
from  Title  I of  the  Administrations’  omnibus  bill  for 
socialized  medicine  (S1679).  It  lays  the  ground  work 
for  the  complete  nationalization  of  our  medical,  dental, 
nursing,  practical  nursing,  osteopathic,  optometric, 
and  public  health  schools.  It  is  a back-door  entrance 
to  compulsory  health  insurance.  Various  proponents 
of  compulsory  insurance  have  recently  publicly  stated 
that  they  do  not  propose  to  try  to  pass  the  omnibus 
bill  (SI 679)  but  will  pass  the  same  thing  a “section” 
at  a time.  This  is  one  of  the  “sections”.  It  is  a 
very  dangerous  “section”  in  that  it  will  lower  the 
standards  of  medical  education  and  will  thereby  be 
detrimental  to  the  public  interest. 

GRANTS  IN  AID 

The  bill  provides  grants  in  aid  to  medical  schools 
and  to  the  schools  of  the  various  allied  professions. 
It  provides  a grant  of  $500  per  year  for  each  student 
enrolled  up  to  the  medical  school’s  average  enroll- 
ment, and  $1000  per  year  for  each  student  enrolled  in 
excess  to  a school’s  average  past  enrollment.  Lesser 
sums  on  the  same  basis  are  to  be  allotted  to  dental 
schools,  nursing  schools,  osteopathic  schools,  etc. 
The  total  allotment  is  limited  to  40%  of  the  school’s 
annual  budget! 

A very  juicy  morsel  in  the  bill  is  that  it  provides 
the  full  grant  to  all  schools  to  be  established  in  the 
future.  It  provides  $5,000,000  annually  for  grants  for 
construction.  One  can  visualize  professional  schools 
arising  on  every  corner  with  federal  grants  under- 
writing 40%  of  the  overhead  immediately!  The  bill 
also  provides  for  “proof  of  need”  in  the  scramble  for 
federal  funds.  This  is,  of  course,  just  another  method 
used  by  the  “economic  planners”  to  discredit  the 
capitalistic  system. 

It  is  not  difficult  for  a person  to  make  out  a good 
case  for  the  necessity  for  aid  to  medical  schools,  and 
it  is  even  easier  to  explain  why  some  schools  are 
possibly  in  serious  economic  straits.  The  explanation 
is  based  entirely  on  excessive  taxation.  The  present 
tax  schedule  leaves  very  little  “endowment  money” 
which  formerly  was  used  to  carry  on  not  only  medi- 
cal education  but  many  other  institutions  of  higher 
learning.  It  does  not  necessarily  follow  that  “gov- 
ernment money”,  which  is  your  money  collected  in 
taxes,  will  be  free  of  government  control  when  it  is 
allotted  by  the  bureaucrats.  As  a matter  of  fact, 
S1453  vests  all  control  in  the  hands  of  one  man  — the 
surgeon  general.  He  decides  which  school  shall  get 
aid  and  how  much.  How  long  do  you  think  it  would 
be  before  he  also  decides  which  students  will  be  ad- 
mitted to  the  school?  Political  pressure  has  no  place 
in  education. 

“EMERGENCY*’ 

You  will  notice  the  use  of  the  word  “emergency” 
in  the  title  of  the  bill.  One  wonders  how  long  the 
American  people  are  going  to  put  up  with  that  word 
in  Washington.  “Emergency”  has  been  fed  to  them 
for  the  past  18  years!  Every  bill  is  an  “emergency.” 
The  “emergency”  in  this  bill  is  based  on  the  false 


precept  that  not  enough  doctors  are  being  educated 
and,  therefore,  the  government  must  step  in  and  do 
something  about  it  — with  your  tax  money.  What 
are  the  facts  in  this  connection? 

The  truth  is  that  the  average  number  of  admissions 
to  medical  schools  is  now  7000  as  compared  to  an 
average  of  6000  in  the  10  year  period  before  the  last 
war.  The  actual  increase  in  physician  population  in 
the  five  year  period  1942-1947  was  16,442,  as  com- 
pared to  6,920  in  the  previous  5 year  period.  The 
increase  in  physician  population  from  1940  to  1948  was 
14%,  as  against  a 12%  increase  in  the  general  popula- 
tion. This  represents  a relative  increase  in  physician 
population  of  over  16%.  Moreover,  many  medical 
schools  have  more  recently  increased  their  enroll- 
ment. These  statistics  do  not  bear  out  the  “emer- 
gency”. 

“DEFICIT  FINANCING” 

In  considering  any  bill  before  the  Congress  it  is 
well  to  consider  the  fact  that  all  bills  dealing  with 
further  expenditure  by  the  Federal  government  lead 
directly  to  “deficit  financing”.  Our  government  has 
apparently  lost  all  intent  of  balancing  the  budget. 
Aid  to  education  had  better  stay  on  a local  or  state 
level  where  pay-as-you-go  methods  are  likely  to 
prevail. 

The  Board  of  Trustees  and  the  Council  on  Medical 
Education  and  Hospitals  of  the  A.  M.  A.  have  issued 
a very  strong  joint  statement  in  opposition  to  S1453 
and  HR  5940.  This  statement  is  in  the  hands  of 
every  member  of  Congress.  S1453  was  passed  by  the 
Senate  in  the  first  session  of  the  81st  Congress.  Its 
companion,  HR  5940,  is  now  in  the  Rules  Committee 
of  the  House  of  Representatives  and  may  be  reported 
out  at  any  time  for  a vote. 

This  is  a real  “emergency”  for  the  medical  pro- 
fession, nursing  profession,  and  allied  professions.  If 
you  do  not  want  governmental  interference  in  your 
professional  schools,  write  or  telephone  your  con- 
gressman today  to  oppose  HR  5940.  Ask  your  friends 
and  nurses  to  do  the  same.  Give  your  reasons  for 
opposing  it. 


NEW  HEALTH  CENTERS  IN 
NEW  MEXICO 

Seven  new  health  centers  have  been  completed 
in  New  Mexico  by  the  New  Mexico  Health  Founda- 
tion. They  are  located  at  Cuba,  Mosquero,  Reserve, 
House,  Bernalillo,  Albuquerque  and  Wagon  Mound. 

Stuart  W.  Adler,  M.  D.,  is  managing  director  of 
the  Foundation. 


ERRATUM 

In  the  article,  “Treatment  of  Snake  Bites”  by 
Dr.  Russell  Holt  of  El  Paso,  published  in  the  January 
edition  of  SOUTHWESTERN  MEDICINE  an  er- 
ror occurred  in  the  eighth  and  final  sentence  of  the 
second  paragraph  of  the  second  column  of  the  first 
page,  page  13  of  the  journal.  This  sentence  begins 
“If  death  occurs  after  27  hours.”  This  should  have 
read  “If  death  occurs  after  72  hours.” 
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THE  PSYCHOLOGICAL  MANAGEMENT  OF 
THE  TUBERCULOUS  PATIENT 

By  R.  E.  Mitchell,  M.  D.,  Fort  Stanton,  N.  M. 


The  role  of  the  mind  and  emotions  in  tuberculosis 
is  a matter  for  careful  consideration  in  the  treatment 
■ of  all  patients  afflicted  with  this  malady.  In  no  other 
I somatic  disease  is  there  such  an  opportunity  for  the 
mind  at  all  its  levels  to  exert  its  influence,  from  the 
inception  of  the  tuberculosis  infection  to  its  final  issue 
! or  resolution.  The  mind  and  body  of  such  a patient 
are  inseparable.  Like  the  dog,  Rover,  “When  he’s 
sick,  he’s  sick  all  over.”  Tuberculosis  has  a multi- 
• tude  of  disturbing  factors  of  body,  mind,  and  soul, 
and  its  relation  to  environment.  No  wonder  the 
patient’s  mental  equilibrium  is  upset  with  the  mani- 
i festations  and  ramifications  of  the  disease  and  its 
treatment.  The  physician  should  understand  the 
emotional  and  psychic  components  of  tuberculosis  and 
the  unfounded  generalizations  that  abound. 

It  has  been  my  observation  at  tuberculosis  sanato- 
riums,  that  three  times  as  many  patients  were  dis- 
charged at  their  own  request,  who  were  not  receiving 
any  form  of  collapse  therapy,  as  opposed  to  those 
who  were.  The  reasons  given  by  the  patients  were: 
a feeling  of  well-being,  not  sufficiently  aware  of  the 
importance  of  bed  rest,  not  educated  properly  as  to 
the  advantages  of  hospital  treatment,  conditions  at 
home  requiring  their  return,  or  selfish  or  emotional 
upsets  in  the  contact  with  other  patients.  Then  there 
are  those  patients  who  are  not  receiving  active 
mechanical  therapy,  who  feel  that  the  treatment  can 
be  obtained  outside  the  hospital;  and  patients  fearful 
of  surgical  measures,  who  feel  frustrated  because  of 
their  refusal  to  accept  these  measures.  This  list  also 
includes  patients  with  a wanderlust,  those  who  cannot 
adjust  to  a regulated  regimen  or  are  unable  to  adapt 
themselves  to  other  patients,  also  common  drifters 
and  alcoholics  who  stay  at  institutions  only  long 
enough  to  be  fattened  up,  individuals  who  seek  the 
miracle  of  better  climate,  and  patients  worried  over 
financial,  economic,  marital,  or  family  difficulties. 

WHIMSICAL  PATIENTS 

The  patients  are  often  whimsical,  have  no  sense  of 
responsibility,  and  do  not  hesitate  to  spread  infection. 
The  nature  of  many  adults  suffering  with  clinical 
tuberculosis  is  that  of  a child,  selfish,  self-centered, 
irritable,  easily  angered,  easily  pleased,  capricious 
with  their  food  eating  irregularly  and  only  what  they 
like,  and  appearing  underfed.  Some  are  egotistical, 
dissatisfied,  and  ungrateful. 

The  other  extreme  is  the  viewpoint  set  forth  by 
Morland  to  the  effect  that  since  many  geniuses  have 
had  tuberculosis,  the  disease  must  be  a stimulant  to 
creative  capacity.  The  roll  of  the  great  is  replete 
with  the  sufferers  from  tuberculosis,  and  includes  such 
names  as  Milton,  Chopin,  Laennec,  Schiller,  and 
Trudeau.  Letulle  says,  in  this  regard,  “They  astonish 
everybody  with  their  mental  and  intellectual  activity, 
their  memory,  their  quick  judgment;  their  delicate 
reasoning  powers  are  of  incomparable  magnitude.” 
Robert  Louis  Stevenson  acknowledges,  himself,  in  the 
Vailima  Letters,  the  immense  deprivations  which  his 
recovered  health  meant  in  the  loss  of  stimulus  to  his 
artistic  faculties.  Interesting  portrayals  of  this  aspect 
of  the  psyche  of  the  tuberculous  are  "to  be  found  in  the 
character  of  Mimi,  in  Puccini’s  opera,  “La  Boheme.” 

However,  be  that  as  it  may,  there  is  excuse  for 
some  manifestations  of  his  traits,  in-as-much-as  the 
patient  is  engaged  in  a fight  for  his  life;  and  the  con- 


ditions of  his  environment  tend  to  aid  and  abet  any 
factors  drawing  attention  to  the  ego. 

SUPREME  OPTIMISM 

Another  trait  of  considerable  interest  is  the  su- 
preme optimism  of  some  of  the  tuberculous,  the  spes 
phthisica,  so  often  referred  to,  occurring  chiefly  in 
the  advanced  stages.  This  is  variously  called,  by 
some  as  “whistling  in  the  dark”;  bv  the  psychiatrists, 
as  a flight  from  reality,  a defense  mechanism,  a thin 
disguise  for  fear.  Eugene  O’Neil,  a former  tubercu- 
losis patient,  said  that  tuberculosis  is  a pipe  dream 
that  keep  them  all  going,  and  that  none  of  them  really 
felt  sick. 

Jones  and  Bogen  speak  of  spes  phthisica  as  a gen- 
erally present  phenomenon,  deserving  fuller  recogni- 
tion of  its  diagnostic  and  therapeutic  possibilities, 
whether  it  be  due  to  the  disease  process  itself  through 
its  toxins,  or  to  the  environmental  factors,  including 
the  beneficial  effects  of  regulated  hospital  or  sanato- 
rium care,  with  worry  deliberately  set  in  the  back- 
ground. However,  this  is  not  a constant  phenomenon, 
and  a patient  who  appears  to  be  optimistic  on  the 
surface  may  reveal  weakness  in  this  protective  mecha- 
nism on  being  put  to  the  proof.  In  some  patients  a 
spirit  of  Oriental  fatalism  may  prevail  to  some  degree, 
or  alternate  wTith  undue  optimism. 

PROGNOSIS 

In  few  diseases  does  recovery  depend  so  much 
on  the  attitude  of  the  patient.  In  pulmonary  tubercu- 
losis, the  road  to  health  is  long,  rugged,  tedious,  and 
toilsome.  Many  patients  are  singularly  handicapped 
by  a definitely  unstable  nervous  and  mental  make-up, 
carrying  the  burdens  of  worry,  and  fear,  goaded  by 
the  toxins  of  the  disease. 

The  physician  could  arrive  at  a more  intelligent 
prognosis  if  the  patient’s  background,  previous  psy- 
chic and  temperamental  make-up,  and  his  mental 
stock  wrere  more  carefully  studied. 

The  patient  may  manifest  such  nervous  system 
phenomena  as  vasomotor  headaches,  chest  pains,  pre- 
cordial pains,  dyspepsia,  constipation,  neuritis,  or 
various  hyperesthesiae.  These  aspects  notably  flush- 
ing, pupillary  dilatation,  migraine,  or  dermography, 
may  occur  unilaterally  on  the  side  corresponding  to 
the  affected  lung,  or  that  in  which  the  most  recent 
active  lesion  is  found.  They  may  also  occur  follow- 
ing the  induction  of  a pneumothorax.  Peripheral 
neuritis  of  the  arm  or  leg,  and  intercostal  and  sciatic 
neuralgia  are  common.  The  etiologies  attributed  to 
them  may  be  reflex  or  tuberculous  processes  adjacent 
to  the  phrenic  or  vagus  nerves  and  a primary  paren- 
chymal origin  in  the  nerve  itself,  according  to  Con- 
ologue.  Potter  believes  that  toxic  changes,  due  to 
stimulation  of  the  central  nervous  system,  lead  to 
imbalance  of  the  vegetative  nervous  system;  while 
Breuer  believes  that  the  tuberculous  process  causes 
an  upset  in  the  sensitiveness  of  the  vegetative  nervous 
system. 

PROPHYLAXIS  AND  TREATMENT 

The  mental  factor  as  regards  prevention  and  treat- 
ment comes  into  play  very  early  with  the  observance 
of  good  mental  hygiene,  including  the  avoidance  of 
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mental  as  well  as  physical  fatigue.  The  physician 
should  make  his  diagnosis  and  prognosis  to  the  pa- 
tient while  bearing  in  mind  future  mental  and  emo- 
tional pitfalls.  He  should  establish  the  foundation 
of  education  and  understanding  of  the  disease,  to  allay 
the  factors  of  fear  and  uncertainty,  the  exact  extent 
of  frankness  employed  depending  on  the  individual 
patient.  A humane  approach  should  be  used,  includ- 
ing such  factors  as  the  patient’s  adjustment  to  his 
school  and  home  life,  occupational  and  fraternal  in- 
terests. 

Many  patients  are  maladjusted  before  hospitaliza- 
tion, and  require  special  attention  because  of  personal 
difficulties  and  emotional  upsets.  In  this  regard,  ad- 
vantage may  be  taken  of  the  high  suggestibility  of  the 
tuberculous  patients.  The  use  of  mental  catharsis, 
that  is,  by  therapeutic  conversations  allowing  the  pa- 
tient to  unburden  himself,  ig  a valuable  weapon  in 
revealing  hidden  fears  and  weaknesses,  thus  helping 
him  to  a further  understanding  of  himself.  We  may 
well  take  heed  of  such  statements  as,  “You  don’t 
know  what  it  means  to  be  able  to  talk  to  someone  who 
has  time  to  listen.” 

SERIOUS  TASK 

A wise  optimism  on  the  part  of  all  caring  for  the 
patient,  with  ample  acknowledgment  of  the  seriousness 
of  the  task,  and  avoidance  of  raising  false  hopes,  can 
do  much  to  relieve  his  suffering.  The  treatment  of 
this  disease  requires  much  knowledge  of  personality 
and  prolonged  education  of  the  patient.  Recreation 
and  the  comfort  of  religion  have  great  importance. 
Effort  should  be  directed  to  recognize  the  patient’s 
individuality,  and  to  foster  his  sense  of  personal 
achievement. 

Among  the  personnel  on  the  medical  staff,  the 
occupational  therapist  has  an  important  role.  A well 
regulated  program  of  light  recreation  for  ambulatory 
patients  should  be  included  as  well  as  the  usual  crafts 
work.  If  the  patients  find  someone  truly  interested 
in  their  spending  a few  pleasant  hours,  a better  de- 
gree of  patient-doctor  cooperation  may  be  hoped  for. 
The  library  calls  for  current  periodicals  as  well  as 
a variety  of  books.  The  radio  and  movies  may  be 
used  as  well  as  live  entertainers.  Photography,  paint- 
ing, pottery,  leather  work,  or  printing  may  bring  in 
a little  remuneration  to  the  hobbyist. 

The  treatment  of  tuberculosis  is  indeed  a task  of 
mental  recreation  as  well  as  physical  restoration. 
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DR.  LOREN  F.  ELLIOTT 

Loren  F.  Elliott,  M.  D.,  physician  and  surgeon 
in  Albuquerque  for  the  past  24  years,  died  Dec.  12, 
following  an  illness  of  several  months.  He  was  56 
years  old. 

Dr.  Elliott  was  a graduate  of  St.  Louis  University 
School  of  Medicine  1919.  He  was  a World  War  I 
veteran,  a Mason,  a member  of  the  New  Mexico 
Medical  Society,  and  a past  president  of  the  Berna- 
lillo County  Medical  Society. 


X - RAYING  OF  GENERAL 
HOSPITAL  PATIENTS 

(Reprinted  from  The  Chaser) 

The  value  of  x-raying  the  chests  of  large  numbers 
of  persons  in  a given  area  in  a relatively  short  period 
of  time  has  been  demonstrated  conclusively  by  the 
mass  chest  x-ray  surveys  conducted  in  several  large 
cities  in  the  past  two  years.  After  the  conclusion  of 
such  a survey  the  tuberculosis  control  officer  cannot 
fail  to  be  impressed  that  tuberculosis  case  finding 
must  be  more  than  a casual  attempt  to  x-ray  a few 
select  groups  at  periodic  intervals.  He  very  probably 
will  decide  that  some  substitute  for  the  intensive 
survey  must  be  provided  if  tuberculosis  control  is  to 
be  realized  in  the  community  in  a reasonable  period 
of  time. 

The  leaders  of  any  comprehensive  chest  x-ray 
survey  in  an  area  realize  only  too  well  the  difficulty 
of  organizing  the  entire  community.  Some  groups 
lend  themselves  very  well  to  such  programs,  particu- 
larly workers  in  industry  and  students  attending 
schools  and  colleges.  However,  it  has  been  found 
that  the  organization  of  individuals  in  a neighborhood 
is  a most  formidable  task.  Much  of  the  success  in 
attaining  full  coverage  in  a mass  survey  will  depend 
on  the  full  utilization  of  organizations  already  in 
existence.  Of  such  groups,  industrial  workers,  pa- 
tients admitted  to  general  hospitals  and  school  chil- 
dren would  seem  to  be  the  most  accessible. 

Early  studies  of  patients  admitted  to  general  hospi- 
tals revealed  that  2 to  4 per  cent  had  tuberculosis. 
Pathological  change  in  the  chest  was  said  to  have 
been  noted  in  22  per  cent  of  patients  admitted  to 
some  general  hospitals.  In  any  event  there  appears 
to  be  evidence  that  the  prevalence  of  tuberculosis  in 
persons  entering  general  hospitals  is  as  high  as  that 
in  the  general  population. 

The  problem  of  establishing  a mass  x-ray  pro- 
gram in  the  general  hospital  is  usually  formidable. 
In  most  cases  it  will  be  necessarv  for  the  large  gen- 
eral hospital  not  only  to  make  a sizeable  investment 
in  equipment,  but  also  to  make  certain  space  altera- 
tions. There  is  much  to  be  said  for  making  the 
miniature  chest  x-ray  examination  a part  of  the  ad- 
mitting procedure  rather  than  performing  the  exami- 
nation in  the  x-ray  room  which  is  frequently  crowded. 
The  technique  to  be  followed  will  depend  largely  on 
the  type  of  hospital  and  the  number  of  daily  admis- 
sions. The  small  hospital  with  the  few  admissions 
may  very  easily  x-ray  most  patients’  chests  in  the 
x-ray  room  on  14  x 17-inch  films  with  no  addition 
to  standard  equipment.  In  the  hospital  that  is  larger, 
it  may  be  economical  to  install  a miniature  film  unit 
which  works  in  conjunction  with  standard  x-ray 
equipment.  In  addition  to  capital  investment,  there 
is  the  problem  of  operational  cost.  Usually  one  em- 
ployee can  serve  as  technician  and  clerk  in  the  case 
of  large  installations.  The  cost  of  film,  chemicals 
and  other  incidental  expenses  should  not  be  excessive. 

The  general  hospital  stands  today  as  one  of  the 
important  components  of  a good  tuberculosis  control 
program,  along  with  the  private  physician,  the  health 
department,  the  tuberculosis  association  and  the  tuber- 
culosis hospital. — Condensed  from  Ohio  Public  Health. 
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NARRATIVE  REPORT  OF  THE  EL  PASO  TUBERCULOSIS 
ASSOCIATION  SERVING  EL  PASO,  HUDSPETH 
AND  CULBERSON  COUNTIES 

For  the  Fiscal  Year  beginning  April  1,  1948  and  ending  March  31.  1949 


The  home  of  El  Paso  Tuberculosis  Association  at  711  North  Florence  Street. 


The  busy  physician  realizes  that  the  Tuberculosis 
Association  of  his  community  functions  in  an  ade- 
quate and  efficient  manner.  He  does  not,  however, 
in  many  cases  have  the  time  or  facilities  to  investigate 
the  extent  of  the  work  done  by  this  group  of  indivi- 
duals. Without  this  understanding  it  is  difficult  for 
him  to  realize  the  magnitude  of  their  operation. 

Historically,  in  April,  1908  this  group  was  organ- 
ized as  the  United  El  Paso  Consumptive  Relief  Asso- 
ciation. Since  that  time  the  Association  has  func- 
tioned as  a unit,  and  from  the  year  1912  until  1925 
the  Association  was  under  the  leadership  of  charitable 
organizations.  In  1945  the  Association  changed  its 
name  again  to  the  El  Paso  Tuberculosis  Association, 
Inc.,  with  Mrs.  Gertrude  Gardiner  as  executive  secre- 
tary. At  this  time  it  expanded  its  operations  to  a 
tri-county  organization  serving  El  Paso,  Hudspeth, 
and  Culberson  Counties. 

W ith  this  growth  has  been  acquired  a mobile 
x-ray  unit,  and  permanent  housing  quarters  located 
at  711  N.  Florence  Street.  These  acquisitions  were 
made  possible  through  the  generosity  of  A.  B.  Poe,  Sr. 
It  may  safely  be  said  that  Mr.  Poe’s  generosity  has 
made  it  possible  for  many  a case  of  acid-fast  infection 
to  be  recognized  early  and  treated  adequately.  The 
medical  profession  is  indeed  indebted  to  his  generosity 
and  kind  co-operation. 

It  is  well  worth  the  time  of  the  readers  of 
SOUTHWESTERN  MEDICINE  to  consider  in  de- 


tail the  aims,  the  purposes,  and  accomplishments  of 
this  organization;  and  for  this  reason  a narrative  re- 
port is  presented: 

The  aims  and  purposes  of  the  El  Paso  Tubercu- 
losis Association  during  the  fiscal  year  have  been  to: 

1.  Expand  as  far  as  possible  its  program  of  health 
education  and  case-finding  in  El  Paso,  Hud- 
speth and  Culberson  Counties. 

2.  Further  the  instigation  of  legislation  for  the 
maintenance  of  more  hospital  beds  for  tubercu- 
losis through  its  legislative  committee  and 
medical-advisory  committee. 

3.  Work  in  closest  possible  co-operation  with  the 
City- County  Health  Department  in  the  co- 
ordination of  the  tuberculosis  control  program 
for  the  El  Paso  area. 

4.  Continue  work  with  James  Abernathy  of  the 
State  Rehabilitation  Office  for  more  rehabilita- 
tion of  tuberculosis  patients. 

?.  Build  up  and  further  the  Christmas  Seal  Sale 
by  all  possible  means. 

6.  Put  into  practice  the  constructive  suggestions 
offered  by  the  state  and  national  Tuberculosis 
Associations  for  a better  program  and  better 
means  of  accomplishing  the  ultimate  and  de- 
sired results. 
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“Expand  as  far  as  possible  its  program  of  educa- 
tion and  case  finding  in  El  Paso,  Hudspeth  and  Cul- 
berson Counties. 

The  audio-visual  education  report  gives  a minute 
and  detailed  account  of  the  number  of  times  the 
eight  films  owned  by  the  El  Paso  Tuberculosis  Asso- 
ciation have  been  shown,  and  the  number  in  atten- 
dance at  each  showing. 

The  Mobile  X-ray  report  gives  in  detail  the  loca- 
tion, date  number  of  x-rays  and  findings  of  each. 

HEALTH  EDUCATION  THROUGH  THE  MEDIUM 
OF  THE  NEWSPAPERS 

Through  this  year  El  Paso  Times  and  the  El  Paso 
Herald-Post  carried  weekly  schedules  of  the  location 
of  the  mobile  x-ray  unit  for  the  coming  wee.  Educa- 
tional articles  appeared  from  time  to  time  urging  the 
people  of  the  community  to  report  to  the  unit  for 
chest  x-rays. 

During  the  period  for  the  Seal  sale  publicity,  the 
above  newspapers  carried  daily  articles  of  our  drive, 
and  other  articles  appeared  in  El  Continental,  the 
Hudspeth  County  News  (Sierra  Blanca),  El  Fronte- 
rizo  (Juarez),  The  Labor  Advocate,  The  Border  Fed, 
the  Prospector  (Texas  Western  College),  the  Van 
Horn  Advocate,  Biggstuff  (Biggs  Field),  and  all  high 
school  publications. 

RADIO 

Through  the  skillful  management  of  our  radio 
publicity  program,  Conrey  Bryson  made  it  possible 
for  us  to  be  given  radio  time  on  all  five  of  our  local 
stations  during  the  entire  year,  for  announcing  the 
location  of  the  mobile  unit  as  well  as  urging  the 
people  of  the  community  to  support  our  program  at 
Christmas.  Spot  announcements  were  made  during 
the  day,  transcriptions  purchased  from  the  Los  An- 
geles Tuberculosis  Association  and  the  Texas  Tuber- 
culosis Association  were  given  time  on  all  stations. 
The  co-operation  of  all  was  splendid;  and  we  are 
greatly  indebted  to  KTSM,  KSET,  KROD,  KEPO 
and  KELP  for  their  wholehearted  efforts  in  our 
behalf. 

BILLBOARD  AND  OTHER  PUBLICITY 

To  The  Bauman  Advertising  Co.,  we  are  indebted 
for  the  billboard  display  of  our  Christmas  Seal  which 
could  be  seen  on  Montana  Street,  a very  prominent 
location,  during  the  Christmas  Seal  Sale. 

To  the  City  of  El  Paso  Park  Commissioner,  Mr. 
Hugo  Meyer,  we  say  ‘thank  you’  for  the  large  double- 
barred  cross  which  he  places  for  us  in  the  middle  of 
the  plaza  park  each  year. 

DISTRIBUTION  OF  EDUCATION  MATERIAL 

Over  100,000  pamphlets  purchased  from  the  Texas 
Tuberculosis  Association  have  been  distributed  to  the 
schools  in  El  Paso,  Hudspeth,  and  Culberson  Coun- 
ties, to  civic  clubs,  industries,  and  all  other  groups 
which  desired  education  materials. 

POSTERS 

All  TB  posters  have  been  distributed  to  schools, 
eating  establishments,  stores,  airlines  and  to  other 
public  places.  The  City-County  Health  Department 
has  used  many  of  them  in  its  clinics  and  in  their 
health  education  program. 

WINDOW  DISPLAYS 

Five  window  displays  were  given  us  at  different 
times  during  the  year  by  local  firms.  This  type  of 
publicity  is  not  limited  to  the  Christmas  Seal  Sale, 


but  is  used  as  a means  of  education  of  the  public  in 
what  the  association  is  doing  on  a year  round  basis. 

SPEAKERS  BUREAU 

Because  of  the  resignation  of  Rev.  A.  J.  Westland, 
chairman  of  the  Speakers  Bureau,  it  is  not  possible  to 
give  the  exact  number  of  talks  given  this  year.  P'ather 
Westland  was  transferred  out  of  El  Paso,  and  did  not 
leave  a report.  The  office  has  listed  twenty  educa- 
tional talks  to  schools,  PTA  groups  and  clubs. 

THEATERS 

Due  to  the  inability  of  Interstate  Theaters  to  show 
our  trailers  this  year,  only  four  independent  theaters 
gave  us  publicity  at  Christmas  Time.  These  were 
two  drive-in  theaters,  and  two  small  theaters  serving 
rural  areas. 

Mobile  X-ray  unit  report  beginning  September  1945 
and  ending  December  1,  1949. 

76,858  Number  of  x-rays  taken 
1,139  Infiltration  cases 
236  Other  Pathology 
72  Heart 


Active  number  found  by  the  unit  totals  to  81. 

Audio  Visual  Education  Report  for  year  beginning 
April  1,  1948  to  March  31,  1949. 


Title  of  Films 

Showings 

Attendance 

This  is  T.  B. 

32 

1,956 

Let  My  People  Live 

15 

1,111 

Target  T.  B. 

20 

1,139 

Cloud  in  the  Sky  (Spanish) 

17 

2,145 

Lease  on  Life 

38 

3,107 

Cloud  in  the  Sky  (English) 

26 

1,488 

Goodbye,  Mr.  Germ 

37 

2,699 

Another  to  Conquer 

19 

1,197 

Films  are  on  loan  to  the  audio-visual  department 
of  the  El  Paso  Public  Schools  for  showings  therein. 


II 

“To  further  the  instigation  of  legislation  for  the 
maintenance  of  more  hospital  beds  for  the  tuberculous 
through  its  legislative  committee  and  medical-advisory 
committee”. 

Under  the  leadership  of  Dr.  J.  W.  Laws,  letters 
were  written  to  the  members  of  the  City  Council, 
the  Mayor,  the  County  Judge,  the  Commissioners’ 
Court,  and  the  other  interested  persons  which  resulted 
in  the  expansion  of  the  facilities  in  tuberculosis  con- 
trol at  City-County  Hospital.  The  bed  capacity  for 
the  tuberculosis  ward  was  increased  from  45  to  62. 
The  solarium  for  patients  has  again  been  released  for 
recreational  purposes,  and  will  be  re-furnished  with 
adequate  furnishings  to  meet  the  needs  of  the  patients, 
under  the  direction  of  Mrs.  Elizabeth  Marcus,  nurse- 
in-charge. 

The  medical-advisory  committee  is  and  has  been 
at  all  times  informed  as  to  the  activities  of  the  asso- 
ciation; and  through  its  chairman,  Dr.  J.  R.  Fuchlow, 
and  its  members  Dr.  J.  W.  Laws,  Dr.  Herbert  Bell, 
and  Dr.  R.  B.  Homan,  Jr.,  has  worked  in  close  co- 
operation with  the  County  Medical  Society  to  dis- 
seminate information  concerning  the  different  phases 
of  our  program.  Publicity  was  given  our  program 
in  the  Medical  Journal.  The  article  had  wide  distri- 
bution in  medical  circles,  and  is  but  one  example  of 
the  splendid  co-operation  given  our  program  by  the 
Medical  Society. 

III 

“To  work  in  closest  possible  co-operation  with  the 
City-County  Health  Department  in  the  co-ordination 
of  the  tuberculosis  control  program  for  El  Paso  area.” 

In  August,  1948,  the  City-County  Health  Depart- 
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ment  of  El  Paso  purchased  a 70MM  x-ray  equipment 
to  be  used  in  the  routine  semi-annual  examination  of 
over  3000  food  handlers  in  El  Paso,  city  and  county. 
' This  released  our  x-ray  equipment  from  the  clinic  for 
use  elsewhere.  At  the  suggestion  of  Dr.  J.  R.  Fuch- 
low,  and  executive  committee  of  the  El  Paso  Tuber- 
culosis Association,  this  equipment  was  offered  to 
! the  City-County  Hospital  for  x-raying  of  all  out- 
I clinic  patients,  all  nurses  and  hospital  workers,  and 
in  time  to  all  admissions  to  the  hospital.  Because  of 
change  in  the  hospital  personnel,  the  program  has 
been  slow  in  getting  started,  but  we  have  the  as- 
I surance  of  W.  E.  Avery,  hospital  superintendent,  that 
I the  program  will  be  carried  through  during  the 
coming  year. 

In  cases  where  it  is  impossible  for  large  numbers 
j of  food  handlers  to  come  to  the  clinic  of  the  Health 
Department,  the  mobile  x-rav  equipment  of  El  Paso 
Tuberculosis  Association  is  taken  to  the  establish- 
. ment.  All  such  x-ray  film,  cards,  and  records  are 
I turned  over  to  the  tuberculosis  control  clinic  for  filing 
! and  reference. 

The  case  register,  purchased  for  the  tuberculosis 
control  clinic  some  years  ago,  has  been  working  out 
most  satisfactorily,  and  is  kept  by  a clerk  paid  by  the 
Health  Department.  It  is  kept  in  the  tuberculosis 
control  clinic,  under  the  supervision  of  Mrs.  Eliza- 
beth Abbott. 

The  closest  co-ordination  exists  between  the  City- 
County  Health  Department  and  the  El  Paso  Tubercu- 
losis Association.  Dr.  L.  T.  Cox,  director,  Dr.  J.  W. 
Laws,  director  of  tuberculosis  control,  and  Mrs.  Eliza- 
beth Abbott,  supervising  nurse,  have  taken  over  the 
complete  follow-up  of  all  cases  found  on  the  mobile 
unit,  x-raying  or  tuberculin-testing  of  all  contacts, 
physical  examinations,  fluoroscoping,  and  such  care 
and  treatment  of  cases  as  may  be  necessary  and 
advisable.  All  hospital  admissions  to  the  tuberculosis 
ward  of  the  City-County  Hospital  are  made  by  Dr. 
J.  W.  Laws. 

IV 

“To  continue  work  with  James  Abernathy  of  the 
State  Rehabilitation  Office  for  more  rehabilitation  of 
tuberculosis  patients.” 

Mr.  Abernathy  is  a board  member  of  the  El  Paso 
Tuberculosis  Association,  and  works  in  close  co- 
operation with  Dr.  J.  W.  Laws  and  Mrs.  Elizabeth 
Abbott  in  the  rehabilitation  of  all  patients.  We  all 


agree  that  rehabilitation  should  begin  with  diagnosis, 
and  we  hope  that  some  day  that  may  be  possible. 

V 

“Build  up  and  further  the  Chirstmas  Seal  Sale  by 
all  possible  means.” 

Our  Seal  sale  mailing  list  was  increased  from 
18,491  in  1947  to  22,363  in  1948.  New  names  were  se- 
cured from  the  telephone  directory,  the  commercial  re- 
corder, and  as  an  experiment,  a few  names  were  taken 
from  the  better  addresses  out  of  the  city  directory. 
El  Paso  has  the  peculiar  situation  that  23%  of  its 
new  names  in  the  telephone  directory  change  every 
six  months  so  that  our  phones  do  not  yield  as  much 
as  they  should.  The  commercial  recorder  with  its 
new  meter  installations,  new  car  registrations,  and 
birth  records,  furnished  us  with  a list  which  paid  off 
equally  well  with  the  phones.  Our  experiment  with 
the  city  directory  names  will  NOT  be  repeated. 
(It  was  sad). 

VI 

“Put  into  practice  the  constructive  suggestions 
offered  by  the  State  and  National  Tuberculosis  Asso- 
ciations for  a better  program  and  better  means  of 
accomplishing  the  ultimate  and  desired  results.” 

Upon  the  suggestions  of  Miss  Clarissa  Boyd,  Na- 
tional Tuberculosis  Association  field  worker,  the  El 
Paso  Tuberculosis  Association  revised  its  constitu- 
tion and  by-laws  during  1948.  A copy  of  the  revision 
is  filed  with  Miss  Pansy  Nichols  of  the  Texas  Tuber- 
culosis Association. 

R.  C.  Ortega,  during  the  year,  made  two  visits  to 
El  Paso  to  help  further  the  tuberculosis  control  work 
with  the  Spanish-American  groups,  and  to  re-organize, 
on  a different  basis,  the  Pan-American  Health  Coun- 
cil. Mr.  Ortega  has  been  most  helpful,  and  we  hope 
we  can  have  his  services  often. 

Mrs.  Ada  Yerwood,  Texas  Tuberculosis  Associa- 
tion worker  for  negro  groups,  paid  her  first  visit  to 
El  Paso,  this  year.  Mrs.  Yerwood  was  impressed  by 
the  work  being  done  bv  the  negro  group  here,  and 
made  some  very  constructive  suggestions  for  the  co- 
operative work  between  this  group  and  the  El  Paso 
Tuberculosis  Association.  These  suggestions  are  now 
under  consideration  by  the  executive  committee,  and 
recommendations  will  be  offered  to  the  Board  of 
Directors  in  the  near  future. 


The  mobile  x-ray  truck  and  trailer  unit  belonging  to  El  Paso  Tuberculosis  Association 
which  services  all  schools  and  other  organizations  in  a three-county  area. 
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THE  PATIENT  RETURNS  HOME 

By  Maxwell  Rosenblatt,  M.  D. 

Both  The  Individual  Discharged  From  Sanatorium  And  The  Community  To  Which 
He  Returns  Are  Responsible  For  After-Care  And  Rehabilitation  in  Tuberculosis 


(Reprinted  from  the  J . C.  R.  S.  Bulletin ) 

If  it  is  true  that  a chief  function  of  sanatorium 
treatment  is  the  health  education  of  the  patient,  then 
it  is  proper  to  consider  his  discharge  from  the  sana- 
torium as  a commencement,  the  same  as  graduation 
from  school  is  a commencement.  By  the  time  of  his 
discharge  he  should  have  learned  certain  fundamental 
facts  about  tuberculosis.  But  more  than  this,  he 
should  have  learned  how  to  live  with  his  disease  — 
so  that  it  may  be  that  life  becomes  richer,  not  in  spite 
of  his  sanatorium  stay,  but  because  of  it. 

Life  in  a hospital  (and  it  might  be  wiser  to  use 
this  word  in  place  of  sanatorium  for  it  comes  closer 
to  the  modern  attack  on  tuberculosis)  is  not  a real 
efficiency  test,  nor  is  it  meant  to  be.  It  is  only  a 
preparation  and  a beginning  for  life.  The  patient  has 
learned,  if  he  will,  how  to  use  his  body  with  intelli- 
gence and  moderation.  Life  in  the  hospital  is  not 
sharplv  cut  off  from  life  outside.  There  is  a blending. 
But  the  real  test  is  after  discharge. 

PATIENTS'  QUESTIONS 

Now  the  patient  about  to  be  discharged,  or  con- 
sidering discharge,  may  want  to  know  what  he  can 
do  to  stay  well,  and  if  there  is  anything  he  can  do 
to  make  his  chances  of  staying  well  better.  It  should 
he  stressed  that  the  answers  to  these  questions  are 
different  for  each  patient.  Just  as  when  he  enters 
the  sanatorium  his  treatment  is  mapped  out  for  him 
on  an  individual  basis  so  when  he  leaves  advice  is 
given  to  him  specifically.  But  there  are  a few  gen- 
eralities of  which  we  can  speak. 

The  patient  who  leaves  with  the  consent  of  the 
staff  has  a better  chance  of  remaining  well  than  the 
one  who  leaves  against  advice.  This  has  been  proven 
statistically  by  the  fact  that  more  of  the  latter  suffer 
relapses  than  the  former.  The  patient  who  leaves 
against  advice  is  pitting  his  judgment  and  knowledge 
of  his  disease  against  the  staff.  The  doctors  do  not 
claim  omniscience,  but  the  patient  that  disregards 
their  advice  lengthens  odds  against  himself.  We  can 
say  that  the  more  completely  tuberculosis  is  arrested 
at  the  time  of  discharge  the  better  is  the  chance  that 
the  patient  will  not  have  a breakdown. 

ONE  DOCTOR 

The  patient  after  discharge  should  choose  one 
doctor  or  one  clinic  and  stick  to  his  choice.  As  a 
general  rule  it  is  an  unwise  policy  to  shop  around  for 
medical  advice.  There  may  be  reports  that  conflict 
and  only  serve  to  confuse  the  patient,  because  he  does 
not  permit  anyone  sufficient  time  to  study  him  thor- 
oughly. After  he  has  made  his  choice,  the  patient 
should  follow  the  instructions  of  his  doctor  or  clinic. 

Each  day  following  discharge  that  the  patient  re- 
mains well  increases  his  chances  of  staying  that  way. 
Most  of  the  relapses  occur  during  the  first  year  after 
discharge,  and  a lesser  number  in  succeeding  years. 
If  a patient  has  been  all  right  for  two  years  after 
leaving  the  sanatorium  his  chances  of  staying  this 
way  are  good.  A frequent  question  of  the  patient 
about  to  be  discharged  is  “How  much  can  I work?” 
Generally  speaking  lie  should  work  and  rest  as  much 
as  he  did  during  the  last  few  months  of  his  sanatorium 
stay.  His  doctor  on  the  outside  will  then  increase 
his  work  hours  if  he  thinks  this  advisable. 


COMMUNITY  RESPONSIBILITY 

Thus  far  we  have  talked  about  the  patient’s  respon- 
sibility once  he  leaves  the  sanatorium.  But  the  com- 
munity has  a responsibility,  too.  The  patient  needs 
not  only  sympathy,  a very  cheap  commodity,  he  needs 
understanding,  at  times,  a helping  hand.  He  needs 
and  wants  a friendly  environment,  not  a fearful  and 
hostile  one.  As  an  example,  it  is  wrong  if  the  dis- 
charged patient  can  obtain  work  only  by  hiding  his 
health  history.  The  employer,  then,  is  a factor  in 
the  patient’s  readjustment.  But  so  are  all  the  living 
conditions  at  home.  What  kind  of  housing  is  avail- 
able or  can  he  have?  Can  the  proper  food  be  ob- 
tained in  adequate  amounts? 

You  see,  besides  medical  care,  sociology  and  in- 
dustrial management  enter  into  the  after-care  of  tuber- 
culosis. We  come  to  realize  the  role  of  the  com- 
munity in  the  finding  of  a person  with  tuberculosis. 
We  must  realize  the  community’s  important  part  in 
the  rehabilitation  program. 

We  are  seeking,  of  course,  in  our  tuberculosis 
control  program  a biological  “cure”  for  the  patient. 
That  is,  we  want  to  make  his  sputum  free  from 
tubercle  bacilli.  But  besides  this  there  is  a large 
field  of  the  social  adjustment  of  the  patient.  And  it 
is  because  tuberculosis  is  not  an  isolated  problem  but 
has  rather  in  its  totality  a social  and  economic  back- 
ground, that  the  community  must  play  a leading  role 
in  its  eradication. 


GUEST  SPEAKERS  NAMED  FOR 
NEW  MEXICO  SOCIETY  MEETING 

The  list  of  major  guest  speakers  for  the  annual 
meeting  of  the  New  Mexico  Medical  Society,  May-4-6 
in  Milton  Hall  of  New  Mexico  Agricultural  and  Me- 
chanical College  in  Las  Cruces,  has  been  completed. 

The  list  is  designed  to  be  attractive  not  only  to 
members  of  the  New  Mexico  Society  but  to  out-of- 
state  physicians  from  Arizona,  West  Texas,  and  the 
northern  states  of  Mexico.  A large  attendance  from 
the  Southwest  is  anticipated. 

The  speakers  will  be: 

Dr.  Allen  J.  Enelow,  member  of  the  faculty  of  the 
Menninger  School  of  Psychiatry  and  member  of  the 
psychiatric  staff  of  Winter  Veterans  Administration 
Hospital,  Topeka,  Kansas. 

Dr.  Russell  J.  Blattner,  pediatrician  of  Baylor 
University  College  of  Medicine,  Houston,  1 exas. 

Dr.  Willard  R.  Cooke,  professor  of  obstetrics  and 
gynecology,  University  of  Texas  Medical  Branch, 
Galveston,  Texas. 

Dr.  Nathan  A.  Womack,  department  of  surgery, 
University  Hospitals,  Iowa  City,  Iowa. 

Dr.  J.  S.  Speed,  orthopedist,  member  of  the  Camp- 
bell Clinic,  Memphis,  Tenn. 

Dr.  Henry  M.  Winans,  professor  of  medicine, 
Southwestern  Medical  Foundation,  Dallas,  1 exas. 

Leland  S.  Evans,  M.  D.,  Las  Cruces  N.  M. 

Regional  Editor 
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MESA’S  SOUTHSIDE  DISTRICT  HOSPITAL 


Southside  District  Hospital,  Mesa,  Arizona. 


Southside  District  Hospital  was  chartered  as  a 
non-profit  general  hospital  in  1922.  During  the  early 
years  its  functions  were  carried  on  in  an  old  two-story 
home;  and  it  was  1935  before  the  first  brick  wing 
was  built.  Additional  construction  in  recent  years  has 
increased  its  capacity  to  120  beds,  and  24  bassinets. 

The  new  obstetrical  unit,  opened  in  March,  1949, 
provides  the  finest  facilities  for  the  care  of  mother 
and  baby.  There  are  twenty-two  beds  in  bright  and 
attractive  rooms,  four  labor  beds,  two  air-conditioned 
delivery  rooms  of  tbe  most  modern  type,  24  bassinets, 
nursery,  isolation  nursery,  and  spacious  work-rooms. 

Recently  completed  alterations  have  doubled  the 
space  provided  for  laboratory  and  X-Ray  facilities, 
as  well  as  providing  a well-equipped  25  bed  pediatric 
unit.  Plans  for  new  X-Ray  diagnostic  and  therapy 
equipment  have  been  approved,  and  orders  are  to  be 
placed  at  an  early  date. 

In  January  of  this  year  the  Board  of  Trustees 
appointed  Dr.  Lloyd  C.  French,  former  Administrator 
of  Knickerbocker  Hospital  in  New  York  Cityr,  as  Ad- 


ministrator of  Southside  District  Hospital.  Born  on  a 
Wisconsin  dairy  farm,  he  attended  the  public  schools, 
and  was  graduated  from  Ripon  College  with  an 
A.  B.  degree. 

After  several  years  experience  as  a teacher  and 
salesman,  Dr.  French  entered  the  graduate  school  of 
the  University  of  Pittsburgh,  receiving  the  degree  of 
Doctor  of  Philosophy  in  Administration  in  1932.  He 
has  served  in  various  administrative  posts  in  Pennsyl- 
vania and  New  York  before  assuming  his  present 
position. 

A.  J.  FILLMORE,  M.  D. 

Regional  Editor 


SOUTHWESTERN  MEDICINE  takes  pleasure  and  satis- 
faction in  extending  the  most  sincere  felicitations  to  officials 
and  staff  of  Mesa’s  Southside  District  Hospital  on  the  great 
strides  taken  in  providing  improved  health  and  medical 
facilities  for  the  people  of  their  area.  It  is  fust  such  con- 
crete achievements  as  these  which  represent  the  most  valu- 
able insurance  against  the  encroachments  of  socialized  medi- 
cine. — The  Editors. 


NEW  MEXICO  COUNTY 
OFFICERS  TO  CONFER 

County  and  state  problems,  plans,  and  objectives 
for  the  coming  year  will  be  discussed  at  the  first 
annual  conference  of  new  county  society  presidents 
and  secretaries  February  11  in  Albuquerque.  The 
Conference  will  begin  with  a luncheon  in  the  Greer 
Room  of  the  Hilton  Hotel. 

Reports  will  be  given  by  A.  S.  Lathrop,  M.  D.. 
Chairman  of  the  Legislative  and  Public  Policy  Com- 
mittee; Stuart  W.  Adler,  M.  D..  Chairman  of  the 
Rural  Health  Committee;  R.  L.  Young,  M.  D.,  Chair- 
man of  the  Basic  Science  Committee;  and  C.  P. 
Bunch,  M.  D.,  Chairman  of  the  Public  Relations 
Committee. 

John  Simms,  Jr.,  Speaker  of  the  State  House  of 
Representatives,  will  speak  on  “Effective  Lobbying,” 
and  Keen  Rafferty,  secretary  of  the  New  Mexico  Press 
Association,  will  discuss,  “You  and  Your  Local 
Editor.” 

“Medical  Public  Relations”  will  be  discussed  by 
Dick  Graham,  Executive  Secretary,  Oklahoma  State 
Medical  Association,  after  the  banquet  in  the  evening, 
which  will  conclude  the  meeting. 


RECENT  CLINICAL  STUDIES 
WITH  PARA-AMINOBENZOIC  ACID 

“Para-aminobenzoic  acid  in  the  form  of  sodium 
para-amino-benzoate  (NaPAB)  was  administered  in 
large  doses  to  thirteen  patients  with  leukemia.  Six 
patients  with  chronic  myelogenous  leukemia  had  a 
definite  decline  in  their  white  cell  count.  Transient 
clinical  improvement  was  observed  in  some  of  these 
patients.  Upon  discontinuation  of  the  drug,  leukocyte 
count  increased.  It  was  impossible  to  evaluate  the 
effects  of  NaPAB  in  the  seven  patients  who  had  other 
forms  of  leukemia  . . . 

“In  ten  of  eleven  patients  with  lupus  erythematosus 
there  was  an  improvement  in  the  skin  lesions  follow- 
ing administration  of  NaPAB.  Improvement  was 
most  marked  in  patients  who  exhibited  photosensiti- 
vity and  had  ‘active’  lesions  associated  with  burning 
and/or  itching  ....  After  NaPAB  therapy  was  dis- 
continued the  lesions  usually  reappeared.  . . . 

“It  is  emphasized  that  NaPAB  is  not  a cure  for 
these  varied  conditions  of  unknown  etiology.  These 
findings,  however,  along  with  orevious  observations, 
indicate  a broad  range  of  physiologic  activity  for  this 
compound.”  — Zarafonetis,  C.  J.  D.,  Am.  J.  Med. 
5;4:625  (Oct.),  1948. 
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BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVfCE 

“CADILLAC” 

108  South  Yale  Street  4571  Albuquerque,  N.  M. 


Ambulance  Service  at  All  Hours 

We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

Raster  & Maxon 

MCKEE’S  PRESCRIPTION  PHARMACY 

El  Paso,  Texas  2-3431 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 

CAFERGONE" 

. . . EFFECTIVE  ORAL  TREATMENT  OF 
MIGRAINE  AND  OTHER  HEADACHES 

CAFERGONE  is  an  association  of  ergotamine  tartrate  1 mg.  and  Caffeine  alkaloid  100  mg. 
CAFERGONE  (experimentally  known  as  EC-110)  has  proved  to  be  an  effective  agent  in  the  oral 
treatment  of  vascular  headache  such  as  migraine,  migraine  equivalents,  histaminic  cephalgia  and 
"tension  states”. 

BIBLIOGRAPHY 

1.  Horton,  B.  T.;  Ryan,  R.,  and  Reynolds,  J.  L.;  Clinical  Observations  on  the  Use  of  EC-110,  a New  Agent 
for  the  Treatment  of  Headache.  Proc.  Staff  Meet.,  Mayo  Clinic,  March  3,  1948. 

2.  Friedman,  A.  P.,  and  Brenner,  C.;  Treatment  of  the  Migraine  Attack.  Am.  Practitioner,  March  1948. 

3.  Hansel,  F.  K.;  The  Treatment  of  Headache.  Annals  of  Allergy,  March-April,  1949. 

4.  Kadish,  A.  P. ; Clinical  Observations  on  the  Use  of  EC-110  in  Various  Types  of  Headache.  General  Practice 
Clinics,  April,  1949. 

5.  Ryan,  R.  E.;  Cafergone  for  Relief  of  Headache.  Postgrad.  Medicine,  April,  1949. 

6.  Moench,  Louis  G.;  Clinical  Use  of  EC-110  (Cafergone),  a New  Headache  Remedy.  Dis.  Nerv.  System, 
May,  1949. 

Available  in  tablets;  bottles  of  20,  50,  100,  500  and  1,000 

LITERATURE  AND  SAMPLES  ON  REQUEST 

SANDOZ  PHARMACEUTICALS 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC.  WEST  COAST  OFFICE 

450  Sutter  Street  San  Francisco  8,  Calif. 
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Antistine-Privine 


A combination  of  an  Antihistaminic  and  Vasoconstrictor 


Antistine-Privine  gives  prompt,  pro- 
longed relief  from  allergic  nasal  mani- 
festations accompanying  the  common 
cold  and  in  hay  fever. 

This  new  synergistic  combination 
contains  the  effective  antihistaminic, 
Antistine,  to  block  the  congestive 
action  of  histamine  and  the  most 
potent  vasoconstrictor,  Privine,  to 
shrink  the  nasal  mucosa. 

It  has  been  established  that  "the 
decongestant  action  of  Antistine- 
Privine  on  the  allergic  nasal  mucosa  in 


many  instances  appears  to  be  more 
intense  and  prolonged  than  from  either 
solution  alone.’"1 

Privine  is  still  available,  of  course, 
for  use  in  those  conditions  where  the 
antihistamine  component  is  consid- 
ered unnecessary. 

ANTISTINE-PRIVINE,  aqueous  solution  of  Antistine  0.5%, 
and  Privine  0.25%,  in  bottles  of  1 fl.  oz.  with  dropper. 
DOSAGE:  2 to  3 drops  in  each  nostril  3 or  I times  daily. 

PRIVINE  hydrochloride,  0.05%  solution  in  1 oz.  dropper 
bottles  for  prescription;  0.1%  solution  reserved  for  office 
procedures,  in  1 pint  bottles  only. 


1.  Friedlaender  & Friedlaender:  Amer.  Pract.  2:643,  June,  10  W 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


ANTISTINE  (brand  of  antazoline);  PRIVINE  (brand  of  naphazoline)  • Trade  Marks  Reg.  U.S.  Pat.  Off.  2/1604M 
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The  McMath 
Co.,  Inc. 

& iBoolc  HdlucIuz^ 

Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


DIAL  3-3681 


Wyoming  at  Cotton  El  Paso,  Texas 


The  Place  Men  Go 
For  The  Brands  They  Know 

HART,  SCHAFFNER  & 

MARX  CLOTHES 
G.  G.  G.  CLOTHES 
WALK  OVER  SHOES 
STETSON  HATS 
MALLOY  HATS 
MANHATTAN  SHIRTS 
ARROW  SHIRTS 
INTERWOVEN  SOX 
B.  V.  D.  SPORTSWEAR 


_ 

K 

_ 

1 

Hyi. 

U\J 

216  East  San  Antonio  Street 
Dial  2-2433 
El  Paso,  Texas 

Mail  Orders  Promptly  Handled 


ROYCE  LODGE  and  BYTH 

710-720  Broadway 

Hot  Springs,  New  Mexico 

Royce  Lodge,  offers  you  ultra-modern  spacious 
apartments,  ecjuipped  with  modern  furnishings, 
electric  range,  refrigeration,  air  conditioned  for 
summer,  radiant  heat  for  winter.  Reasonable 
rates. 

L.  F.  MORRIS  — owner  b mgr. 

PHONE  335 


Royce  Bath,  offers  you  individual  private  baths 
— sanitary  tile  tubs,  competent  courteous  at- 
tendants. Baths  are  administered  according  to 
physicians  prescription.  You  are  invited  to 
inspect  our  place  at  any  time. 

W.  A.  NEVILLE,  mgr. 

PHONE  336 
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An  Aid  to  Better  Health . . . 

CERTIFIED  PASTEURIZED  FAT-FREE  MILK  is  designed  for  those 
who  can  assimilate  no  fats  in  their  diets.  Fat-free  Milk  is  whole- 
some and  pure— another  of  Price's  famed  Certified  Milks.  Recom- 
mend it  with  confidence. 

Fortified  With  Extra  Units  of  Vitamins  "A"  and  "D" 


Southwest  Air  Rangers 

AIR 

AMBULANCE  SERVICE 


ANYWHERE 


ANY  TIME 


PHONE  3-2072 


DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 

RYAN  NAVION 
SALES  & SERVICE 


SOUTHWEST  AIR  RANGERS 

EL  PASO  MUNICIPAL  AIRPORT 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 

Prompt  24 -Hours 

Martin-Mellinger 
Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 

Only  at  the  Popular  in  El  Paso! 

A.  G.  Spalding  Sports  Equipment 
MEN'S  STORE 

Popular  Dry  Goods  Co. 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


It  ’s 

Sweeney  s 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


HARDING  AND 

ORR 

Ambulance  Service 

• 

320  Montana 

3-1646 

EL  PASO,  TEXAS 

GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Delivery 
PHONE  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


GUNNING  & CASTEEL 

DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS 

YSLETA,  TEXAS 
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MAICO 

OF  EL 

PASO 

★ Hearing  Aids 

★ Audiometers 

★ Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

F O 
R E 


R SMOOT 
MUSCLE 
L A X A T I O 


II 

n 


Largest  Hot  Mineral  Water  Bath 
Establishment  in  New  Mexico 

THE  YUCCA  LODGE 

HOT  SPRINGS,  NEW  MEXICO 


THE  GRAY  AUDO GRAPH 

The  SOUNDWRITING  method  of  keeping  MEDICAL  RECORDS 
The  world's  finest  DICTATING  MACHINE 

P.  0.  Box  910  Lubbock,  Texas 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

212S  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


Motor  Manor 

Motel 

Hot  Springs,  N.  M. 

NEWEST  AND  FINEST 

• 

• Hot  mineral  baths  in  a new,  separate 
bath  house  or  in  apartments ; physiother- 
apy; colonics;  air  conditioning;  radiant 
heat;  kitchen  facilities;  telephone  in  each 
room. 

Complete  co-operation  with  physicians 

At  4200  feet  in  80  per  cent  sunshine  belt 

• 

Hunting  and  Fishing 
Write  to 

Opal  R.  Sparlin 

Motor  Manor  Motel 

601  Main  St.,  Box  348,  Hot  Springs,  N.  M. 
PHONE  228 


The  Antispasmodic 


Combining 

Potency 


with 


Safety 


single 

synthetic  drug, 
providing  a potent 
antispasmodic  action 


In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 


Available  in  plain  tablets  or  with  % Gr.  Phenobarbital. 

MISSION 
PI1  ARM  AC  A L CO. 

San  Antonio  6,  Texas 
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PHONE 
888  1 


In  Albuquerque,  The  Bulwark 
Of  Professional  Pharmacy 


is 


PHONE 
888  1 


Lobby  — FIRST  NATIONAL  BANK  BUILDING 
Albuquerque,  New  Mexico 


To  Save  Precious  Moments... 

FLY  AIR  AMBULANCE 

Champ’s  Air  Ambulance  Service  is  your  answer 
in  an  emergency.  For  speed,  comfort,  privacy, 
and  economy,  too.  Champ’s  can't  be  beat.  They 
use  dependable  Cessna  195  s exclusively.  Fly 
your  patient  safely  and  comfortably  with  Cessna. 
Large  door  and  high 
wing  of  the  Cessna 
195  make  stretcher 
and  patient  loading 
easy  — no  climbing, 
juggling,  or  jostling 
to  get  patient  into 
the  plane. 


DAY  3-4282  — NIGHT  5-6567 

Municipal  Airport  El  Paso,  Texas 


For  Your  Convenience 
Use  Our  Handy  Charge-A-Plate  Service! 

The  White  House 

El  Paso,  Texas 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Arts  Bldg. 

P.  O.  Box  1053 
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CASA  GRANDE  CLINIC 

THIS  SPACE 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

FOR  SALE 

— GENERAL  PRACTICE  — 

Phones  4495  - 4496 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

J.  A.  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY.  X-RAYS 

THIS  SPACE 

1009  Mills  Bldg.  3-1051  El  Paso,  Texas 

FOR  SALE 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

P.  C.  CORNISH,  M.  D.,  F.  A.  C.  S. 

PHONE  2-9312 

GENERAL  SURGERY 

1017  First  National  Building  El  Paso,  Texas 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

BRANCH  CRAIGE,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

1018  Mills  Building  El  Paso,  Texas 

800  Montana  Street  3-6931  El  Paso,  Texas 

DRS.  BRECK,  BASOM  AND  LEONARD 

PRACTICE  LIMITED  TO 
ORTHOPAEDIC  SURGERY 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

520  Montana  Street  3-1671  El  Paso,  Texas 

215  First  National  Bldg.  3-2161  El  Paso,  Texas 

BUTLER  CLINIC 

GENERAL  MEDICINE  GENERAL  SURGERY 

THIS  SPACE 

OBSTETRICS  PEDIATRICS 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

FOR  SALE 

BASIL  K.  BYRNE,  M.  D. 

L.  0.  DUTTON,  M.  D. 

PEDIATRICS 

ALLERGY 

800  Montana  Street  3-1651  El  Paso,  Texas 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

ORTHOPEDIC  SURGERY 

ALLERGY 

DISEASES  OF  THE  CHEST 

First  National  Building  3-3421  El  Paso,  Texas 

1025  First  National  Bank  Bldg. 
El  Paso,  Texas 

WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


Page  60 


SOUTHWESTERN  MEDICINE 


FEBRUARY,  1950 


Southwestern  Physicians’  Directory 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

INTERNAL  MEDICINE 

706  West  Second  Street  2275  Roswell,  New  Mexico 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

314  Banner  Building  3-5881  El  Paso,  Texas 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 
WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

THIS  SPACE 
FOR  SALE 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

ROBERT  FRIEDENBERC,  A.B.,  M.D. 

(Certified  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

H.  M.  GIBSON,  M,  D. 

PRACTICE  LIMITED  TO  UROLOGY 
209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

THIS  SPACE 
FOR  SALE 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 

701  First  National  Building  2-6221  El  Paso,  Texas 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  0. 

DRS.  JELSO  & CORCORAN 

DISEASES  OF  THE  SKIN 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

H.  C.  JERNIGAN,  M.  D. 

DISEASES  OF  THE  CHEST 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

THIS  SPACE 
FOR  SALE 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5400  El  Paso,  Texas 

WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


FEBRUARY,  1950 


SOUTHWESTERN  MEDICINE 


Page  61 


Southwestern  Physicians’  Directory 

G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  El  Paso,  Texas 

BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S.,  F.  1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
(Certified  by  American  Board  of  Opthalmology) 
(Certified  by  American  Board  of  Otolaryngology) 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ES0PHAG0SC0PY 
605  Professional  Building  3-8209  Phoenix,  Arizona 

THIS  SPACE 
FOR  SALE 

THIS  SPACE 
FOR  SALE 

TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

1031  First  National  Bldg.  El  Paso,  Texas 

VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 
MILLS  BUILDING  2-3459 

AND 

800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS 

ALEX  G.  MARSHALL,  M.  D. 

DIAGNOSIS  AND  INTERNAL  MEDICINE 
1303  First  National  Building  3-7621  El  Paso,  Texas 

1.  J.  MARSHALL,  M.  D. 

STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 

H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 
310  Banner  Bldg.  3-4478  El  Paso,  Texas 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

PHONES 
633  — 460  — 201 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 

THIS  SPACE 
FOR  SALE 
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S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

THIS  SPACE 
FOR  SALE 

202  Banner  Building  3-3551  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

M.  A.  TANNY,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

ALBUQUERQUE  MEDICAL  CENTER 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
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One  Pondet 
provides 
high  local 
penicillin  levels 
lasting 
a half-hour 


20,000 
units 
of 

penicillin 
in  a 

slowly-dissolving 
hard  candy 
base 


They  look  and  taste  delicious  and  are / 
welcomed  by  young  or  old — assurance 
that  your  patients  will  follow  the 
prescribed  dosage  regimen. 

PONDETS*  PENICILLIN  TROCHES 

For  local  treatment  and  prophylaxis 
of  oral  infections  caused  by  penicillin- 
sensitive  organisms. 


Incorporated,  Philadelphia  3,  Pa. 
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' v 1/|  ideal  antiseptic  in 


SODI 


(Sodium  SUEAM YD®) 


• . . acute  and  chronic  infections 
of  the  conjunctiva  99 1 


SULFACETIMIDE 
SOLUTION  30% 


Eye  Drops 


Dosage:  One  drop  in  affected  eye  every 
two  or  three  hours,  reducing  frequency  as 
improvement  occurs. 

Also  available  are  Sodium  Sulfacetimide 
Ophthalmic  Ointment  10%  and 
Sodium  Sulfacetimide  Nasal  Solution 
10%.  The  latter  is  effective  for  temporary 
relief  of  symptoms  of  rhinitis  and  as  an 
aid  for  prevention  of  its  complications. 


Bibliography:  (1)  Mayer,  L.  L. : Arch.  Ophth. 
39:232,  1948.  (2)  Robson,  J.  M.,  and  Tebrich,  W. : 
Nature,  London  148: 695,  1941.  (3)  Robson,  J.  M. 
and  Tebrich,  W. : Brit.  M.  J.  1. 687,  1942.  (4) 
Helmholz,  H.  F. : Proc.  Staff.  Meet.,  Mayo  Clin. 

17: 529,  1942.  (5)  Alvaro,  M.  E. : Am.  J.  Ophth. 
28: 497,  1945.  (6)  Hirsch,  J.:  Compt.  rend.  Soc.  Turq. 
d.  sc.  phys.  et.  nat.  (13),  1945-6.  (7)  Dickson, 

R.  M.:  Brit.  J.  Ophth.  26: 529,  1942.  (8)  Kuhn, 

H.  S. : Tr.  Am.  Acad.  Ophth.  (May-June)  1946. 


* it  is  the  only  sulfonamide  which  can  be  pre- 
pared in  concentration  as  high  as  30  per  cent. 

* it  penetrates  ocular  tissues  rapidly,  appearing 
within  the  substance  of  the  cornea  in 
fifteen  minutes.2,3 

* it  has  a broad  antibacterial  spectrum 
encompassing  all  common  eye  pathogens.4'1' 

* it  is  safe;  systemic  absorption  from  topical 
application  is  nil,  and  allergic  reactions 
are  rare. 

* it  produces  no  local  irritation 
or  tissue  damage. 1,8 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


SODIUM  SULFACETIMIDE  SOLUTION  307< 


GROWS  with  your  requirements 
SAVES  future  costs! 


KELEKET’S  REVOLUTIONARY 


COMBINATIONS 


One  basic  fable  and 
unique  floor-fo-ceiling 
fubesfand  adaptable  to 
1 5 MA,  30  MA  or 
100MA  power 
capacities  . . . 


• 

Choose  the  combina- 
tion to  suit  your 
practice! 


Illustration  above  shows  100MA  Combination  with  the  basic  table  and  Floor-to-Ceiling 
tubestand.  This  combination  includes  the  famous  Keleket  Multicron  Generator. 


Keleket  has  developed  a FULL  SIZE  Standard  Tilting  Table 
with  a completely  new,  highly  flexible  Floor-to-Ceiling 
tubestand.  This  basic  X-ray  equipment  is  equally  adaptable 
for  either  15MA,  30MA  or  100MA  tube  and  generating 
units. 

GROWS  WITH  YOUR  REQUIREMENTS 

Start  out  with  the  simplest  15MA  tubehead;  then  at  a future 
date  change  to  a 30MA  tubehead,  if  you  desire.  Whenever 
you’re  ready,  step  up  to  a 100MA  generating  unit. 

FUTURE  COSTS  SAVED 

Throughout  all  interchanges  you  retain  the  same  Keleket 
Table  and  Tubestand.  This  means  you  eliminate  one  of  the 
biggest  cost  factors  in  equipment — new  table  and  tubestand 
costs  as  you  step  up  your  tube  capacity  and  power. 


And,  your  original  investment  is  never  lost  — Keleket  of- 
fers generous  allowance  on  the  equipment  you  interchange. 

FULL  RADIOGRAPHIC-FLUOROSCOPIC  FACILITIES 

Perform  radiography  in  horizontal  and  trendelenburg  posi- 
tions, vertical  and  horizontal  fluoroscopy.  Swing  tubehead 
away  from  the  table  and  radiograph  stretcher  cases  on  the 
opposite  side.  If  you  want  a bucky  diaphragm,  even  the 
lowest  cost  unit  is  equipped  to  accommodate  one. 

“Telephone  or  write  for  complete  details.” 

THE  SOUTHWESTERN  SURGICAL  SUPPLY  CO, 

414  Mills  Street  El  Paso,  Texas 

131  North  First  Street  Phoenix,  Arizona 

202  North  Stone  Avenue  Tucson,  Arizona 
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Wide  antibacterial  activity,  low 
toxicity  and  virtual  elimination  of 
I renal  complications  distinguish  the 

t use  of  Gantrisin*  'Roche’,  a new  and 

t remarkably  soluble  sulfonamide.  Highly 

t effective  in  urinary  as  well  as  systemic 

l infections,  Gantrisin  does  not  require 

l alkali  therapy  because  it  is  soluble 

j even  in  mildly  acid  urine.  More  than 

■ 20  articles  in  the  recent  literature 

1 attest  its  high  therapeutic  value  and 

l the  low  incidence  of  side-effects. 

1 

l Gantrisin  is  now  available  in  0.5  Gm 

I 

* tablets,  as  a syrup,  and  in  ampuls. 

I Additional  information  on  request. 

I 

l HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 

t 

I 

Gantrisin 

* Brand  of  sulfisoxazole  ( 3,4-dimethyl - 
l 5-sulfanilamido-isoxazole ) 

'Roche' 

i 
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ff. . . about  30%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  cause,,x 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stress  is 
effected  via  both  branches  of  the  autonomic  nerv- 
ous system.  Therefore,  treatment  consists,  where 
possible,  in  removal  of  the  emotogenic  factor 
( practical  psychotherapy ) and  the  "partial  block- 
ade” of  the  efferent  autonomic  pathways.  The 
family  physician  is  well-qualified  to  help  these 
patients;  his  advice  will  do  much  to  achieve  the 
desired  change  in  habits  and  to  avoid  unhealthy 
situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
ergotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 


Karnosh  and  Zucker 2 state  that,  "Probably  the  best  medica- 
tion for  all  neurovegetative  disorders  is  a combination  of: 
(a)  bellafoline  . . . (b)  ergotamine  tartrate  . . . (c)  pheno- 
barbital . . . A good  commercial  preparation  of  these  ingredi- 
ents is  a tablet  called  bellergal  . . . The  adult  dose  of 
bellergal  is  3 or  4 tablets  daily.”3 

BIBLIOGRAPHY 

1.  WILLIAMS,  V.  P. : New  England  J.  Med.  236 : 322,  1947. 

2.  KARNOSH,  L.  J.  and  ZUCKER,  E.  N.:  A.  Handbook  of  Psy- 
chiatry, St.  Louis,  Mosby,  1945. 


Sandoz 

Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


An  Aid  to  Better  Health . . . 

CERTIFIED  PASTEURIZED  FAT-FREE  MILK  is  designed  for  those 
who  can  assimilate  no  fats  in  their  diets.  Fat-free  Milk  is  whole- 
some and  pure— another  of  Price's  famed  Certified  Milks.  Recom- 
mend it  with  confidence. 


Fortified  With  Extra  Units  of  Vitamins  "A"  and  "D" 
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* 

Hamblen,  E.  C. : Some  Aspects 
of  Sex  Endocrinology 
in  General  Practice, 
North  Carolina  M.  J. 
7:533  (Oct.)  1946. 


w Nowhere  in  medicine  are 
more  dramatic  therapeutic  effects 
obtained  than  those  which 
follow  estrogen  therapy  in  the 
girl  who  has  failed  to  develop 
sexually.  A daily  dose  of  2.5  to 
3.75  mg.  of  Tremarin’  given  in  a 
cyclic  fashion  for  several  months 
may  bring  about  striking  adolescent 
changes  in  these  individuals.”* 


Estrogenic 
Substances 
( water-soluble ) 
also  known  as 
Conjugated 
Estrogens 
(equine). 


“Premarin”— a naturally  conjugated  estrogen— long  a choice 
of  physicians  treating  the  climacteric— has  been  earning 
further  clinical  acclaim  as  replacement  therapy 
in  hypogenitalism. 

In  the  treatment  of  hypogenitalism,  “Premarin”  supplies 
the  estrogenic  factors  that  are  missing,  and  thus  tends  to 
eliminate  the  manifestation  of  the  hypo-ovarian  state.  The 
aim  of  therapy  is  to  develop  the  reproductive  and  accessory 
sex  organs  to  a state  compatible  with  normal  function. 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosages:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  “Premarin”  other  equine  estrogens... estradiol,  equilin, 
equilenin,  hippulin . . . are  probably  also  present  in 
varying  amounts  as  water-soluble  conjugates. 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  New  York 
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CAUTION! 


vitamins  being  destroyed 


All  cooks,  even  the  best,  "spoil  the  broth.” 
Available  statistics  indicate  that  vitamin  losses 
during  the  preparation  of  food  range  as  high  as 
89  percent  for  certain  water-soluble  and  heat- 
labile  vitamins.  Seasonal  variations  of  vitamin 
content  and  improper  food  selection  contribute 
further  to  a suboptimal  intake  of  essential  vitamins. 


ELSEALS  MULTICEBRI 


Prophylaxis  of  deficiencies  of  no  less  than  the 
nine  essential  water  and  fat-soluble  vitamins  is 
assured  by  the  daily  administration  of  one 
Gelseal  'Multicebrin.’  Two  to  five  Gelseals 
'Multicebrin’  each  day  are  indicated  whenever 
vitamin  deficiencies  are  complicated  by  such 
contributing  factors  as  pregnancy,  wasting  dis- 
eases, and  the  anemias. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


(PAN-VITAMINS,  LILLY) 
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EXCERPTS  FROM  THE  RECENT  TALK  OF  DR.  GEORGE 
V.  BRINDLEY,  PRESIDENT  OF  THE  TEXAS 
STATE  MEDICAL  ASSOCIATION,  BEFORE 
EL  PASO  COUNTY  MEDICAL  SOCIETY 


A large  and  enthusiastic  audience  of  physicians  and 
I auxiliary  members  were  afforded  the  unique  opportunity  of 
I hearing  Dr.  Brindley,  discuss  the  problems  confronting  the 
i medical  profession.  Dr.  Brindley  literally  is  the  pulse  of 
the  medical  profession  in  Texas.  His  ability  as  a surgeon 
and  his  great  acquaintance  with  Texas  medicine  over  a 
period  of  many  years  renders  him  particularly  qualified  to 
discuss  intimately  these  problems,  both  on  a state  and  na- 
tional debt. 

Dr.  Brindley  has  the  rare  facility  of  being  able  to  bring 
to  his  audience  the  personal  touch  of  the  physician,  and 
by  this  presented  a notable  discussion  of  many  controversial 
points. 

RELATION  OF  THE  PHYSICIAN  TO  THE 
STATE  MEDICAL  SOCIETY 

Now  the  first  objective  was  this;  that  we  should 
1 strengthen  and  increase  the  membership  and  organi- 
zation of  our  County  Medical  Societies,  and  see  to  it 
that  they  are  all  properly  chartered.  There  are  at 
this  time  about  six  thousand  members  of  our  State 
i Association;  there  are  nearly  nine  thousand  doctors 
in  Texas,  8531  to  be  exact.  That  means  this;  that 
about  one  third  of  the  doctors  in  Texas  are  not  mem- 
bers of  organized  medicine.  The  only  way  that  a 
doctor  can  be  a part  of  organized  medicine  is  through 
a County  Medical  Society,  and  that  is  the  only  way 
you  can  be  a part  of  your  State  Medical  Association; 
that  is  the  only  way  you  can  be  a part  of  the  A.M.A. 
So  I do  say  that  it  is  the  duty  of  all  our  County 
Medical  Societies  to  do  what  we  can  to  bring  all  of 
the  bona  fide  physicians  in  that  county,  or  in  the 
jurisdiction  of  that  county,  into  the  membership  of 
your  county  medical  society.  According  to  the  ethics 
of  the  American  Medical  Association  a doctor  should 
become  affiliated  with  a county  medical  society  in 
order  that  he  may  promote  the  objectives  of  that 
medical  society;  that  he  may  become  better  qualified; 
and  that  he  may  better  serve  the  people  of  the  com- 
munity. 

HEALTH  SERVICE  FOR  RURAL  COMMUNITIES 

Another  objective;  the  Association  should  provide 
better  health  service  for  the  rural  communities.  This 
certainly  is  a major  problem;  it  is  one  of  the  foremost 
important  problems  confronting  the  Association  at 
this  time.  In  addressing  the  graduating  class  at  Gal- 
veston this  part  June,  I made  the  remark  that  I hoped 
that  a number  of  the  graduating  class  would  become 
specialists  of  general  practice.  It  is  estimated  that 
probably  about  80%  of  the  health  needs  of  the  people 
can  be  met  adequately  by  the  general  practitioner,  so 
we  should  do  what  we  can  to  encourage  more  young 
men  to  become  general  practitioners  of  medicine.  In 
Kansas  they  have  done  more  than  in  any  other  one 
state  to  meet  this  need.  They  have  done  this:  they 
have  encouraged  those  communities  that  need  doctors 
to  build  small  clinics,  or  small  offices.  In  Kansas  they 
have  told  all  communities  where  doctors  are  needed 
that  they  should  interest  the  community  in  building 
a small  clinic  or  a small  office  for  a doctor,  and  then 
if  a doctor  comes  in  that  community,  make  him  part 
of  the  community,  and  take  him  into  their  community 
life. 

Down  in  Austin  this  past  week-end,  there  was  an 
executive  council  of  the  State  Federal  Association; 
and  this  resolution  was  submitted  before  the  Dele- 
gates from  Texas  to  the  American  Medical  Associa- 
tion, and  this  was  the  resolution  that’ll  come  up  in 


the  American  Medical  Association  again;  “that  every 
practitioner  of  Medicine  would  have  to  serve  one  year 
in  a town  of  5000  inhabitants  or  under  before  he  could 
be  eligible  for  any  speciality  board”.  This  was  whole- 
heartedly approved  by  the  delegates  of  the  American 
Medical  Association. 

ADEQUATE  MEDICAL  SERVICE  TO  THE 
INDIGENTS  OF  THE  STATE 

Another  objective;  the  Association  to  formulate 
a concrete,  practical,  workable  plan  that  will  bring 
adequate  medical  service  to  the  indigent  of  the  State. 
That  is  quite  important.  Maryland  has  done  more 
from  that  standpoint  than  any  other  state.  They  have 
a state  tax  to  take  care  of  the  indigent.  They  find 
that  only  about  five  per  cent  of  the  people  are  badly 
in  need,  as  indigents,  for  indigent  care.  It  might  be 
interesting  to  note  that  about  five  per  cent  of  the 
families  have  incomes  in  Texas  under  five  hundred 
dollars;  about  eleven  per  cent  have  incomes  under 
one  thousand  dollars;  about  twenty-seven  per  cent 
have  incomes  under  two  thousand  dollars.  Doctors 
should  take  this  into  consideration  in  rendering  medi- 
cal treatment.  Also  doctors  have  an  obligation  to 
meet  the  health  needs  of  the  people  of  the  state.  For 
this  reason,  in  talking  to  Dean  Calvin,  he  tells  me 
that  the  State  of  Texas  spent  from  ten  to  eighteen 
thousand  dollars.  That’s  the  point.  Now  get  this; 
they  spent  from  ten  to  eighteen  thousand  dollars  to 
educate  a doctor.  So  if  the  people  of  the  state  have 
spent  eighteen  thousand  dollars  to  educate  you,  you 
certainly  have  an  obligation  to  work  for  your  state 
in  bringing  to  the  people  of  the  state  adequate  health 
care. 

GRIEVANCE  COMMITTEE 

There  is  going  to  be  organized,  or  be  brought  up 
at  the  Flouse  of  Delegates,  at  the  next  state  meeting 
in  Fort  Worth  the  establishment  of  a Grievance 
Committee  in  Texas.  Now  that  was  first  formed  in 
Colorado.  Colorado  was  the  first  state  to  form  a 
Grievance  Committee.  That  is  a committee  wherein 
any  patient  may  make  a complaint  in  regards  to  health 
care  of  her  physician,  or  in  regards  to  fee,  or  in  re- 
gards to  emergency  calls,  and  the  Committee  has  one 
doctor  from  every  district.  If  there  is  one  complaint 
from  a certain  district,  the  Councillor  from  that  dis- 
trict could  have  no  say  in  regards  to  the  grievance  or 
complaint  of  that  one  district.  It  would  be  given  to  the 
people,  and  they  would  be  told  that  they  have  a place 
where  they  can  go  and  file  complaints,  and  have  a 
sympathetic  hearing.  That  is  going  to  come  up  at 
our  next  House  of  Delegates,  and  six  states  already 
have  it;  the  American  Medical  Association  has  ad- 
vocated the  formation  of  Grievance  Committees  in 
other  states. 

HEALTH  SERVICE  TO  THE  NEGROES  OF  THE 
STATE  OF  TEXAS 

A committee  was  formed  this  year,  consisting  of 
two  past-presidents,  two  members  of  the  Board  of 
Trustees,  two  Professors  of  Medicine,  and  a man  who 
was  reared  with  the  problems  of  the  Negroes  to  study 
the  health  care  and  to  make  recommendations  to  the 
State  Medical  Association  at  its  next  annual  meeting 
as  to  what  our  relationship  to  the  Colored  People 
should  be.  That  will  come  up  at  our  next  House  of 
Delegates  meeting.  It  might  be  interesting  also  to 
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tell  you  this.  That  at  this  time  there  is  a Negro 
studying  medicine  at  Galveston.  We  have  one  Negro 
medical  school  in  the  State.  That’s  very  new.  They 
are  affiliated  with  the  Jefferson  Davis  Hospital. 

RECOGNITION  OF  THE  PRACTICAL  NURSE 

Another  objective  that’s  worthy  of  mention  is  this. 
To  secure  through  proper  legislation,  proper  recogni- 
tion of  the  practical  nurse,  and  regulations  for  educa- 
tion and  training.  There  are  several  reasons  for  that. 
We  have  at  this  time  about  280,000  registered  accre- 
dited nurses  in  the  United  States  that  are  active.  We 
have  17,000  registered  nurses  in  Texas.  Now  in  the 
United  States  we  have  about  119,000  practical  nurses; 
we  have  4,675  in  Texas.  That  means  this;  that  ap- 
proximately one-third  of  your  nursing  personnel  are 
practical  nurses.  There  are  51  schools  in  America 
for  the  training  of  practical  nurses.  We  do  not  at 
this  time  have  any  laws  regulating  and  giving  recogni- 
tion to  the  practical  nurse  in  Texas.  We  do  believe 
that  there  are  nursing  services  than  can  be  well  per- 
formed by  the  practical  nurse,  and  thus  should  bring 
to  the  people  a more  economical  health  service.  So 
we  should  do  what  we  can  to  make  health  care  more 
economical,  and  we  do  believe  that  the  practical  nurse 
should  be  regulated  and  licensed  in  Texas. 

SOCIALIZED  MEDICINE 

Take  England;  take  New  Zealand.  Following  the 
socialization  of  medicine,  there  has  been  the  socializa- 
tion of  other  industries;  that  is  banks,  transportation, 
of  railroads,  of  steel;  and  Mr.  Bevan,  who  is  Admin- 
istrator of  Health  in  England,  made  this  statement; 
that  he  would  not  be  satisfied  until  capitalism  was 
completely  destroyed  in  England.  So  we  should  be 
concerned  not  so  much  about  the  socialization  of 
medicine;  if  that  was  all,  it  would  probably  not  be 
so  bad;  but  it’s  where  it  leads.  Always  following  the 
socialization  of  medicine,  there  has  been  a socializa- 
tion of  other  industries. 

I think  another  important  question  to  ask  is  this. 
What  is  the  economic  status  of  those  countries  where 
we  have  socialization?  We  know  that  the  economic 
status  of  all  of  the  people  of  Europe  and  of  England 
is  poor.  What  does  socialism  do?  It  destroys  initia- 
tive, self-respect,  thrift,  courage,  hope,  freedom.  It 
debases  the  moral  life  of  our  people.  It  brings  about 
waste,  want,  lower  standards  of  living,  poverty,  and 
despair.  I had  the  privilege  about  a year  ago  of 
hearing  Dr.  Jones  of  New  Zealand  describe  how 
socialism  functioned  in  New  Zealand.  It  is  gratifying 
to  know  that  just  a few  weeks  ago  New  Zealand 
repudiated  socialism.  Dr.  Jones  made  this  statement. 
“That  socialism  does  four  things:  it  increases  indo- 
lence; it  disapproves  of  the  doctrine  of  individualism, 
of  self-respect;  it  strikes  at  the  very  moral  fibre  of 
our  young  people;  and  it  destroys  character”.  He 
concluded  his  address  by  making  this  statement.  “I 
hope  that  all  of  you  will  come  up  to  me  and  tell  me 
that  you  have  enjoyed  my  address,  because  I hope  it 
will  cause  you  much  concern  because  just  eleven  years 
ago  my  country  was  just  like  your  country  is  today. 
We  didn’t  think  it  could  happen  in  New  Zealand,  but 
it  did,  and  you  people  are  much  nearer  to  socialization 
than  you  think  you  are,  and  it  makes  me  very  un- 
happy to  think  that  my  children  must  grow  up  in 
New  Zealand  under  the  influence  of  socialism”. 

ANOTHER  QUESTION 

Another  question  I think  we  might  briefly  ask  is 
this.  What  is  the  religious  status  of  those  people 
where  we  have  socialism?  We  read  frequently  in  our 
papers  about  religious  persecutions  in  Communistic 
and  Socialistic  countries  in  Europe. 

In  May  there  was  an  article  in  the  Saturday  Eve- 
ning Post  saying  that  in  Russia  the  young  people 
were  taught  that  there  was  no  God. 

Realizing  all  these  facts  I come  to  ask  you  why 
we  should  not  do  all  that  we  can,  and  why  we  should 


not  resolve  that  we  will  become  interested  in  the  M 
problems  of  organized  medicine  to  the  end  that  we  * 
may  not  only  preserve  peace  for  American  Medicine,  i 
but  that  we  may  have  a part  in  preserving  freedom 
for  the  people  of  this  nation. 

CONCLUSION 

In  conclusion  let  me  read  you  a little  comment, 
and  then  I’m  through.  Edna  St.  Vincent  Millay 
says  that  “a  nation  is  a tremendous  river  of  people, 
pushing  and  forcing  its  way  through  time.  It  can 
wind  down  through  cruel  circumstance  only  to  be 
dispersed  in  mud  and  swamps  if  the  current  of  this  i 
life  slows  down.”  That  has  happened  to  both  Ger-  : 
many'  and  Britain.  In  conclusion,  I would  say,  let  us 
not  be  dispersed  in  the  mud  and  swamps  of  socialism, 
but  rather  let  us  be  a great  people  content  to  live  on 
the  plains  and  mountains  of  free  enterprise,  being  free  i > 
to  think,  to  write  and  to  speak  our  thoughts,  to  choose  i i 
our  avocation,  to  live  in  the  place  of  our  choosing,  j I 
to  be  free  to  consult  the  lawyer,  the  dentist,  or  the 
doctor  of  our  choice,  to  have  a part  in  our  local  and 
national  government,  and  a voting  citizen,  to  have 
the  right  to  dream  dreams,  and  to  work  to  make  those 
dreams  come  true,  and  above  all  to  be  free  to  worship 
God  according  to  the  dictates  of  our  own  conscience. 

If  doctors  believe,  as  do  the  majority  of  the  Ameri- 
can people,  in  private  enterprise;  and  that  private  en- 
terprise tends  to  develop  the  best  in  the  individual, 
certainly  when  we  come  to  depend  upon  the  govern- 
ment, we  lose  our  independence.  That  is  our  free- 
dom, and  when  we  lose  freedom,  we  lose  the  joy  of 
living.  I would  urge  that  all  of  us  become  tremen- 
dously concerned  about  these  problems,  and  do  what 
we  can  to  preserve  that  freedom  which  our  fore- 
fathers fought  and  won  for  this  nation.  I thank  you  j ( 
for  your  attention. 


THE  MEDICAL  AUXILIARY 

The  El  Paso  Auxiliary  was  honored  by  the  presence 
of  Mrs.  Joseph  B.  Foster,  president  of  the  Auxiliary 
to  the  Texas  State  Medical  Association  of  Texas,  at 
their  meeting  in  El  Paso,  January  9.  Mrs.  Foster 
spoke  as  she  expressed  it,  “off  the  cuff”,  and  said  in 
part : 

“1  am  sure  it  will  be  gratifying  to  you  to  know 
that  in  Texas  both  the  Legislature  and  Senate  have 
strong  resolutions  against  any  form  of  socialized 
medicine.  Others  passing  resolutions  against  it  at 
their  national  conventions  have  been  The  Daughters 
of  the  American  Revolution,  the  National  Federation 
of  Women’s  Clubs,  the  American  Legion  Auxiliary, 
and  many  others.  These  resolutions  make  us  feel 
that  we  are  not  alone  in  this  fight,  but  surely  must 
be  the  spark  that  keeps  it  going.” 

F.  B.  I.  ACTIVITY 

Regarding  the  intimidation  of  the  medical  profes- 
sion, Mrs.  Foster  stated: 

“I  am  sure  most  of  you  know  that  in  the  recent 
weeks  the  A.M.A.  Headquarters  in  Chicago,  and  some 
sixty  other  State  and  County  Societies  throughout 
the  country  have  been  swarming  with  F.  B.  I.  inves- 
tigators, going  over  all  their  records.  Of  course  we 
know  this  is  in  retaliation  of  the  part  the  doctors 
played  in  defeating  the  President’s  re-organization 
plan.  This  makes  us  realize  just  how  dangerous  the 
situation  is  when  the  government  will  go  to  such 
lengths  to  intimidate  the  medical  profession.” 
INDIVIDUAL  RESPONSIBILITY 
“In  conclusion,  in  urging  you  to  assume  your  in- 
dividual responsibility  and  to  work  untiringly  for  the 
things  for  which  you  stand,  I would  like  to  quote  two 
little  quips  we  heard  at  the  national  meeting: 

‘People  who  do  things  make  mistakes,  but  don’t 
make  the  mistake  of  doing  nothing.’ 

‘Even  if  you  are  on  the  right  track,  if  you  sit  still 
you  will  be  run  over.’  ” 
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ARE  YOU  ASHAMED? 

Shame  implies  dishonor.  It  further  implies  con- 
sciousness of  dishonor.  The  recent  activity  of  the 
Department  of  Justice  constitutes  a severe  abuse  of 
public  power  in  the  opinion  of  the  medical  profession 
in  general.  The  current  opinion  is  simply  that  the 
attack  on  the  medical  societies  is  politically  motivated 
with  the  express  intention  of  discrediting  and  intimi- 
dating the  societies  in  the  hope  that  the  fight  against 
socialized  medicine  will  be  slackened. 

The  profession  has  in  its  ranks,  however,  physi- 
cians who  disagree,  and  the  following  letter,  written 
by  that  altruistic  proponent  of  socialized  medicine, 
our  old  friend,  Channing  Frothingham,  to  the  editor 
of  the  New  England  Journal  of  Medicine  sets  forth 
the  train  of  thought  of  these  individuals: 

A PHYSICIAN  DISAGREES 

To  the  Editor:  Fair-minded  physicians  who  are 
members  of  the  American  Medical  Association  must 
feel  ashamed  of  the  official  statement  put  out  by 
the  Board  of  Trustees  of  the  Association  in  the 
October  lb  issue  of  the  Journal,  hi  this  state- 
ment the  Trustees  accuse  the  Department  of  jus- 
tice of  the  United  States  of  waging  a campaign  to 
discredit  American  medicine  and  terrorize  physi- 
cians into  abandoning  their  opposition  to  compul- 
sory health  insurance.  A careful  perusal  of  the 
complete  statement  fails  to  show  any  concrete  evi- 
dence to  support  this  claim.  A series  of  assump- 
tions apparently  forms  the  basis  for  this  attack 
upon  the  integrity  of  the  ] list  ice  Department  of  the 
United  States. 

In  view  of  the  past  history  of  the  American 
Medical  Association  and  the  evidence  of  persisting 
activities  on  the  part  of  various  groups  in  organ- 
ized medicine,  in  violation  of  existing  laws,  to  in- 
terfere with  the  development  of  plans  to  improve 
the  delivery  of  medical  care  it  seems  that  the 
Trustees  are  not  in  a very  satisfactory  position  to 
try  to  besmirch  the  activities  of  the  Department  of 
Justice. 

Actually,  in  1938  the  American  Medical  Asso- 
ciation was  convicted  for  breaking  certain  laws  in 
the  celebrated  case  of  the  Group  Health  Service  in 
the  District  of  Columbia,  and  this  conviction  was 
eventually  upheld  by  the  Supreme  Court  of  The 
United  States.  In  this  instance  it  was  the  Ameri- 
can Medical  Association  that  was  trying  to  dis- 
credit a group  of  physicians  and  to  terrorize  physi- 
cians from  developing  a plan  to  deliver  medical 
care.  Since  then  the  Department  of  justice  has 
been  receiving  complaints  from  physicians  and  lay 
groups  that  similar  tactics  are  being  employed  by 
organized  medicine  throughout  the  country.  Inves- 
tigation has  provided  enough  evidence  of  disregard 
of  the  law  by  organized  medicine  to  make  the  De- 
partment of  justice  decide  to  bring  suit  in  two 
instances.  It  seems  only  fitting  in  view  of  these 
facts  that  the  Department  should  investigate  fur- 
ther the  numerous  complaints  that  are  made  to  it. 

To  claim  without  evidence  that  such  actions  are 
aimed  at  terrorizing  physicians  rather  than  to  com- 
pel them  to  obey  the  law  seems  quite  unworthy  of 
men  honored  by  the  medical  profession  to  hold  the 
high  office  of  Trustees  of  the  American  Medical 
Association.  I believe  the  national  medical  society 
should  urge  individual  physicians  and  organized 
groups  of  physicians  to  obey  the  laws  as  they  exist. 

If  any  group  does  not  believe  in  the  existing 
laws  it  is  fitting  that  attempts  should  be  made 
through  authorized  methods  to  change  them.  The 
profession  and  the  public  should  realize  that  there 
are  thousands  of  reputable  physicians  who  believe 


in  the  development  of  a national  health  program 
to  be  financed  in  part  by  compulsory  health  insur- 
ance such  as  President  Truman  favors .* 

Channing  Frothingham.  M.  D. 

When  Dr.  Frothingham  states  that  fair-minded 
physicians  who  are  members  of  the  American  Medical 
Association  must  feel  ashamed,  he  is  expressing  sim- 
ply his  own  opinion,  and  he  should  realize  that  the 
antonym  of  shame  is  pride,  and  truly  the  vast  major- 
ity of  the  medical  profession  are  proud  of  their  stand 
as  regards  the  Gestapo-like  methods  of  the  Depart- 
ment of  Justice. 

*(New  England  Journal  of  Medicine — Vol.  241,  Dec.  1,  1949, 
No.  22,  Page,  886.) 


A.  M.  A.  DUES 

On  the  recommendation  of  the  Board  of  Trustees, 
the  American  Medical  Association  House  of  Delegates 
has  set  A.  M.  A.  membership  dues  at  $25  for  the 
year  1950.  Prior  to  this  time,  there  have  been  no 
A.  M.  A.  membership  dues.  A physician  who  was  a 
member  of  his  local  county  and  state  societies  was 
automatically  a member  of  the  A.  M.  A.,  although 
the  latter  association  received  no  part  of  the  dues 
paid  to  the  local  society.  The  non-dues  paying  mem- 
bers of  the  past  must  be  differentiated  from  the  Fel- 
lows of  the  scientific  assembly  of  A.  M.  A.  Fellows 
have  paid  annual  dues  of  $12  as  a subscription  fee  to 
the  Journal  of  the  A.  M.  A.  Fellowship  dues  will 
remain  at  $12,  in  addition  to  the  membership  dues  of 
$25.  In  1949,  there  were  144,000  members  of  which 
81,000  were  Fellows. 

The  newly  assessed  dues  are  to  be  collected  by  the 
County  Society  Secretary,  forwarded  to  the  State 
Association  Secretary,  who  in  turn,  forwards  them  to 
the  Secretary  of  the  A.  M.  A.  Fellowship  dues  are 
to  be  paid  directly  to  the  A.  M.  A.  as  in  the  past. 
Dues  for  membership  in  the  A.  M.  A.  are  now  com- 
pulsory, as  in  any  organization,  but  a doctor  may  con- 
tinue to  be  a member  of  his  local  and  state  association 
without  being  a member  of  A.  M.  A. 

The  following  members  may  be  exempted  from 
the  payment  of  A.  M.  A.  membership  dues:  retired 
members;  members  who  are  physically  disabled;  in- 
terns; and  those  members  for  whom  the  payment  of 
such  dues  would  constitute  a financial  hardship.  No 
member  should  be  exempted  who  is  not  exempted 
from  his  county  and  state  society  dues. 

The  necessity  for  dues  to  the  A.  M.  A.  at  this 
time  should  be  obvious  to  every  doctor.  In  the  past 
the  vast  program  of  the  Association  for  the  better- 
ment of  the  health  of  the  American  people  has  been 
carried  on  by  income  from  its  various  publications 
and  from  Fellowship  dues.  This  program  has  stand- 
arized  medical  education,  eliminated  diploma-mills; 
standardized  drugs  and  physical  appliances;  elimi- 
nated charlatans  and  quacks;  standardized  hospitals 
and  brought  about  the  great  public  health  improve- 
ments of  our  generation.  This  portion  of  the  A.  M.  A. 
program  shall  continue  to  be  financed  in  the  same 
manner. 

Now  the  American  people  and  the  American  doc- 
tors find  themselves  confronted  by  socialized  medi- 
cine and  the  Welfare  State.  A campaign  opposing 
this  drift  toward  socialism  was  started  in  1949,  by 
the  A.  M.  A.  through  voluntary  assessments  from 
its  members.  This  highly  successful  National  Educa- 
tion Campaign  must  be  continued.  Your  member- 
ship dues  will  be  used  to  tell  the  American  public 
the  truth  about  the  Welfare  State  and  compulsory 
health  insurance.  They  shall  be  the  judge  and  jury. 

Robert  B.  Homan,  Jr.,  M.  D. 

El  Paso,  Texas 
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&r.  3L  tj.  25utler 

A.  H.  Butler,  M.  D.,  who  had  practiced  medicine 
in  the  Southwest  for  more  than  40  years,  died  last 
month.  Dr.  Butler  was  particularly  well-known  in 
this  section  of  the  nation  because  for  16  years  he  was 
superintendent  of  El  Paso  City-County  Hospital,  now 
El  Paso  General  Hospital;  and  many  physicians  from 
all  section  of  the  Southwest  interned  under  him. 

Dr.  Butler  was  born  and  reared  in  Alexandria,  La. 
He  took  his  college  and  medical  degrees  at  Tulane 
University,  and  opened  general  practice  in  El  Paso  in 
1908.  During  the  first  World  War  he  served  as  a 
captain  in  the  U.  S.  Army  Air  Corps  Medical  Corps 
and  was  a forerunner  of  the  modern  flight  surgeon. 

Following  the  war  he  practiced  for  12  years  in 
Zacatecas,  Mexico,  before  returning  to  El  Paso  and 
taking  over  the  superintendency  of  El  Paso  General 
Hospital.  His  widow  is  the  former  Cora  Hickman  of 
Alexandria.  They  have  one  son,  Col.  A.  H.  Butler 
of  the  U.  S.  Marine  Corps. 


©r.  <2.  <J5rab?  Cause? 

The  recent  and  untimely  death  of  Dr.  E.  Grady 
Causey  of  El  Paso  came  as  a shock  to  his  many 
friends  and  colleagues  in  the  Southwest.  Dr.  Causey 
was  born  in  Healing  Springs,  Ala.,  in  1902  and  at  the 
age  of  14  moved  to  Douglas,  Ariz.,  where  he  graduated 
from  high  school.  He  took  his  pre-medical  education 
at  the  University  of  Arizona  and  was  graduated  from 
Louisville,  Ky.,  Medical  College. 

He  interned  at  El  Paso  City-County  Hospital; 
then  opened  practice  in  the  West  Texas  metropolis  in 
1928.  He  specialized  in  surgery.  He  served  as  a 
major  in  the  U.  S.  Army  Medical  Corps  during  World 
War  II  and  for  two  years  was  station  in  India. 

Dr.  Causey  is  survived  by  his  widow;  his  mother, 
Mrs.  Z.  Causey;  two  daughters,  Mrs.  Joe  Tooley,  22; 
and  Lou  Ann  Causey,  13;  and  two  brothers,  Dr.  Paul 
Causey  of  Phoenix,  and  Dr.  Joe  Causey  of  Douglas. 


Pr.  Ernest  31Uen  ©uncan 

Dr.  Ernest  Allen  Duncan  died  recently  at  his  home 
in  El  Paso  after  a prolonged  illness.  He  was  65  and 
had  practiced  medicine  in  the  Southwest  for  more 
than  30  years.  He  was  particularly  noted  for  his 
diagnostic  work. 

Dr.  Duncan  was  born  in  Clarksburg,  West  Va., 
in  1885.  He  took  his  B.  A.  at  Kenyon  College,  Ohio, 
and  his  medical  degree  at  Western  Reserve  University 
in  Cleveland  He  was  a member  of  Phi  Beta  Kappa, 
Delta  Kappa  Epsilon,  and  Nu  Sigma  Nu. 

He  came  west  for  reasons  of  health,  practiced 
briefly  in  Albuquerque  and  then  moved  to  Silver  City, 
N.  M.,  where  he  lived  and  practiced  for  several  years. 

During  World  War  1 he  served  as  a captain  in  the 
U.  S.  Army  Medical  Corps.  After  demobilization  he 
moved  to  El  Paso  where  he  maintained  his  office  and 
practice  until  his  death.  He  is  survived  by  his  widow, 
the  former  Elizabeth  Terry. 


ARIZONA  PSYCHIATRISTS  MEET 

The  Arizona  Society  of  Psychiatry  and  Neurology 
will  meet  at  3 p.  m.,  March  18  in  Tucson  Medical 
Center,  Tucson. 

Dr.  Tracy  J.  Putnam,  eminent  neurologist,  will 
speak  on  “The  Treatment  of  Epilepsy.” 

Philip  S.  Greenbaum,  M.  D.,  Tucson 


NEW  MEXICO  SOCIETY  MEETING 
LECTURE  SUBJECTS  ANNOUNCED 

Guest  speakers  for  the  annual  meeting  of  the 
New  Mexico  Medical  Society,  May  4-6  in  Milton 
Hall  of  New  Mexico  Agricultural  and  Mechanical 
College,  have  announced  their  subjects. 

Dr.  J.  S.  Speed  will  present:  1.  Treatment  of 

Ruptured  Intervertebral  Discs  and  2.  Surgical  Treat- 
ment of  Difficult  Nonunions  of  Long  Bones  by  Means 
of  Bone  Grafts. 

Dr.  Allen  J.  Enelow’s  subjects  will  be:  1.  Alco- 

holism: Problems  of  Treatment  and  Research;  and 
2.  A Psychiatric  Viewpoint  in  the  Practice  of  Medi- 
cine. 

Dr.  Henry  M.  Winans  will  present:  1.  The  Signi- 

ficance of  Pain,  and  2.  Who  Has  Heart  Disease? 

Dr.  Willard  R.  Cooke  has  chosen:  1.  Moot  Is- 

sues in  Gynecology;  and  2.  Dystocia. 

Dr.  Nathan  A.  Womack’s  subjects  will  be:  1.  Be- 
nign Lesions  of  the  Breast,  and  2.  Surgical  Treat- 
ment of  Peptic  Ulceration. 

Dr.  Russell  J.  Blattuer  will  present:  1.  Diagnosis 

and  Therapy  of  Virus  and  Rickettsial  Infections,  and 
2.  Meningitis. 

Leland  S.  Evans,  M.  D.,  Las  Cruces,  N.  M. 

Regional  Editor 


EFFECT  OF  NITROGEN  MUSTARD  ON  RENAL 
MANIFESTATIONS  OF  HUMAN 
GLOMERULONEPHRITIS 

“Since  there  is  reason  to  believe  that  diffuse  glo- 
merulonephritis may  be  the  result  of  immunological 
alteration  in  renal  tissue,  it  seemed  conceivable  that 
a common  factor  might  be  operative  in  infection  and 
following  the  administration  of  [nitrogen  mustard].” 
“Observations  were  made  on  daily  weight,  24 
hour  urinary  volume  and  urinary  protein  excretion, 
rate  of  glomerular  filtration  . . . and  renal  plasma 
flow  . . . in  . . . patients  with  chronic  diffuse  glomeru- 
lonephritis in  the  nephrotic  phase.” 

“HN2  was  administered  intravenously  to  3 patients 
in  2 doses  of  0.2  mg  per  kilo  on  successive  days  . . . 
[These]  doses  of  HN2  reduced  proteinuria  but  diuresis 
failed  to  occur  in  2 patients  with  advanced  chronic 
diffuse  glomerulonephritis  with  marked  renal  func- 
tional impairment.  However,  in  one  patient  with 
minimal  renal  functional  impairment,  administration 
of  HN2  was  followed  on  2 separate  occasions  by 
diuresis,  marked  reduction  in  proteinuria  and  conco- 
mitant increase  in  filtration  rate,  a combination  of 
effects  consistent  with  a return  of  glomerular  function 
towards  normal.  Our  observations  indicate  that  re- 
versal of  renal  manifestations  of  human  glomerulone- 
phritis can  be  induced  by  HN2.  This  study  is  being 
extended  to  include  patients  in  earlier  phases  of  glo- 
merulonephritis.” — Chasis,  H.,  Goldring,  W.,  and 
Baldwin,  D.S.,  Proc.Soc.Exper.Biol.&Med.  71:565,  1949. 


PRESTIGE  OF  GENERAL  PRACTITIONER 

In  a paper,  “Upholding  the  Prestige  of  the  Gen- 
eral Practitioner”  by  Wingate  M.  Johnson,  M.D.,  read 
at  the  General  Practitioner  session  of  the  American 
Medical  Association  held  in  Cleveland  (January  6, 
1948)  the  Council  of  Medical  Education  and  Hospitals 
was  quoted  as  follows:  “.  . . it  was  never  intended  that 
staff  appointments  in  hospitals  generally,  or  even  in 
hospitals  approved  for  residencies,  should  be  limited 
to  board-certified  physicians  as  is  now  the  policy  in 
some  hospitals.  Such  policies  . . . are  detrimental  to 
the  health  of  the  people,  and  therefore  to  American 
Medicine ” 

The  above  statment,  together  with  a request  that 
it  be  implemented,  should  be  sent  by  the  American 
Medical  Association  to  the  administrative  body  of 
every  hospital  in  the  United  States. 
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THE  PRESENT  STATUS  OF  ANTIBIOTICS  * 

A Discussion  for  the  General  Practitioner 
By  William  A.  H.  Rettberg,  M.  D.,  Denver,  Colorado 


Antibiotics  are  substances  produced  during  the 
growth  of  various  micro-organisms  which  inhibit  the 
growth  of  other  micro-organisms.  These  substances 
exert  a definite  chemical  and  biologic  effect  upon  cer- 
tain micro-organisms  and  perhaps  upon  their  products. 
The  mechanism  of  action  of  the  antibiotics  is  not 
definitely  known  either  in  vitro  or  in  vivo.  In  the 
case  of  penicillin,  it  is  possible  that  in  the  test  tube 
at  least,  there  is  a blocking  of  certain  enzyme  systems 
or  interference  with  the  nutrition  concerned  with  the 
growth  and  multiplication  of  the  particular  micro- 
organism1. When  we  hope  than  an  antibiotic  may 
have  a beneficial  effect  in  certain  diseases  we  are 
thinking  not  only  of  the  diseases  caused  by  bacteria 
such  as  streptococcus  viridans  or  typhoid,  but  also  of 
parasitic  diseases  such  as  amoebiasis  and  trypanoso- 
miasis; of  Rickettsial  diseases  such  as  Rocky  Moun- 
tain Spotted  Fever  and  typhus;  and  even  of  virus 
diseases  such  as  the  majority  of  childhood  diseases, 
virus  pneumonia  or  the  common  cold;  or  of  those 
diseases  caused  by  fungi,  yeasts,  or  spirochetes.  The 
goal  is  to  find  antibiotics  which  will  be  effective 
against  all  pathogens. 

FRUITFUL  FIELD 

Our  search  has  barely  begun  but  it  is  a fruitful 
field  in  which  to  search,  for  there  may  be  as  many 
antibiotics  as  micro-organisms.  The  early  bacteriolo- 
gists had  such  a “new  world”  in  which  to  work  but 
without  help  from  the  modern  biochemist.  It  is  our 
purpose  here  to  set  before  you  established  facts  con- 
cerning antibiotics  that  we  may  intelligently  use  these 
tools,  which  have  been  forged  with  such  great  effort. 
One  must  know  with  what  pathogen  he  is  dealing  in 
order  to  decide  what  treatment  is  best.  Because  of 
present  high  costs,  one  should  know  the  optimum 
dosage  of  the  particular  antibiotic  in  a specific  disease. 
It  is  obvious  that  we  do  not  mean  a life-saving  medi- 
cation should  be  withheld  because  of  cost.  But  we 
often  tend  to  over-treat  infections  with  antibiotics. 
Especially  is  this  true  in  hospital  practice  where  peni- 
cillin continues  to  be  given  in  larger  doses  and  over 
longer  periods  of  time  than  is  necessary,  in  spite  of 
the  patient’s  protestation  that  his  fundament  is  a bit 
irritated.  The  cost  of  an  antibiotic  is  also  determined 
by  its  auxiliary  costs,  i.e.  whether  the  patient  will 
require  a physician  or  nurse  for  its  administration,  or 
whether  the  antibiotic  may  enable  the  patient  to  be 
treated  at  home,  thus  reducing  the  patient’s  expense3 
and  also  saving  a much-needed  hospital  bed.  One 
must  use  the  drug  which  will  be  of  greatest  benefit 
to  the  patient,  taking  into  consideration  the  factors 
of  curability  of  the  specific  disease,  toxicity  of  drugs 
used,  period  of  disability  of  patient,  necessity  for 
hospitalization  and  amount  of  attendance  by  nursing 
and  medical  personnel. 

CLOSELY  RELATED 

Although  sulfonamides  are  not  considered  anti- 
biotics but  rather  chemotherapeutic  agents,  the  two 
substances  are  closely  related;  and  one  should  not 
forget  that  treatment  with  a chemotherapeutic  agent 
may  be  the  one  of  choice;  or  combination  with  an 
antibiotic  may  be  of  greatest  benefit  to  the  patient. 
Since  Ehrlich’s  enthusiasm  for  chemotherapy  and 


‘From  tlie  Department  of  Internal  Medicine,  University  of 
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Pasteur’s  observation  that  anthrax  is  inhibited  by 
other  bacteria4,  we  have  been  prone  to  think  of  two 
schools  of  thought  or  two  therapeutic  agents: 
1.  Chemotherapy;  2.  Antibiotics.  Sulfa  drugs  have 
been  synthesized  but  so  has  chloramphenicol  (“chloro- 
mycetin”)14;  and  streptomycin11  and  aureomycin15 
have  both  been  crystallized.  The  mode  of  action  of 
these  substances  may  not  be  dissimilar.  A recent 
handbook  of  drug  therapy5  considers  both  sulfona- 
mides and  antibiotics  in  the  same  volume,  and  this  is 
as  it  should  be. 

Intelligent  use  of  antibiotics  demands  that  the 
physician  know  with  what  pathogen  he  is  dealing. 
Much  data  is  available  concerning  the  susceptibility 
of  various  pathogens  to  certain  doses  of  drugs  but  we 
cannot  discuss  each  organism  and  each  disease  here 
which  might  be  treated  with  antibiotics.  One  should 
consult  a handbook  such  as  “The  A-B-C’s  of  Sulf- 
onamide and  Antibiotic  Therapy5”  (which  I hope  will 
be  continually  revised  and  brought  up  to  date)  or  the 
current  literature.  Fortunately,  the  Council-accepted 
products  contain  valuable  package  inserts  which  give 
good  advice  concerning  indications,  methods  of  use 
and  toxicity.  We  shall  confine  ourselves  here  to  the 
more  common  every  day  diseases  in  which  antibiotics 
are  valuable.  The  indiscriminate  use  of  these  agents 
for  undiagnosed  conditions  is  to  be  condemned  be- 
cause all  of  the  antibiotics  in  use  today  have  some 
undesirable  side  reaction,  in  addition  to  the  fact  that 


Table  1.  — Choice  of  Antibiotics  Today  (Nov.  1,  1949) 
in  Infections  by  Microorganisms 

P'rni-  Strepto-  Aureo-  Chloram- 


1. 

Pneumococcus  (Pneumonia, 

cillin 

mycin 

mycin 

phenicol 

2. 

Mastoiditis,  Meningitis) 

Streptococcus 

a.  Group  A beta  hemolytic 

A 

c 

B 

C? 

(most  human  infections)  — 
b.  alpha  hemolytic  or  viridans 

A 

c 

B 

0 

(SBE  & chronic  infections) - 
c.  Group  D,  "entero-cocci" 

A 

c 

B 

0 

(strep,  fecalis) 

d.  Anaerobic  (post-partum, 
skin  infections,  pneumonia 

B 

0 

A 

0 

& empyema) 

A 

-- 

— 

-- 

3. 

Staphylococcus  

If  severe  infection  such 

A 

0 

B 

0 

as  bacteremia 

A + 

0 

B + 

0 

4. 

B.  anthracis  (Anthrax) 

A 

( + S.D.) 

0 

-- 

5. 

Clostridia  (Gas  Gangrene, 
tetanus)  (Surgery  of  most 
importance  here)  

A 

-( + S.D.) 

0 

? 

6. 

M.  tuberculosis 

0 

A 

(PAS) 

0 

0 

7. 

Meningococcus 

A 

( + S.D.) 

0 

B? 

(1  case 

-- 

bacteremia) 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  (--),  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide. 


insufficient  treatment  may  result  in  a resistant  organ- 
ism with  consequent  unsuccessful  or  difficult  treat- 
ment of  the  disease. 

MINOR  INFECTIONS 

For  treating  minor  infections  involving  skin  or 
mucous  membrane,  penicillin  or  sulfonamide  powTders, 
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solutions,  salves,  creams  or  pastes  should  not  be  used 
for  fear  of  sensitizing  the  patient6.  Reactions  to 
penicillin  G may  be  the  result  of  such  acquired  sensiti- 
zation or  a sensitization  acquired  by  contact  with  a 
related  fungus  (athletes’  foot).  Reaction  to  crystal- 
line penicillin  administered  parenterally  may  be  im- 


Table  2.  — Choice  of  Antibiotics  Today  (Nov.  1,  1949) 
in  Infections  by  Microorganisms 


Peni- 

Strepto- 

Aureo- 

Chloram- 

cillin 

mycin 

mycin 

phenicol 

8.  Gonococcus  

- A 
(S.D.) 

B 

c 

c 

9.  Pertussis  - 
10.  H.  Influenzae 

- 0 

A 

(in  mice) 

? 

(A  in 
vitro) 

Moderate  --> 

- 0 

0 

A 

-- 

Severe  (meningitis) 

11  Klebsiella  pneumoniae  (Fried 
lander's,  B.  mucosus 

- 0 

B 

( + S.M. 
or  S.D.) 

A 

( + S.M. 
or  S.D.) 

capsulatus) 

12.  Aerobacter  aerogenes 

0 

A 

(S.M.) 

0 

B? 

(B.  lactis  aerogenes) 

- 0 

B 

A 

A 

13.  E.  Coli 

- 0 

B 

A 

A 

14.  E.  typhosa  

15.  Salmonella  Group 

- 0 

0 

B 

A 

(Paratyphoid) 

- 0 

0 

C 

A 

16.  Dysentery  Bacilli 

17.  B.  tularense  (Pasturella 

- 0 

0 

-- 

A?? 

tularense)  

18.  B.  pestis  (Pasturella  pestis) 

- 0 

B 

A 

A? 

(plague) 

19.  Brucella  (acute  stage) 

- 0 

A 

(Undulant  Fever)  

- 0 

0 

A 

A 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  (--),  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  (-)-),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide. 


mediate,  delayed  a few  days  while  treatment  is  con- 
tinuing, or  delayed  from  7 to  15  days  after  treatment 
is  stopped.  These  allergic  reactions  are  sometimes 
very  severe  and  prolonged  with  giant  urticaria  and 
joint  effusion  incapacitating  the  patient  for  many 
weeks.  All  the  symptoms  and  signs  of  severe  serum 
sickness  may  occur7  with  fever,  intense  epigastric 
pain,  nausea  and  vomiting,  swelling  of  the  rectal 
mucous  membrane,  joint  effusion,  myalgia  and  ar- 
thralgia. and  painful  lymphadenopathy.  If  general- 
ized exfoliative  dermatitis  or  vesicular  or  bulbous 
eruptions  appear,  the  drug  should  be  discontinued. 
Asthma  has  been  produced  as  a result  of  penicillin 
inhalation  and  edema  of  the  epiglottis  and  larynx  has 
been  noted8.  When  one  considers  the  amount  of  both 
sulfonamides  and  crude  penicillin  that  has  been  used 
in  this  country,  the  per  cent  of  untoward  reactions 
must  indeed  be  small.  However,  the  greatest  benefit 
to  both  physician  and  patient  will  result  only  if  the 
physician  is  aware  that  untoward  reactions  may  occur. 
A stubborn  conjunctivitis  or  corneal  ulcer  may  neces- 
sitate local  treatment  with  penicillin  ointment  or  drops 
in  addition  to  parenteral  treatment,  but  the  ordinary 
conjunctivitis  may  be  treated  with  a solution  of  Ze- 
phiranR  or  PhemerolR.  If  this  latter  treatment  does 
not  suffice,  culture  should  be  taken.  The  culture  may 
reveal  E.  coli  or  P.  vulgaris,  in  which  case,  sulfadia- 
zine orally  would  be  the  treatment  of  choice. 

SURFACE  INFECTIONS 

In  treating  surface  infectious,  such  as  staphylococ- 
cic infection  of  the  skin,  tyrothricin  consisting  of  tyro- 


cidine  and  gramicidin  may  be  used.  It  is  extracted 
from  Bacillus  brevis.  This  antibiotic  is  only  for 
topical  application  in  treating  gram-positive  infections. 
It  cannot  be  used  intramuscularly  nor  intravenously 
nor  subcutaneously,  as  it  is  very  toxic.  Even  irrigat- 
ing a cavity  has  its  dangers,  as  it  may  enter  a blood 
vessel  on  a granulating  surface.  Occasionally  one 
finds  it  irritating  to  certain  skins.  Bacitracin,  an  ex- 
tract of  Bacillus  subtilis,  has  also  proved  efficacious 
for  minor  skin  infections.  FuracinR  ointment,  0.2% 
nitrofurazone  N.N.R.,  has  also  been  effective  in  our 
hands  for  treating  minor  skin  infections.  The  latter 
is  entirely  synthetic.  Sensitivity  reactions  to  tyro- 
thricin, bacitracin  and  furacin  are  rae;  but  even  if  a 
sensitivity  reaction  occurs,  one  hasn’t  lost  much  nor 
sacrificed  the  chance  of  using  a potent  antibiotic  or 
chemotherapeutic  agent  such  as  penicillin  or  sulfa- 
diazine. 

SODIUM  SALT 

Penicillin  is  usually  supplied  commercially  as  the 
crystalline  sodium  salt  and  is  mostly  penicillin  G.  In 
treating  a serious  blood  stream  infection  ,it  is  de- 
sirable to  obtain  blood  cultures  to  determine  the  of- 
fending organism.  At  the  outset,  one  must  decide 
which  single  therapeutic  agent  or  combination  of 
agents  must  be  given  to  cure  the  patient.  Many  times, 
the  clinical  picture  is  that  of  subacute  bacterial  endo- 
carditis and  streptococcus  viridans  will  be  cultured 
from  the  blood.  Repeated  attempts  to  culture  the 
organism  should  be  made  if  no  growth  is  obtained 


Table  3.  — Choice  of  Antibiotics  Today  (Nov.  1,  1949) 
in  Infections  by  Microorganisms 


Peni- 

Strepto- 

Aureo- 

Chloram- 

cillin 

mycin 

mycin 

phenicol 

20.  Pseudomonas  Aeruginosa 

(B.  pyocyaneus)  

-0 

A 

0 

A or  B 

21.  Proteus  vulgaris 

-0 

B 

0 

A 

22.  Ducrey's  bacillus  (chancroid)- 

23.  Rickettsiae  (typhus,  scrub 

-0 

A 

A 

0 

typhus.  Rocky  Mt.  spotted, 

Q fever.  Rickettsial  pox)  — 

0 

0 

A 

A 

24.  Ornithosis  (Psittacosis) 

B 

0 

A 

A? 

25.  Lymphogranuloma  Venereum 

B 

0 

A 

A 

26.  Virus  of  atypical  Pneumonia 

0 

0 

A 

A 

27.  Virus  of  Influenzae 

-0 

0 

0 

0 

28.  Common  cold  

29.  Rat  Bite  Fever 

-0 

0 

0 

0 

(Haverhill  Fever) 

a.  Spirillum  minus 

b.  Streptobacillus 

-B 

0 

A 

- 

moniliformis 

-0 

A 

— 

— 

30.  Treponema 

a.  Syphilis 

-A 

0 

B 

0 

(in  vitro  & 
in  animals) 

b.  Yaws 

-A 

0 

-- 

-- 

31  Leishmaniasis  (Granuloma 

inguinale,  Oriental  sore)  — 

-0 

A 

A 

A 

32.  E.  histolytica  - 

-0 

0 

A 

0 

33.  Trachoma 

-A 

— 

A (local) 

(orS.  D 
orally  or 

S.A.  locally) 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  (--),  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide. 


upon  the  first  attempt.  Even  if  the  first  culture  is 
positive,  more  than  one  culture  should  be  obtained  to 
corroborate  the  findings.  If  possible,  the  sensitivity 
of  the  organism  to  antibiotics  should  be  determined. 
Penicillin  will  often  be  the  antibiotic  chosen.  If  it  is 
found  that  the  organism  is  inhibited  in  the  test  tube 
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; by  a minimum  of  0.1  unit  of  penicillin  per  cc.,  we 
| feel  that  the  blood  level  during  treatment  should  pre- 
ferably be  kept  at  four  to  five  times  this  figure,  i.e. 
0.4  to  0.5  units  per  cc.  According  to  Long,  a single 
intramuscular  dose  of  crystalline  penicillin  will  pro- 
duce the  following  blood  concentrations  in  15  to  30 
minutes:  20,000  units  — 0.5  to  0.8  units;  30,000  units 

— 0.75  to  1.25;  40,000  units  — 1.0  to  1.75;  50,000  units 

— 1.5  to  2.0;  100,000  units  — 2.0  to  5.0;  200,000  units 

— 4.0  to  7.09.  Since  the  level  of  penicillin  in  the  blood 
falls  markedly  at  the  end  of  3 hours,  it  is  desirable 
to  give  it  every  2 hours.  By  using  a somewhat  larger 
dose,  it  could  be  injected  at  3 hour  intervals.  In 
the  case  of  subacute  bacterial  endocarditis,  treatment 
must  be  continued  for  28  to  42  days.  There  should 
be  a good  clinical  response  in  3 to  4 days  as  evi- 

| denced  by  decrease,  in  both  fever  and  tachycardia. 
Weekly  blood  cultures,  using  penicillinase  (or  para- 
aminobenzoic  acid  if  sulfa  is  also  being  given)  in  the 
I culture  medium,  should  be  done.  If  the  organism  is 
one  which  should  be  inhibited  by  penicillin  but  the 
clinical  course  indicates  that  satisfactory  progress  is 
not  being  made,  then  dosage  of  penicillin  must  be 
increased13.  Sometimes,  a higher  blood  level  may  be 
, sustained  by  a slow  continuous  intravenous  drip;  or 
caronamide  may  be  used  to  decrease  the  excretion  of 
penicillin  by  the  kidneys;  or  an  appropriate  sulfa 
drug  may  have  to  be  given  orally  in  addition  to  the 
penicillin.  We  have  had  a case  of  strep,  viridans  bac- 
teremia, in  a girl  with  patent  ductus  arteriosus  (pro- 
ducing showers  of  pulmonary  emboli),  in  whom  the 
daily  dose  of  penicillin  had  to  be  increased  to  10,000,- 
000  units.  We  feel  that  the  very  minimum  in  sub- 
acute bacterial  endocarditis  is  500,000  units  per  day. 

EVERY  SIX  HOURS 

Recently,  we  have  been  using  fortified  procaine 
penicillin  in  appropriate  dosage  and  giving  it  every 
6 hours  around  the  clock.  Depot  type  of  penicillin 
therapy  has  a definite  place,  and  satisfactory  sustained 
blood  levels  may  be  obtained  with  it.  This  reduces 


Table  4.  — Choice  of  Antibiotics  in  Certain  Clinical  Conditions 
1.  Pneumonias  (Remember  that 

shifts  in  bacterial  flora  oc-  Peni-  Strepto-  Aureo-  Chloram- 

cur  in  debilitated  patients)  cillin  mycin  mycin  phenicol 


a.  Pneumococcic A C B C ? 

(S.D.) 

b.  Strep,  beta  hemolytic A C B 0 

(S.D.) 

c.  Staphylococcic  A+  0 B-f-  0 

d.  FriedlandeKs 

(K.  pneumoniae)  0 A 0 B? 

( + S.IVI. 
or  S.D.) 

e.  H.  Influenzae 9 B A 

H-S.IVI.  ( + S.M. 

S.D)  S.D) 

f.  Tularemic 0 BA  A ? 

g.  Atypical  Types 

(1)  Virus  0 0 A A 

(2)  Rickettsiae  - Q fever-  - 0 0 A A 

h.  Tbc.  0 A 0 0 

( + PAS) 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 


choice;  0,  of  no  value;  (--),  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  =r  sulfacetimide.  S.T.  = sulfa- 
thalidine. 


the  number  of  injections  which  is  so  important  to  the 
patient.  However,  if  one  has  to  give  10,000,000  units 
a day,  the  intramuscular  route  can  hardly  be  used 
because  of  the  pain  resulting  from  the  large  volume 
of  each  injection  and  the  frequency  of  injections. 
Under  such  circumstances,  the  continuous  intravenous 


drip  is  better.  We  are  dwelling  upon  penicillin  in 
SBE  because  it  is  a condition  which  is  so  commonly 
treated  and  which  I believe  is  usually  curative.  Also, 
proper  treatment  of  this  condition  illustrates  well  the 
use  of  antibiotics  in  general. 

As  to  giving  penicillin  orally,  one  should  remem- 


Table  5.  — Choice  of  Antibiotics  in  Certain  Clinical  Conditions 


Sub-acute  Bacterial  Endo- 
carditis 

a.  Alpha  hemoly.  strep 

Peni- 

cillin 

Strepto- 

mycin 

Aureo- 

mycin 

Chloram- 

phenicol 

(viridans)  

--  A 

c? 

B 

0 

b.  Beta  hemoly.  strep 

--A+  C? 

(S.D.) 

B 

0 

c.  Streptococcus  fecalis  — 

--B  + 

C7 

A + 

0 

d.  Staphylococcic 

e.  Micrococcus  (Staph) 

-A  + 

0 

B + 

0 

Tetragenus  45  

-A  + 

B + 

— 

-- 

f.  Gram-Negative  Bacilli  -- 
Urinary  Tract  infections 
(Remember  surgery  often 
more  important) 

--  0 

A + 

A + 

A + 

a.  E.  coli 

b.  Aerobacter  aerogenes 

--  0 

B 

(S.A  or  S.D) 

A 

A 

(B.  lactis  aerogenes)  — 

- 0 

B 

(S.A  or  S.D) 

A 

A 

c.  Proteus  vulgaris 

d.  Pseudomonas  aeruginosa 

--  0 

B 

(S.A  or  S.D) 

0 

A 

(B.  pyocyaneus)  

--  0 

A 

0 

A or  B 

e.  Streptococcus  fecalis  — 

--  B 

0 

A 

0 

f.  Staphylococcus 

--  A 

0 

B 

0 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  (--),  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide.  S.T.  = sulfa- 
thalidine. 


ber  that  it  is  destroyed  by  the  gastric  juice.  It  is, 
however,  absorbed  into  the  blood  very  rapidly  and  is 
all  excreted  in  the  urine  in  6 hours.  It  is  necessary 
to  give  five  times  the  parenteral  dose  when  giving  it 
orally10.  The  oral  use  of  penicillin,  as  a prophylactic 
measure  in  cases  of  rheumatic  fever,  is  not  recom- 
mended. It  has  no  value  in  the  prevention  of  the 
common  cold21. 

STREPTOMYCIN 

Streptomycin  inhibits  many  gram-negative  organ- 
isms but  is  a drug  having  severe  toxic  reactions  most 
important  of  which  is  damage  to  the  nuclei  of  the 
eighth  nerve.  Fortunately,  deafness  and  vertigo  do 
not  usually  develop  with  the  shorter  courses  of  treat- 
ment, but  these  symptoms  may  appear  the  first  week. 
Since  signs  of  eighth  nerve  damage  may  persist  for 
months,  the  patient  receiving  streptomycin  should  be 
checked  daily  for  development  of  vertigo  or  deafness. 
The  physician  must  decide  whether  it  is  worth  while 
to  continue  treatment  in  the  face  of  developing  eighth 
nerve  damage.  In  the  tuberculous,  who  receive  long 
courses  of  streptomycin,  vertigo  in  some  degree  oc- 
curs in  96%  (usually  about  the  fourth  week  of  ther- 
apy)12. Nausea,  vomiting,  dvsuria,  local  irritation  and 
eosinophilia  are  other  side  effects. 

Streptomycin  cannot  take  the  place  of  standard 
procedures  in  treating  pulmonary  tuberculosis.  Bed 
rest,  pneumothorax,  pneumonolysis,  thoracoplasty  and 
other  surgical  procedures  are  as  important  as  ever. 
Streptomycin  is  an  adjunct  to  present-day  therapy  and 
only  inhibits  the  progression  of  the  disease.  It  is 
useful  in  an  old  case  that  suddenly  shows  a small 
exudative  flare-up;  or  in  a miliary  dissemination;  or 
in  preparation  for  thoracic  surgery  with  subsequent 
post-operative  therapy.  We  do  not  have  the  time 
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here  to  adequately  discuss  the  use  of  streptomycin  in 
pulmonary  tuberculosis.  The  tubercle  bacillus  rapidly 
develops  a resistance  to  streptomycin.  In  order  to 
prevent  the  development  of  a resistant  strain,  we  cus- 
tomarily limit  the  period  of  administration  of  strepto- 
mycin, giving  0.5  Gm.  twice  daily  intramuscularly  for 
only  28  days  with  or  without  paraminosalicylic  acid 
(PAS)  12.  Gm.  daily  orally.  A rest  period  of  28  days 
(during  which  PAS  may  be  given)  is  then  allowed, 
after  which  the  course  of  streptomycin  is  repeated  for 
28  days  to  be  followed  by  another  rest  period,  alter- 
nating so  long  as  indicated16.  Streptomycin  as  the 
sulfate  or  calcium  chloride  complex  is  more  efficaci- 
ous than  the  dihydrostreptomycin,  although  the  latter 
does  less  eighth  nerve  damage.  In  tuberculous  menin- 
gitis, the  daily  dose  is  increased  to  2.0  Gm.  and  treat- 
ment is  often  continuous  for  60  to  120  days.  In  this 
serious  infection,  we  do  not  employ  streptomycin 
intrathecally.  The  antibiotic  is  extremely  irritating 
in  the  spinal  canal  and  results  are  no  better  than  with 
intramuscular  administration  alone16. 

AUREOMYCIN  ANI)  CHLORAMPHENICOL 

Aureomycin  is  derived  from  a fungus  or  “ultra- 
mold”, a new  species  of  the  Actinomvcetes  called 
Streptomyces  aureofaciens17.  Chloramphenicol  or 
Chloromycetin11  is  derived  from  Streptomyces  vene- 
zualae18.  Neither  of  these  antibiotics  has  had  any 
serious  toxic  or  sensitivity  reaction  reported  to  date. 
Nausea,  vomiting  and  looseness  of  the  bowels  may 
occur  but  in  our  experience,  this  happens  mainly  with 
aureomycin.  This  is  controlled  by  giving  aluminum 
hydroxide  with  each  dose  of  aureomycin.  We  have 
also  noted  an  excoriation  of  the  perineum  in  two 
patients  having  diarrhea  while  taking  aureomycin; 
one  of  these  had  some  dysuria.  Also  noted  has  been 
euphoria  and  agitation  in  two  patients  taking  aureomy- 
cin. These  and  similar  reactions  were  noted  by  Long 
et  al3.  With  chloramphenicol  given  to  two  patients 
with  fever,  myalgia  and  headache  of  undetermined 
origin  (one  of  whom  had  a pleocytosis  of  the  spinal 
fluid),  an  interesting  side  reaction  was  noted.  Both 
patients  developed  in  3 days  a cheilosis  and  a sore 
desquamating  tongue  (after  taking  500.  mg.  every  3 
hours  for  48  hours).  The  oral  lesions  in  both  patients 
cleared  promptly  with  vitamin  B complex  orally 
(SurbexR,  2 tablets  four  times  a day).  One  of  these 
patients  also  showed  a depression  of  the  blood  pro- 
thrombin which  responded  to  synthetic  vitamin  K 
orally.  We  have  assumed  that  chloramphenicol  pro- 
duces avitaminosis  occasionally  by  its  action  on  the 
intestinal  tract.  In  view  of  the  fact  that  the  antibiotic 
inhibits  the  organisms  composing  the  intestinal  flora, 
it  is  not  surprising  that  the  manufacturers  have  re- 
commended it  for  sterilizing  the  intestinal  tract  pre- 
operatively. 

GIVEN  PARENTERALLY 

Aureomycin  may  be  given  parenterally  in  severely 
ill  patients.  Intramuscular  administration  is  quite 
painful,  probably  because  of  the  acidity  of  the  solution 
which  cannot  be  altered  if  the  drug  is  to  retain  its 
potency19.  It  is  best  given  intravenously  if  the  par- 
enteral route  is  necessary.  The  Lederle  Laboratories 
supply  it  in  a 100.  mg.  vial  to  be  dissolved  in  10  cc. 
of  L(-)  leucine  solution  2.6%.  This  is  injected  slowly 
(5.  min.)  and  is  given  every  6 hours  in  adults.  The 
per  Kg.  dosage  is  15.  mg.  for  24  hours. 

Chloramphenicol  is  administered  only  orally.  Blood 
assay  and  sensitivity  tests  are  not  practical  for  ordina- 
ry clinical  use  for  either  chloramphenicol  or  aureomy- 
cin3’20. Simply  increase  the  dosage,  if  the  patient  is 
not  responding,  when  infected  with  an  organism 
shown  to  be  susceptible  to  the  antibiotic. 

It  is  advisable  to  begin  oral  treatment  with  a 
priming  dose  of  both  aureomycin  and  chlorampheni- 


col, in  order  to  obtain  the  desired  level  in  the  body 
fluids.  For  chloramphenicol,  the  priming  dose  is  60. 
mg.  per  Kg.  in  both  children  and  adults;  for  aureomy- 
cin, it  is  10.  to  20.  mg.  per  Kg.  in  children  depending 
upon  the  severity  of  the  infection,  while  it  is  10.  to 
15.  mg.  per  Kg.  in  adults3.  The  peak  blood  level  is 
reached  in  about  2 hours  and  has  decreased  to  a low 
level  in  8 hours.  Maintenance  dosage  should  therefore 
be  given  every  4 hours  and  preferably  every  3 hours 
in  severe  infections.  It  has  been  noted  that  if  intestinal 
symptoms  occur,  more  frequent  but  smaller  dosage  is 
desirable.  The  maintenance  dose  of  chloramphenicol 
is  usually  30  to  60  mg.  per  Kg.  but  may  be  increased 
from  60  to  120  mg.  per  Kg.  in  severe  infections.  This 
applies  to  both  children  and  adults3.  The  maintenance 
dose  of  aureomycin  varies  in  children  from  25  to  50 
mg.  per  Kg.  in  moderate  infections  to  100  mg.  per  Kg. 
in  severe  infections;  in  adults,  the  maintenance  dose 


Table  6.  — Choice  of  Antibiotics  in  Certain  Clinical  Conditions 


Peni 

Strepto 

Aureo- 

Chloram- 

cillin  mycin 

mycin 

phenicol 

4. 

Preoperative  & Postoper- 

ative  in  Intestinal  Surgery- -0 

B 

A? 

A 

(S.T.) 

5. 

Preoperative  & Postoper- 

ative  in  Pulmonary  Surgery- -A 

A 

-- 

b. 

Ulcerative  Colitis 

(Idiopathic) 0 

0 

0 

? 

7. 

Otitis  Media A 

c 

B 

— 

(sulfa) 

8. 

Poliomyelitis 0 

0 

0 

-- 

9. 

Guillain-Barre's  Syndrome — 0 

0 

0 

-- 

10. 

Hepatitis 0 

0 

0 

-- 

11. 

Infectious  Mononucleosis 0 

0 

0 

— 

Borate  0.5% 

i 

sol.  locally 

12. 

Ocular  Infections 

a.  Staphylococcus,  Pneu- 

mococcus,  H.  Influenzae, 

Not 

Morax-Axenfeld desirable 

A 

-- 

b.  Inclusion  conjunctivitis, 

trachoma,  other  viruses-- 

locally 

A 

-- 

c.  Herpetic  conjunctivitis 

A? 

-- 

d.  Epidemic  kerato- 

conjunctivitis 

A 

-- 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  (--),  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide.  S.T.  = sulfa- 
thalidine. 


being  30.  mg.  per  Kg.  in  moderate  infections  to  50. 
to  60  mg.  per  Kg.  in  severe  infections3. 

MAINTENANCE  DOSE 

The  maintenance  dose  is  continued  until  the  pa- 
tient is  clinically  improved  and  the  temperature  has 
been  normal  for  48  hours.  If  the  infection  is  due  to 
Rickettsiae,  the  drug  may  then  be  withdrawn  but  in 
the  case  of  viral  and  bacterial  infections,  a relapse  is 
likely  to  occur  if  the  drug  is  withdrawn  and  dosage 
should  be  continued  for  about  7 days,  although  the 
amount  given  may  be  halved  at  this  time.  In  the 
case  of  severe  infections  such  as  a septicemia  or  men- 
ingitis, the  maintenance  dose  should  be  continued  until 
the  patient  is  clinically  well3.  Relapses  in  typhoid 
fever  are  common22  and  this  disease  should  be  treated 
for  more  than  eight  days  if  relapse  is  to  be  avoided. 
Eleven  to  fourteen  days  is  probably  a sufficient  course. 
The  relapses  respond  satisfactorily  when  the  drug  is 
resumed,  but  in  view  of  the  possibility  of  initiating  a 
carrier-state  (which  does  not  respond  to  antibiotic 
therapy),  adequate  treatment  -is  the  safer  course. 
Brucellosis  is  another  disease  which  responds  in  the 
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I acute  stage  to  both  of  these  antibiotics  but  which  is 
| also  prone  to  relapse  and  become  chronic.  Treatment 
| then  becomes  difficult.  It  has  been  recommended 
1 that  the  “block  method’’  of  therapy  be  tried  in  diseases 
' tending  to  relapse,  i.e.  10  to  14  days  of  intensive  treat- 
ment followed  by  a rest  period  of  10  days  before 
i again  giving  10  to  14  days  of  treatment. 

ANTIBIOTIC  OF  CHOICE 

Space  is  not  available  here  to  discuss  the  antibiotic 
j of  choice  in  the  several  diseases  or  specific  infections. 

I This  will  be  shown  by  the  table.  If  there  is  more 
than  one  first  choice,  the  clinician  will  be  guided  by 
the  patient’s  reaction  to  the  drug,  its  ease  of  admin- 
istration, or  other  factors  known  only  to  the  physician 
or  patient.  Combined  use  of  these  agents  is  often 
desirable.  The  entire  bibliography  has  served  as  a 
guide  in  preparing  this  table.  The  literature  on  this 
subject  is  very  extensive.  Therefore,  articles  which 
I simply  substantiate  findings  already  noted  have  been 
i omitted  from  the  bibliography  or  are  included  in  the 
; bibliographies  of  the  articles  listed.  Changes  are 
| occurring  daily  and  we  are  simply  attempting  to  as- 
' sess  the  literature  to  date. 

The  tables  indicate  the  relative  value  of  penicillin, 
streptomycin,  aureomycin  and  chloramphenicol  in 
! various  infections.  In  addition,  the  sulfa  drugs  are 
listed  parenthetically  when  it  is  felt  that  they  have 
a definite  place  in  treating  that  specific  infection.  If 
combined  treatment  with  more  than  one  antibiotic,  or 
antibiotic  plus  sulfa  or  other  drug  is  advisable,  then 
that  fact  is  also  noted.  Frequently,  one  may  employ 
a sulfa  drug  alone  and  the  sulfa  drug  is  then  simply 
listed  beneath  the  antibiotic  score  (vid.  sulfa  in  Fried- 
landers  pneumonia  where  the  patient  is  not  severely 
infected  or  in  urinary  tract  infections  which  often 
respond  to  sulfa  alone). 
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THE  RED  CROSS  NATIONAL  BLOOD  PROGRAM 


Reasons  For  A Nation-Wide  Blood  Program 

1.  There  is  a need  for  human  blood  in  every  com- 
munity of  the  county. 

2.  There  was  no  national  agency  or  organization 
to  supply  needed  human  whole  blood  and  products  to 
physicians  and  hospitals  for  civilian  patients. 

3.  There  was  no  provision  for  the  availability  and 
distribution  of  blood  on  a nation-wide  scale,  wherever 
disaster  or  other  emergency  occurs. 

4.  A nation-wide  program  makes  research  pos- 
sible on  a national  scale  with  results  available  to  the 
entire  nation. 

5.  A nation-wide  program  provides  the  advice  and 
guidance  of  leading  scientists  to  the  entire  country. 

6.  A nation-wide  program  provides  uniform  tech- 
nical standards  throughout  the  country. 

7.  Cost  of  starting  and  maintaining  a blood  pro- 
gram is  far  beyond  the  reach  of  most  communities. 

8.  Purchasing  equipment  on  a large  scale  reduces 
the  cost  of  the  equipment  for  each  center. 

9.  More  effective  education  of  the  people  can  be 
done  on  a nation-wide  scale. 

10.  Films,  exhibits,  posters,  and  other  educational 
media  can  be  provided  more  efficiently  through  a 
national  program  at  less  cost. 

PURPOSE 

To  supply  human  whole  blood  and  blood  deriva- 
tives without  charge  to  physicians  for  all  who  need 
them. 

SUPPLY 

1.  Surveys  showed  that  of  the  6,000  hospitals  in 
the  country,  only  one  out  of  every  five  had  a private 
blood  bank.  These  were  unable  to  supply  the  total 
amount  of  blood  needed  for  their  own  hospitals. 

2.  Commercial  blood  banks  in  some  cities  were 
unable  to  supply  the  amount  of  human  blood  needed 
in  the  hospitals  of  the  city.  When  blood  was  avail- 
able, the  cost  per  pint  (often  as  much  as  $85  per 
pint)  was  usually  beyond  the  financial  means  of  a 
majority  of  people. 

ESTIMATED  NEEDS 

A total  of  3,700,000  pints  of  blood  annually  for 
civilian,  veteran,  Army  and  Navy  and  U.  S.  Public 
Health  hospitals.  (Based  on  five  pints  per  year  per 
general  hospital  bed,  and  1 pint  per  year  for  each 
neuropsychiatric  or  tuberculosis  hospital  bed.) 

COST 

No  charge  will  ever  be  made  by  Red  Cross  for 
the  blood  itself. 

APPROVAL  BY  MEDICAL  PROFESSION 

The  American  Red  Cross  National  Blood  Program 
was  approved  in  principle  by  the  following  organiza- 
tions, among  others: 

American  Medical  Association 

American  Hospital  Association 

Catholic  Hospital  Association 

American  Public  Health  Association 

Association  of  State  Territorial  Health  Officers 

American  Dental  Association 

United  States  Public  Health  Service 

Veterans  Administration 

Army 

Navy 

Red  Cross  chapter  representatives  in  18  regional 
meetings.  Authorized  June  1947  by  Board  of  Gov- 
ernors of  the  American  National  Red  Cross. 

HEADING  THE  NATIONAL  BLOOD 
PROGRAM 

Director,  National  Blood  Program 

Adm.  Ross  T.  Mclntire,  formerly  Surgeon  Gen- 
eral of  the  Navy  and  White  House  physician. 


Medical  Director,  National  Blood  Program 

Dr.  Louis  K.  Diamond,  Director  of  Boston  Chil- 
dren’s Hospital  Blood  Bank  and  Research  Labora- 
tory; director  of  Blood  Grouping  Laboratory  of  Bos- 
ton; author  of  “Atlas  of  the  Blood  of  Children.” 

Assistant  Director,  National  Blood  Program 

Gen.  Harry  F.  Thompson  (U.S.A.  Retired),  for- 
merly administrator  of  Red  Cross  Service  to  Vet- 
erans. 

DEVELOPMENT  OF  THE  NATION-WIDE 

BLOOD  PROGRAM 

Development  will  be  gradual  and  painstaking,  in 
close  cooperation  with  local  medical  societies. 

No  local  program  can  or  will  be  instituted  by  Red 
Cross  without  the  prior  approval  of  local  medical 
societies,  hospital  organizations,  health  department 
officials. 

There  are  FOUR  phases  in  the  program:  (1)  col- 
lecting blood  (2)  processing  blood  for  use  as  whole 
blood  and  blood  derivatives,  including  packaging  and 
storage  (3)  distribution  of  both  the  whole  blood  and 
blood  products  for  use  by  physicians  and  hospitals  for 
any  patients  needing  them  (4)  continuous  research 
and  investigation  of  the  quality  of  the  products,  their 
safety,  and  important  uses. 

EXISTING  FACILITIES 

The  National  Blood  Program  of  Red  Cross  does 
not  plan  to  establish  centers  in  those  communities 
where  needs  for  blood  are  being  met  by  existing 
facilities. 

STANDARDS 

1.  Each  center  has  a Medical  Advisory  Commit- 
tee, appointed  by  the  local  medical  society. 

2.  Each  center  has  a physician  medical  technical 
director,  who  is  nominated  by  the  local  medical  so- 
ciety, and  approved  by  the  Red  Cross  chapter  board 
and  the  administrator,  National  Blood  Program. 

3.  Each  center  is  under  the  direct  supervision  of 
the  medical  technical  director  assisted  by  registered 
nurses  and  laboratory  technicians. 

4.  A physician  is  always  in  the  center  while  blood 
is  being  taken  from  donors. 

5.  Technical  procedures  have  been  approved  by 
the  National  Institute  of  Health. 

6.  As  better  techniques  and  procedures  are  de- 
veloped and  proved,  they  will  be  adopted,  utilizing  the 
latest  and  highest  standards  throughout  the  country 
at  all  times. 

PRODUCTS 

Whole  blood.  “Whole  blood”  is  blood  only. 
Technically  “preserved  whole  blood”  or  “modified 
whole  blood”  is  the  term  applied  to  blood  with  a 
preservative  or  any  other  substance  added;  however, 
the  term  “whole  blood”  is  generally  used  to  denote 
blood  plus  preservative.  The  preservative  is  usually 
a solution  containing  citric  acid,  sodium  citrate,  and 
dextrose — called  ACD  solution.  Donated  blood  must 
be  typed,  and  the  donor’s  and  recipient’s  bloods  must 
be  cross-matched  for  compatibility  before  transfusions 
are  made.  Other  tests  are  also  necessary.  “Whole 
blood”  must  be  kept  under  refrigeration  from  4 to  6 
degrees  centigrade,  under  which  conditions  it  may  be 
kept  about  21  days.  Used  whenever  large  amounts  of 
blood  have  been  lost  as  a result  of  accident,  injury, 
childbirth,  or  in  certain  diseases  which  result  in  blood 
cell  depletion  or  injury.  Chief  of  these  are  infections, 
hemorrhagic  diseases,  and  chronic  anemias. 

Plasma.  The  liquid  portion  of  blood  after  removal 
of  cells.  May  be  stored  in  liquid,  frozen,  or  dried 
forms.  Liquid  and  dried  forms  are  most  frequently 
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used.  Need  not  be  typed  and  may  be  stored  much 
.longer,  which  permits  its  use  as  a substitute  for 
'whole  blood  in  emergency  cases  such  as  accidents, 
land  in  remote  areas  where  facilities  for  administering 
whole  blood  are  not  available. 

Serum  Albumin.  One  of  the  fractions  made  from 
‘plasma.  Used  in  the  treatment  of  certain  kidney 
j-diseases  and  for  the  emergency  replacement  of  lost 
blood  volume. 

Immune  Serum  Globulin.  Used  for  the  modifica- 
tion or  prevention  of  measles. 

Antihemophilic  Globulin.  Used  to  control  bleed- 
ing when  it  is  the  result  of  hemophilia  (a  chronic 
condition  in  which  blood  will  not  clot). 

Fibrinogen  and  Thrombin.  Two  plasma  proteins 
i which  when  combined  form  an  artificial  clot  from 
which  fibrin  film  and  fibrin  foam  are  made.  Fibrin 
film  is  a cellophanelike  sheet  used  to  repair  tissues 
in  brain  and  nerve  surgery.  Fibrin  foam  is  a sponge- 
I like  product  used  to  stop  bleeding  from  surgical  or 
accidental  wounds. 

RESEARCH 

1.  Continuous  research  under  the  guidance  of 
Blood  and  Blood  Derivaties  Committee  of  the  Red 
Cross  Advisory  Board  on  Health  Services. 

2.  This  group  is  composed  of  topmost  authorities 
on  blood  including,  among  others: 

Charles  A.  Janeway,  M.D.,  Chairman 
Elmer  L.  DeGowin,  M.D.  Frank  W.  Hartman,  M.D. 
Charles  A.  Doan,  M.D.  Robert  F.  Loeb,  M.D. 

Everett  I.  Evans,  M.D.  Isadore  S.  Ravdin,  M.D. 

3.  Through  this  committee,  clinical  research  to 
develop  new  products  and  increase  the  uses  of  exist- 
ing products  will  continue. 

DONOR  REQUIREMENTS 

All  donors  are  accepted  on  the  basis  that  they  are 
capable  of  safely  giving  500  cc  of  blood,  equivalent 
to  one  pint. 

AGE 

1.  Men  and  women,  21-59  years  of  age,  inclusive. 

2.  Minors  accepted  only  with  written  permission 
from  parents  or  legal  guardian.  (Release  form  for 
this  purpose  will  be  used  aftd  properly  witnessed. 
Some  state  laws  differ  as  to  what  constitutes  a minor, 
married  or  single.  Individual  centers  conform  to  the 
customary  practice  of  local  hospitals.) 

3.  Married  minors,  economically  independent, 
living  apart  from  their  parents,  may  be  accepted 
without  permission  of  parents  or  legal  guardian.  If 
possible,  written  permission  of  the  mate  should  be 
obtained. 

4.  Minors  belonging  to  armed  services  of  the 
United  States  and  Allied  Nations,  and  members  of  the 
Merchant  Marines,  accepted  without  written  parental 
permission,  excepting  members  of  reserve  units. 

5.  A donor  may  give  blood  at  8-to-10-week  in- 
tervals without  harm.  No  donor  may  give  blood 
more  than  five  times  in  any  12-month  period. 

6.  Medical  history  will  be  taken  by  a physician 
or  registered  nurse  under  the  supervision  of  a physi- 
cian. 

7.  No  donor  will  be  accepted  if  the  physician, 
who  is  in  attendance  at  all  times,  questions  the  ad- 
visability of  a donation  for  the  protection  of  the  donor. 

8.  Pre-donation  diet  requirements  will  be  under 
the  supervision  of  the  center’s  medical  technical  di- 
rector. 

FINANCING 

The  programs  will  be  financed  from  funds  raised 
during  the  Red  Cross  annual  fund  campaign. 

CHAPTER  PARTICIPATION 

1.  Chapter  blood  program  committee  to  study 
program,  develop  plans,  in  cooperation  with  local 


medical  and  health  authorities,  and  represent  the 
chapter  in  its  participation. 

2.  Secure  written  endorsement  of  the  program  by 
local  medical  society,  public  health  officer,  and  hospi- 
tal organization  before  any  chapter  is  authorized  to- 
participate  in  the-  National  Blood  Program. 

3.  Furnish  volunteers. 

4.  Recruit  donors. 

GENERAL  BACKGROUND  INFORMATION 

1.  Scientific  research,  accelerated  by  the  war 
emergency,  brought  many  new  discoveries  to  aid 
medical  science,  among  them  the  method  of  preserving 
whole  blood  up  to  21  days. 

2.  The  research  and  development  of  blood  frac- 
tion products  from  the  proteins  of  human  plasma  — 
a direct  outgrowth  of  the  war  — have  introduced  a 
revolutionary  epoch  of  great  significance  to  peace- 
time medical  practice. 

3.  Out  of  the  urgency  of  war  — and  the  knowl- 
edge gained  from  processing  civilian  donations  for 
military  use  — these  essential  blood  fraction  products 
have  been  made  available  for  peacetime  therapy. 

4.  Although  blood  fraction  products  are  still  on 
the  threshold  of  the  vast  possibilities  of  clinical  in- 
vestigation, their  outstanding  contributions  to  surgical 
techniques,  preventive  medicine,  and  therapeutic  pro- 
gress already  have  been  well  established. 

5.  As  medical  scientists  discover  new  uses  for 
blood  as  a therapeutic  product,  greater  numbers  of 
donors  are  needed. 

6.  One  recipient  of  blood  may  require  the  dona- 
tions of  several  people  with  each  donor  able  to  give 
only  one  pint  at  a time.  For  instance,  only  about 
one  out  of  200  donors  has  type  AB  negative.  This 
is  a “rare  type”  — (without  sufficient  donors  all 
types  are  rare)  — but  one  recipient  may  require  a 
center’s  entire  supply  of  AB  negative  which  can  only 
be  replaced  at  the  slow  rate  of  one  pint  for  each 
200  donors. 

7.  The  average  healthy  person  weighing  110 
pounds  has  about  12  to  14  pints  of  blood. 

8.  The  system  begins  to  replace  blood  immedi- 
ately after  donation  and  within  from  48  to  72  hours 
after  donation,  the  volume  is  replaced. 

9.  Blood  is  a living  fluid.  It  cannot  be  manu- 
factured. Only  from  healthy  people  can  this  vital 
substance  be  obtained. 

10.  The  American  Red  Cross  is  regarded  as  the 
most  appropriate  agency  to  operate  a nation-wide 
blood  program  (1)  because  of  its  World  War  II 
achievement  in  collecting  more  than  13,000,000  pints 
of  blood  for  our  fighting  men,  and  (2)  because  it  is 
already  organized  in  every  county  of  every  state  of 
the  nation. 

11.  The  nation-wide  blood  donation  program  dur- 
ing World  War  II,  which  made  possible  the  proces- 
sing of  plasma  supplies  for  the  armed  forces,  has 
been  one  of  the  greatest  cooperative  efforts  of  scien- 
tist and  layman  — and  the  resulting  benefits  to  the 
national  health  of  this  country  in  peacetime  are  in- 
estimable. 

12.  The  American  Red  Cross  World  War  II  Civi- 
lian Blood  Program  was  responsible  only  for  donor 
recruitment  and  blood  collection.  Centers  were  es- 
tablished in  35  cities  with  mobile  units  operating  in 
their  outlying  areas.  All  human  blood  collected  was 
turned  over  to  the  Army  and  Navy. 

13.  A total  of  13,326,242  pints  of  blood  was  col- 
lected during  operation  of  the  wartime  program.  Of 
this  amount  374,441  pints  of  whole  blood  were  used 
by  military  medical  men  on  battlefronts  following 
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scientific  discovery  of  means  for  preserving  whole 
blood  up  to  21  days. 

14.  The  wartime  program  was  discontinued  in 
September  1945.  Surplus  plasma  returned  to  the  Red 
Cross  by  the  armed  forces,  and  derivatives  made  from 
it,  are  available  through  state  health  departments. 

STATISTICS 

1.  Records  show  that  97.3  per  cent  of  World 
War  II  wounded  survived.  Military  medical  authori- 
ties believe  the  availability  in  quantity  in  time  of 
whole  blood  and  plasma  was  a major  factor  in  this 
lowr  mortality  figure. 

2.  War  wounded  totaled  651,911;  during  the  same 
period  36,000,000  civilians  suffered  accidental  injury. 
Nineteen  thousand  amputations  were  performed  on 
members  of  the  armed  forces  during  World  War  II; 
during  the  same  period  more  than  six  times  as  many 
civilians  underwent  amputations.  Between  Pearl 
Harbor  and  VJ-Day  more  civilians  died  from  acci- 
dental causes  in  this  country  than  wTere  lost  in  the  WTar. 

3.  Every  2 seconds  someone  is  injured  somewhere 
in  this  country.  Ninety  per  cent  (90%)  of  these 
serious  accident  cases  need  blood  at  once. 

4.  In  1948,  according  to  National  Safety  Council 
reports,  1 in  every  14  persons  in  the  nation  was  in- 
jured. Disabling  injuries  totaled  over  10,000,000;  an 
increase  over  the  previous  year. 

5.  By  the  end  of  June  1949,  29  Red  Cross  regional 
blood  centers  were  established  in  the  nation.  These 
are  located  at:  Rochester,  New  York;  Washington, 
D.  C. ; Atlanta,  Georgia;  St.  Louis,  Missouri;  Spring- 
field,  Missouri;  Omaha,  Nebraska;  Tucson,  Arizona; 
Los  Angeles,  California;  San  Jose,  California;  Stock- 
ton,  California;  Wichita,  Kansas;  Charlotte,  North 
Carolina;  Detroit,  Michigan;  Lansing,  Michigan; 
Great  Falls,  Montana;  Yakima,  Washington;  Colum- 
bus, Ohio;  St.  Paul,  Minnesota;  Nashville,  Tennessee; 
Portland,  Oregon;  Boise,  Idaho;  Louisville,  Kentucky; 
Philadelphia,  Pennsylvania;  Syracuse,  New-  York; 
Ashville,  North  Carolina;  Johnstown,  Pennsylvania; 
Mobile,  Alabama;  Norfolk,  Virginia;  and  Savannah, 
Georgia.  In  addition  a state-wide  program  in  Mas- 
sachusetts was  operating. 

6.  During  the  fiscal  year  1947-48  alone,  Red  Cross 
distributed  without  charge  to  physicians  and  hospitals 
through  state  health  departments,  more  than  600,000 
units  of  immune  serum  globulin  used  in  the  preven- 
tion or  modification  of  measles.  Since  the  commer- 
cial cost  of  this  amount  of  measles  serum  would  be 
nearly  $3,800,000,  this  represents  a very  definite  sav- 
ings to  the  American  people. 

7.  As  of  June  1948,  there  were  more  than  50  blood 
fractions  as  yet  unexplored.  There  is  no  backlog  of 
cither  whole  blood  or  plasma  for  continued  research. 
2,500,000  units  of  plasma  declared  surplus  at  the  war’s 
end  are  nearly  exhausted.  It  is  urgent  that  some 
blood  for  research  be  made  available. 

8.  There  are  FOUR  phases  in  the  National  Blood 
Program:  (1)  collecting  blood  (2)  processing  blood 
for  use  as  whole  blood  and  blood  derivatives,  including 
packing  and  storage  (3)  distribution  of  both  the  whole 
blood  and  blood  products  for  use  by  physicians  and 
hospitals  for  any  patients  needing  them  (4)  continu- 
ous research  and  investigation  of  the  quality  of  the 
products,  their  safety,  and  important  uses. 

9.  Reports  show  that  more  than  80,000  persons 
died  from  the  atom  bomb  dropped  on  Hiroshima. 
Medical  authorities  estimate  that  20,000  would  have 
survived  if  adequate  amounts  of  the  whole  blood  had 
been  available. 

10.  The  presently  estimated  requirement  for  a 
single  atom  bomb  detonated  in  the  manner  employed 
at  Hiroshima  is  150,000  to  200,000  units  of  whole 
blood.  This  is  based  on  from  one  to  five  transfusions 
for  each  of  the  80,000  casualties. 


CIRCULATORY  AND  RENAL  EFFECTS  OF 
AMINOPHYLLINE  IN  CONGESTIVE 
HEART  FAILURE 


“The  effects  of  aminophylline  on  patients  with 
congestive  heart  failure  have  been  studied  by  the 
simultaneous  observation  of  the  cardiac  output,  right 
atrial,  pulmonary  arterial  and  systemic  arterial  pres- 
sures, glomerular  filtration  rate,  renal  plasma  flow 
and  sodium  excretion  data.  These  patients  were  suf- 
fering from  valvular  heart  disease  and  showed  no 
evidence  of  primary  renal  disease.  Aminophylline 
injected  intravenously  in  0.72  gm.  doses  has  been 
found  to  produce  a marked  increase  in  cardiac  output, 
accompanied  by  a decrease  in  peripheral  resistance, 
which  is  of  greater  degree  in  the  pulmonary  than  in 

the  systemic  circulation 

“Increased  renal  plasma  flow,  filtration  rate  and 
an  increased  rejection  of  sodium  by  the  tubules  also 
took  place.  These  renal  changes  are  minor  in  degree, 
however,  and  not  of  an  order  comparable  to  the 
modification  in  cardiac  output  (which  at  times  is 
nearly  tripled).”  — James,  D.  F.,  Turner,  H.,  and 
Merrill,  A.  J.,  Am.  J.  Med.  5;4:619  (Oct.),  1948. 


NEW  TEST  FOR  HYPERTENSION  DUE  TO 
CIRCULATING  EPINEPHRINE 

“The  only  clinically  significant  hypertension  due  to 
circulating  epinephrine  of  which  we  know  is  asso- 
ciated with  pheochromocytoma.  This  is  a tumor  con- 
sisting of  chromaffin  tissue,  producing  epinephrine, 
and  arising  either  in  the  adrenal  medulla  or  in  one  of 
the  many,  widespread  areas  where  chromaffin  tissue 
is  found  during  early  life. 

“If  hypertension  is  due  to  circulating  epinephrine, 
it  will  be  abolished  or  significantly  decreased  by  the 
intravenous  administration  of  adrenolytic  compounds. 
If  the  hypertension  is  due  to  any  other  cause,  it  will 
persist. 

“.  . . in  tolerable  doses,  the  benzodioxanes  . . . are 
adrenolytic  only  . . . .” 

“The  dosage  finally  selected  approximated  0.25  mg. 
of  933F  (piperidylmethyl  benzodioxane)  per  kilogram 
for  adults  of  average  weight.  . . . 

“An  impressive  drop  in  blood  pressure  followed' 
injection  of  benzodioxane  wdien  large  amounts  of  cir- 
culating epinephrine  were  present.  When  removal  of 
the  tumor  had  abolished  this  excess  of  epinephrine, 
intravenous  injection  of  these  compounds  no  longer 
depressed  the  blood  pressure.”  — Goldenberg,  M., 
Snyder,  C.  H.,  and  Aranow,  Jr.,  H.,  J.  A.  M.  A. 
135:971,  1947. 


CASTRATION  FOR  CANCER  OF  THE 
MALE  BREAST 

Favorable  responses  in  carcinoma  of  the  male 
breast  following  castration  have  been  reported.  Treves 
and  associates  have  reported  seven  cases  with  a good 
response  in  6.  Strangely  enough,  in  contrast  to 
women,  the  men  who  showed  the  best  results  after 
castration  were  63  years  of  age  or  older.  A good 
response  to  orchiectomy  has  included  partial  regres- 
sion of  the  primary  tumor  and  osseous  metastases. 
Treves  believes  that  the  effects  of  castration  in  carci- 
noma of  the  male  breast  may  parallel  the  brilliant 
results  obtained  in  carcinoma  of  the  prostate  follow- 
ing similar  treatment. 

Striking  improvement  in  the  local  appearance  in  a 
case  of  cancer  of  the  male  breast  twenty-two  months 
after  castration  is  showm  by  Nathanson.  Farrow  cites 
the  case  of  a man  in  whom  pronounced  improvement 
in  the  primal-}'  tumor  and  increased  density  of  skeletal 
metastases  followed  orchiectomy  during  a period  of 
four  months  of  postoperative  observation. 


MARCH,  1950 


SOUTHWESTERN  MEDICINE 


Page  85 


linguets  should  not  be  confused  with  ordinary 
tablets,  which  have  been  "proved  relatively 
ineffective”  by  sublingual  administration.  

Escamilla,  R.  F.  and  Gordon,  G.  S.:  Bull.  Univ.  California 
Med.  Center,  November  1949. 


Linguets 


ECONOMICAL  CONVENIENT  HORMONE  THERAPY 


METANDR  ®lingu.,, 

methyltestosterone,  5 mg.,  white  • 10  mg.,  yellow 

ETICYLOL<u„g„.i. 

ethinyl  estradiol,  0.5  mg.,  pink 
anhydrohydroxyprogesterone,  10  mg.,  yellow 


\ 

desoxycorticosterone  acetate,  2 mg.,  green 


LINGUETS®  are  specially  shaped  to  fit  comfortably  into 
the  buccal  pocket;  highly  compressed  to  insure  slow  effec- 
tive absorption  of  the  hormone  directly  into  the  systemic 
circulation. 


PHARMACEUTICAL  PRODUCTS,  INC., 
SUMMIT,  NEW  JERSEY 
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WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Fischbein  Bros. 

• 

Custom  Tailors 

Our  Prescription  Department  Is 
NEVER  Without  a 

309  N.  OREGON  EL  PASO,  TEXAS 

Registered  Pharmacist  on  Duty 

• 

We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 

(youtlavesteln  MEDICINE 

journal  of 

SOUTHWESTERN  MEDICAL  ASSOCIATION 
and  EL  PASO  COUNTY  MEDICAL  SOCIETY 


Vol.  XXXI MARCH,  1950 Number  3 "IN- 


BOARD OF  MANAGERS 

Leslie  M.  Smith,  M.D.  Charles  M.  Thompson,  M.D.  (J 

James  S.  Walsh,  M.D.  Wickliffe  R.  Curtis,  M.D.  “ 

EDITOR  Lester  C.  Feener,  M.D. 

401-3  Banner  Building,  El  Paso,  Texas 

MANAGING  EDITOR  Louis  W.  Breck,  M.D. 

520  Montana  Street,  El  Paso,  Texas 

ASSOCIATE  EDITORS 

Branch  Craige,  M.D.  Maurice  P.  Spearman,  M.D. 


ADVERTISING  AND  SUBSCRIPTION  OFFICES 

Southwest  National  Bank  Building,  310  North  Stanton 
Published  at  McMath  Co.,  Inc.,  Box  1887, 

El  Paso,  Texas 


SOUTHWESTERN  MEDICAL  ASSOCIATION 


OFFICERS 

President  I.  J.  Marshall,  M.D.,  Roswell 

President-Elect  Louis  W.  Breck,  M.D.,  El  Paso 

First  Vice-President  James  S.  Walsh,  M.D.,  Douglas 

Second  Vice-President  Charles  M.  Thompson,  M.D.,  Albuquerque 
Secretary-Treasurer  Willard  W.  Schuessler,  M.D.  El  Paso 

EL  PASO  COUNTY  MEDICAL  SOCIETY  OFFICERS 

President  Ralph  H.  Homan,  M.D. 

President-Elect  Frank  P.  Schuster,  M.D. 

Vice-President  Henry  Dodson  Garrett,  M.D. 

Secretary-Treasurer Joe  R.  Floyd,  M.D. 


REGIONAL  EDITORS 

ARIZONA 

BISBEE: — Dr.  C.  C.  Piepergerdes,  1 Main  Street. 

DOUGLAS:— Dr.  James  S.  Walsh,  631  Ninth  Street. 
FLAGSTAFF:— Dr.  D.  W.  Kittredge,  Jr. 

MESA: — Dr.  Angus  J.  Fillmore,  34  North  McDonald  Street. 

MIAMI: — Dr.  Ira  E.  Harris. 

PHOENIX: — Dr.  Thomas  E.  Bate,  15  East  Monroe  St. 

PRESCOTT: — Dr.  Harry  T.  Southworth,  434  West  Gurley  Street. 
TUCSON: — Dr.  N.  K.  Thomas,  130  South  Scott  Street. 

NEW  MEXICO 

ALBUQUERQUE: —Dr.  Robert  Friedenburg,  2916  Santa  Clara  Drive. 
CARLSBAD: — Dr.  J.  W.  Hillsman,  408  West  Mermod  Street. 
GALLUP:— Dr.  Vincent  Accardi. 


HOBBS: — Dr.  W.  E.  Badger,  200  North  Dalmont  Street. 

HOT  SPRINGS: — Dr.  H.  B.  Johnson. 

LAS  CRUCES:— Dr.  L.  S.  Evans. 

LAS  VEGAS: — Dr.  Volney  S.  Cheney,  817  Seventh  St. 
LORDSBURG:— Dr.  E.  C.  DeMoss,  Box  577. 

RATON: — Dr.  J.  Hunt  Burress. 

ROSWELL:— Dr.  E.  W.  Lander,  211  West  Third  Street. 

SANTA  FE: — Dr.  Eric  P.  Hausner,  Coronado  Bldg. 

SILVER  CITY-FORT  BAYARD-SANTA  RITA:— Dr.  E.  A.  Rygh,  Santa 

Rita  Hospital. 

TUCUMCARI: — Dr.  Thomas  B.  Hoover.  315  South  Second  Street. 
WEST  TEXAS 

ALPINE-MARFA: — Dr.  W.  E.  Lockhart,  Alpine. 

DEL  RIO:  -Dr.  L.  M.  Cartall,  501  Del  Rio  National  Bank  Building. 
KERMIT-MONAHANS-PECOS:-  -Dr.  Cecil  A.  Robinson,  Kermit. 
MIDLAND:  -Dr.  L.  W.  Leggett,  Leggett  Bldg. 

ODESSA:— Dr.  Emmett  Headlee. 

MEXICO 

CHIHUAHUA,  CHIH.: — Dr.  Julio  Ornelas  K.,  Edit.  Centro  Medico  de 
Chihuahua. 

DURANGO,  DGO.: — Dr.  Alfonso  P.  Gavilan,  Zaragoza  508  Sur. 
JUAREZ,  CHIH.:— Dr.  Luis  Valdes,  Cinco  de  Mayo  207. 

NACOZARI  DE  GARCIA,  SONORA:— Dr.  Manuel  S.  Perez  Mezquita. 
NUEVO  CASAS  GRANDES,  CHIH:— Dr.  LeRoy  Hatch. 

TORREON,  COAHUILA: — Dr.  Alvaro  Rodriguez,  Villareal,  Clinica  de 
Radiologia,  Avenida  Morelos. 


ORGANIZATION  EDITORS 

Arizona  Chapter  of  the  Western  Orthopedic  Association: — Dr. 
John  H.  Ricker,  926  East  MacDowell  Road,  Phoenix,  Ariz. 

Arizona  Medical  Association: — Dr.  Howell  Randolph,  1005  Profes- 
sional Bldg.,  Phoenix,  Ariz. 

El  Paso  County  Gynecological  Society: — Dr.  F.  A.  Snidow,  Mills 
Bldg.,  El  Paso,  Texas. 

El  Paso  County  Medical  Society: — Dr.  H.  D.  Garrett,  First  Na- 
tional Bank  Bldg.,  El  Paso,  Texas. 

Mexico  U.  S.  Border  Public  Health  Association:  — Dr.  M.  F. 
Haralson,  U.  S.  Court  House,  El  Paso,  Texas. 

New  Mexico  Medical  Society: — Dr.  William  W.  Woolston,  221 
West  Central  Avenue,  Albuquerque,  New  Mexico. 

Southwestern  Dermatological  Association: — George  K.  Rogers, 
M.D.,  Phoenix,  Arizona. 

Southwestern  Medical  Association: — Dr.  Leslie  M.  Smith,  First 
National  Bank  Bldg.,  El  Paso,  Texas. 

Southwestern  New  Mexico  Medical  Society: — Dr.  W.  B.  Cantrell, 
Hot  Springs,  N.  M. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


MARCH,  1950 


SOUTHWESTERN  MEDICINE 


Page  87 


The  McMath  Company 

PRINTERS 

PHOTO  - LITHOGRAPHERS 
BINDERS 

Serving  El  Paso  and  the  Southwest  for  more  than  35  years 
with  trustworthy  Printing,  Binding  and  Photo- 
Lithographing  of  Distinction 

DIAL  3-3681 
EL  PASO,  TEXAS 

WYOMING  STREET  AT  COTTON  AVENUE 


AIR 

AMBULANCE  SERVICE 


PHONE  3-2072 

NIGHT  PHONE  2-4371 


DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 


SOUTHWEST  AIR  RANGERS 

EL  PASO  MUNICIPAL  AIRPORT 


RYAN  NAVION 
SALES  & SERVICE 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 

Prompt  24 -Hours 

Martin-Mellinger 
Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 

Only  at  the  Popular  in  El  Paso! 
Hickey-Freeman  £r  Kuppenheimer  Clothing 
MEN'S  STORE 

Popular  Dry  Goods  Co. 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


It  ’s 

Sweeney 's 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


HARDING  AND 

ORR 

Ambulance  Service 

• 

320  Montana 

3-1646 

EL  PASO,  TEXAS 

GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Del ivery 
PHONE  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


Advertisers  in  our  journal  are  carefully  se- 
lected. Only  those  meeting  our  advertising 
standards  may  use  the  facilities  of  our  pages. 
No  advertisement  will  be  accepted  which,  either 
by  intent  or  inference,  would  result  in  mislead- 
ing the  reader.  May  we  suggest  that  you  re- 
view the  ads  in  each  issue  of  our  journal  and, 
when  occasion  arises  to  prescribe  products  fea- 
tured or  to  use  the  facilities  offered,  tell  them 
you  saw  their  ad  in  SOUTHWESTERN 
MEDICINE. 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 
EL  PASO,  TEXAS  YSLETA,  TEXAS 
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MAICO 

OF  EL 

PASO 

★ Hearing  Aids 

★ Audiometers 

* Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

ADVERTISE  IN 

SOUTHWESTERN 

MEDICINE 

The  Journal  Of  More  Than 
2000  Practicing  Physicians  In  The 
Great  Southwest 

• 

One  Of  The  Nation's  Most,  Alert,  Progres- 
sive, And  Rapidly  Growing  Medical  Media 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


Motor  Manor 

Motel 

Hot  Springs,  N.  M. 

NEWEST  AND  FINEST 

o 

• Hot  mineral  baths  in  a new,  separate 
bath  house  or  in  apartments;  physiother- 
apy; colonics;  air  conditioning;  radiant 
heat;  kitchen  facilities;  telephone  in  each 
room. 

O 

Complete  co-operation  with  physicians 
At  4200  feet  in  80  per  cent  sunshine  belt 

e 

Hunting  and  Fishing 
Write  to 

Opal  R.  Sparlin 

Motor  Manor  Motel 

601  Main  St.,  Box  348,  Hot  Springs,  N.  M. 
PHONE  228 


FOR  THE 
PRE-NATAL 
PATIENT 


CALCIUM 
PHOSPHORUS 
AMD 
VITAMINS 


The 
large 
calcium 
content  per- 
mits the  use 
of  1 capsule  three 
times  a day.  The 
vitamin  C content 
aids  healing  following 
delivery. 

Each  Calvmin  capsule  contains: 

Dicalcium  Phosphate  Anhyd  712.8  mg.  (11  gr.) 
Ferrous  Sulfate  Exc.  22.1  mg.  ( .6xMDR) 

Thiamin  Hydrochloride  2.0  mg.  ( 2 x MDR) 
Riboflavin  2.0  mg.  ( MDR  ) 

Ascorbic  Acid  50.0  mg.  (12/3xMDR) 

Vitamin  D 500  USP  Units.  (I'/jxMDR) 

MISSION 
PI1ARMACAL  CO 

San  Antonio  6,  Texas 
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In  Albuquerque,  The  Bulwark 
Of  Professional  Pharmacy 


Lobby  — FIRST  NATIONAL  BANK  BUILDING 
Albuquerque,  New  Mexico 


Time  An  Important  Factor ? 


FLY  AIR  AMBULANCE 


What  stands  between  you  and  fatality  — time? 
Aviation  has  come  to  the  rescue.  Champ’s, 
keeping  abreast  with  the  times,  offers  you  this 
time-saving  means  of  transportation.  They  use 
dependable  Cessna  195’s.  For  speed,  comfort, 
and  safety,  it's  Champ’s  Air  Ambulance  Sendee. 


The  large  cabin  of  the 
Cessna  195  provides 
ample  room  for  stretch- 
er, assuring  comfort  for 
the  patient. 

• 


DAY  3-4282  — NIGHT  5-6567 

Municipal  Airport  El  Paso,  Texas 


For  Your  Convenience 
Use  Our  Handy  Charge-A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Arts  Bldg. 

P.  0.  Box  1053 
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THIS  SPACE 
FOR  SALE 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

— GENERAL  PRACTICE  — 

Phones  4495  - 4496 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

J.  A.  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY.  X-RAYS 

1009  Mills  Bldg.  3-1051  El  Paso.  Texas 

THIS  SPACE 
FOR  SALE 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 
GYNECOLOGY 
PHONE  2-9312 

1017  First  National  Building  El  Paso,  Texas 

P.  C.  CORNISH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

1018  Mills  Building  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

800  Montana  Street  3-6931  El  Paso,  Texas 

DRS.  BRECK,  BASOM  AND  LEONARD 

PRACTICE  LIMITED  TO 
ORTHOPAEDIC  SURGERY 

520  Montana  Street  3-1671  El  Paso,  Texas 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 
215  First  National  Bldg.  3-2161  El  Paso,  Texas 

BUTLER  CLINIC 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

THIS  SPACE 
FOR  SALE 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

800  Montana  Street  3-1651  El  Paso,  Texas 

L.  0.  DUTTON,  M.  D. 

ALLERGY 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

ORTHOPEDIC  SURGERY 

First  National  Building  3-3421  El  Paso,  Texas 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 
1025  First  National  Bank  Bldg. 

El  Paso,  Texas 
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LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

INTERNAL  MEDICINE 

706  West  Second  Street  2275  Roswell,  New  Mexico 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

314  Banner  Building  3-5881  El  Paso,  Texas 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 
WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

ROBERT  FRIEDENBERC,  A.B.,  M.D. 

(Certified  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  COODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 
509  West  Fox  St.  1441  Carlsbad,  N.  M. 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 
209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

THIS  SPACE 
FOR  SALE 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 

701  First  National  Building  2-6221  El  Paso,  Texas 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

DRS.  JELSO  & CORCORAN 

DISEASES  OF  THE  SKIN 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

H.  C.  JERNIGAN,  M.  D. 

DISEASES  OF  THE  CHEST 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

THIS  SPACE 
FOR  SALE 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5400  El  Paso,  Texas 
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G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  Ei  Paso,  Texas 

BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S„  F 1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
(Certified  by  American  Board  of  Opthalmology) 
(Certified  by  American  Board  of  Otolaryngology) 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ES0PHAG0SC0PY 
605  Professional  Building  3-8209  Phoenix,  Arizona 

ROY  T.  LESTER,  M.  D. 

THORACIC  SURGERY 

Residence  2-0744  Office  3221 

1442  North  Third  St.  Abilene,  Texas 

THIS  SPACE 
FOR  SALE 

TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

1031  First  National  Bldg.  El  Paso,  Texas 

VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

MILLS  BUILDING  2-3459 

AND 

800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS 

ALEX  G.  MARSHALL,  M.  D. 

DIAGNOSIS  AND  INTERNAL  MEDICINE 
1303  First  National  Building  3-7621  El  Paso,  Texas 

ROSS  W.  RISSLER,  M.  D. 

(Ceitified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  M EDICIN E— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  oURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

1.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 
H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 

DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 
310  Banner  Bldg.  3-4478  El  Paso,  Texas 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

PHONES 
633  — 460  — 201 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 

THIS  SPACE 
FOR  SALE 
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S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 
PLASTIC  AND  MAXILLO-FACIAL  SURGERY 
1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

M.  A.  TANNY,  M.  D. 

ALBUQUERQUE  MEDICAL  CENTER 
109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 
FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

THIS  SPACE 
FOR  SALE 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 
General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  ORAL  SURGERY 
AND 

R.  C.  RONEY,  D.  D.  S.,  M.  S.  D. 

ORAL  SURGERY 
PHONE  3-6742 

1101  First  National  Building  El  Paso,  Texas 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARDS  OF  } OTOLARYNGOLOGY AN° 

PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

CLAYTON  S.  WHITE,  M.  D. 

A.  B.,  B.  A.  (Oxon)  M.  D. 

AVIATION  AND  INTERNAL  MEDICINE 
Lovelace  Clinic  8871  Albuquerque,  N.  M. 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

EYE  - EAR  - NOSE  - THROAT 
FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 
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YOUR 

PROFESSIONAL  CARD 
IN  THE 

Watts  Clinic 

SOUTHWESTERN 

PHYSICIAN'S 

Complete  Medical 

DIRECTORY 

and 

OF 

SOUTHWESTERN 

MEDICINE 

Surgical  Service 

• 

REMINDS  YOUR 
FELLOW  MEDICAL  MEN 
OF  THE  NATURE 
AND  PLACE  OF  YOUR  PRACTICE 

Dr.  R.  E.  Watts  Dr.  S.  M.  Ramer 

Dr.  G.  A.  Slusser  Dr.  S.  F.  Baker 

© 

• 

Southwestern  Medicine 

Phone  567 

310  North  Stanton  Street 
EL  PASO,  TEXAS 

101  N.  Copper  Silver  City,  N.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures : 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 
DELPHIN  VON  BRIESEN,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 

H.  F.  HESLINGTON,  M.D. 
WILLIAM  D.  FLEMING,  M.D. 
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pharmacists  as  meaning  to  make  the  best  preparations 
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and  Company  makes  reliable  prescription  products, 
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topical  histamine 
for  rheumatoid  pains 

Vasodilation  with  speedy  relief  of 
rheumatoid  and  other  joint  and  muscle 
pains  marks  the  use  of  rapidly  absorbed 
Imadyl  Unction.  Containing  histamine 
with  acetyl-glycol-salicylic  ester  to 
facilitate  direct  absorption  through  the 
skin,  it  iinds  wide  use  in  the  treatment 
of  neuralgia,  myalgia,  bursitis,  aches 
and  sprains.  Counterirritants  and 
rubefacients  are  incorporated  in  the 
highly  absorbable  base  to  stimulate  local 
circulation,  improve  metabolic  function 
and  induce  analgesia.  Supplied  in 
V4-oz  tubes  and  1-lb  jars. 

HOFFMANN -LA  KOCHF.  INC.  • NUTLF.Y  in  . N.  J. 

Imadyl  Unction 


'Roche' 


t 

t 
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Billions  of  organisms  inhabiting  the  normal  intestinal  tract  can  be  completely  elimi- 
nated in  about  five  days  with  Thalamyd,®  the  new  enteric  sulfonamide.1  This  ability 
of  Thalamyd  to  sterilize  the  gut  has  great  significance  in  the  preoperative  prepara- 
tion of  patients  for  elective  intestinal  surgery  as  the  drug  is  not  absorbed  into  the 
blood  stream  in  appreciable  amounts.  It  is,  therefore,  nontoxic. 

In  specific  dysenteries  caused  by  Shigella  and  other  susceptible  pathogens,  Thalamyd 
is  also  powerfully  antibacterial,  acting  against  organisms  within  the  bowel  wall. 

In  chronic  ulcerative  colitis,  Thalamyd  is  indicated  for  eliminating  secondary 
bacterial  invaders  which  often  prevent  or  delay  healing.2 


HALAMYD 

(Phthalylsulfacetimide) 


Thalamyd  Tablets  containing  0.5  Gm.  (7.7  gr.)  of  phthalylsulfacetimide  per  tablet. 
Bottles  of  100  and  1000  tablets. 


(1)  Henderson,  E.,  and  Seneca,  H.:  Am.  J.  Digest.  Dis.  16: 372,  1949, 

(2)  Heineken,  T.  S.,  and  Seneca,  H.:  Rev.  Gastroenterol.  15: 611,  1948. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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reasons 


relief 

is 

prompt 

in 

diarrheas 


• KAOLIN — recognized  for  centuries  as  a 
most  effective  adsorbent  and  demulcent; 

• AUGMENTED  BY  A SPECIAL  ALUMINA 

GEL — ideal  as  a base  and  providing  out- 
standing added  protective,  soothing,  and 
adsorptive  properties; 

• WITH  PECTIN — contributing  bland  bulk  in 
addition  to  its  soothing,  local  colloid 
action.  Pleasant-tasting,  easy  to  take 


KAOMAGMA 


WITH  PECTIN 


provides  the  benefits  of  three  clinically  es- 
tablished coacting  agents;  quickly  restores 
the  patient's  comfort. 

Bottles  of  12  fl.  oz. 


yy^et/% 


Incorporated,  Philadelphia  3,  Pa. 
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Side  effects  “much  fewer  and  much  less  severe”* 

Spring  is  the  season  when  allergic  rhinitis  due  to  grass 
and  tree  pollens  occurs,  often  simulating  or  aggravating 
the  common  “cold.”  For  relief  of  catarrhal  symptoms 
due  to  allergy,  more  and  more  physicians  rely  on 


Hydrochloride 

as  their  first  choice  in  antihistaminic  therapy,  be- 
cause it  is  effective  and  exceptionally  well-tolerated. 

INDICATED  in  allergic  rhinitis  and  allergic 
dermatoses. 

♦Schwartz,  E. : Ann.  Allergy  7:770  (Nov.-Dee.)  1949 


*£DltAl 


Neohetramine  is  the  registered  trademark  of  the  Nepera  Chemical  Co.,  Inc., 
for  its  brand  of  1 honzylamine — N,  N-dimethyl-N'  p-methoxybenzyl-N'  (2- 
pyrimidyl)  ethylenediamine. 

TABLETS  SYRUP  CREAM 

25  mg.  — Packet  of  12,  vial  of  6.25  mg.  per  cc.— Pints  and  Contains  Neohetramine  2% 

25.  bottles  of  100  and  1000.50  mg.  gallons.  — Tubes  of  loz. 

-Bottles  of  100  and  1000.  100 
mg.  — Bottles  of  100  and  1000. 


Incorporated  • Philadelphia  3,  Pa. 
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“Telephone  or  write  for  complete  information" 


414  Mills  Street 
131  North  First*  Street 
202  North  Stone  Avenue 


El  Paso,  Texas 
Phoenix.  Arizona 

Tucson,  Arizona 
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The  Southwestern  Surgical  Supply  Go. 


FOR  ALL  THERAPEUTIC 
TECHNICS  ...  FOR  SUPERFICIAL- 
INTERMEDIATE  - DEEP  THERAPY 


'n  a range  of  100  to  220KVP,  busy  radiologists  find  that 
the  Keleket  220KV  Therapy  Unit  saves  them  time  and 
effort  in  treatment  of  servix,  breast  and  axilla,  and  mouth 
and  throat,  as  well  as  other  therapy  permitted  by  this 
range.  Easy,  precise  angulation  permits  quick  positioning 
and  protected  treatment  without  strain  . . . never  requires 
patients  to  assume  awkward  positions  difficult  to  treat. 
All  meters  and  control  switches  are  a-ranged  on  a vertical 
panel  in  the  Keleket  220KV  Control  Unit.  Desired  settings 
are  made  quickly,  conveniently  and  accurately.  Safety  de- 
vices are  provided  for  utmost  protection  of  patient  and 
equipment.  Automatic  compensations  and  adjustments  save 
lime  and  assure  optimum  results. 
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“Premarin”— a naturally  oc- 
curring conjugated  estrogen 
which  has  long  been  a choice  of 
physicians  treating  the  climac- 
teric—is  earning  further  clinical 
acclaim  in  the  treatment  of 
functional  uterine  bleeding. 

The  aim  of  estrogenic  therapy 
in  functional  uterine  bleeding 
is  to  bring  about  cessation  of 
bleeding,  and  to  produce  sub- 
sequent regulation  of  the  cycle. 
Once  hemostasis  is  achieved, 
the  maximum  daily  dosage  of 
“Premarin”  must  be  continued 
to  prevent  recurrence  of  bleed- 
ing. This  schedule  forms  part 
of  cyclic  estrogen-progesterone 
treatment  for  attempted  salvage 
of  ovarian  function. 

While  sodium  estrone  sulfate 
is  the  principal  estrogen  in 
“Premarin”  other  equine  estro- 
gens... estradiol,  equilin,  equi- 
lenin,  hippulin...are  probably 
also  present  in  varying  amounts 
as  water-soluble  conjugates. 


An  "estrogen  of  choice 
for  hemostasis 
is  'Premarin’ 
in  tablets  of  1.25  mg.  . . . 

The  usual  dose  for  hemostasis 
is  2 tablets  three  times  a day. 
If  bleeding  has  not  decreased 
definitely  by  the  third  day  of 
treatment  the  dosage  level 
may  be  increased  by 
50  per  cent.”" 

*Fry,  C.  0.:  J.  Am.  M.  Women’s  A.  4:51  (Feb.)  1949 


Estrogenic  Substances  ( water-soluble) 
also  known  as  Conjugated  Estrogens  (equine) 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosage:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg.  in  each 
4 cc.  (1  teaspoonful). 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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The  cost  of  medication,  of  course,  is  but  one 
item  in  the  total  cost  of  illness,  the  greatest 
expense  stemming  from  the  length  of  incapaci- 
tation and  consequent  loss  of  working  time 
One  distinct  advantage  of  CHLOROMYCETIN 
therapy  is  its  fundamental  economy — quid 
clinical  response,  reduced  morbidity,  short 
enecl  convalescence  and  earlier  return  of  th< 
patient  to  his  job. 

Particularly  dramatic  results  are  now  obtainec 
in  a disease  such  as  typhoid  fever,  where  th< 
illness  formerly  ran  its  course  for  several  week: 
because  of  the  lack  of  specific  therapy.  Th< 
lengthy  hospitalization,  special  nursing  care 
the  supportive  measures  during  this  pro!onge< 
period  — all  have  contributed  to  increased  cost* 
However,  CHLOROMYCETIN  changes  this:  th 
duration  of  illness  is  greatly  reduced,  defei 
vescence  occurring  within  2 to  3 days  afte 
treatment  is  begun.  With  control  of  the  infec 
tion,  general  improvement  is  manifest  and  n 
covery  is  rapid. 


PACKAGING 
CHLOROMYCETIN  (Clilor- 
arnplienicol,  Parke-Davis)  is 
supplied  in  0.25  Gin.  Kap- 
seals.®  Descriptive  literature 
on  CHLOROMYCETIN  is 
available  to  physicians  on 
request. 


The  high  degree  of  efficacy  of  CHLOROM  YCETI 
has  also  been  demonstrated  in  a number  ( 
other  diseases  previously  unresponsive  or  poo 
ly  responsive  to  treatment,  such  as  acute  ui 
dulant  fever,  urinary  tract  infection,  bacillai 
and  atypical  pneumonia,  typhus  fever,  Hock 
Mountain  spotted  fever,  scrub  typhus,  an 
granuloma  inguinale. 
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C a r in  e t h o s e - 
Trasentine 


Doubly  effective  in  relieving  gastric  discomfort . . . 


Carmethose-Trasentine  is  a logical  combination 
of  a new  antacid  and  an  effective  antispasmodic 
to  control  gastric  discomfort. 

Controls  hyperacidity  . . . This  combination  lowers  gastric  acidity  and  forms 

a protective  coating  which  has  been  observed  in 
the  stomach  for  as  long  as  three  hours. 

Controls  spasm  . . . Carmethose-Trasentine  relieves  gastric  pain  also 
by  relaxing  smooth  muscle  spasm.  The  anesthetic 
effect  of  Trasentine  further  controls  gastric  irri- 
tability. Carmethose-Trasentine  is  non-constipat- 
ing, palatable  and  eliminates  acid-rebound. 


Issued:  Carmethose-Trasentine  Tablets; 
sodium  carboxymethylcellulose,  225  mg.; 
magnesium  oxide,  75  mg. ; Trasentine,  25  mg. 
Bottles  of  100. 

Carmethose  without  Trasentine  is  also  available 
for  use  in  cases  where  the  antispasmodic 
component  is  considered  unnecessary.  Avail- 
able as  Tablets,  each  containing  sodium 
carboxymethylcellulose  225  mg.,  with 
magnesium  oxide  75  mg.,  and  as  Liquid, 
a 5%  solution  of  carboxymethylcellulose. 


CARMETHOSE  T. M.  (brand  of  carboxymethylcellulose) 
TRASENTINE®  (brand  of  adiphenine) 


Ciba 


Pharmaceutical  Products,  Inc., 

o • -m  r j 2*I566M 

Summit,  TV.  J. 
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The  administration  of  Protamine  Zinc  Insulin  is  a 
cornerstone  in  the  treatment  of  practically  all  dia- 
betics because  of  its  slow  but  prolonged  effect.  Un- 
modified Insulin  is  employed  either  as  a supplement 
or  as  an  alternative  whenever  a quick  and  short  but 
powerful  action  is  required.  In  emergencies  and 
during  diabetic  complications,  the  rapidly  acting 
preparation  is  especially  indicated. 

Mixtures  of  the  two  preparations  provide  an 
intermediate  "adjustable”  effect.  No  single  Insulin 
preparation  is  indicated  for  all  diabetics.  The  treat- 
ment of  each  diabetic  is  an  individual  problem — as 
individual  as  a fingerprint. 

Complete  literature  and  diet  forms  for  the  treat- 
ment of  diabetes  are  available  from  your  Lilly  Medi- 
cal Service  Representative  or  will  be  forwarded  to 
members  of  the  medical  profession  upon  request. 


for  rapid  effect 

Iletin  (Insulin,  Lilly),  U-40  and  U-80,  containing  40 
and  80  units  per  cc.  respectively. 

Iletin  (Insulin,  Lilly)  made  from  zinc-insulin  crystals, 
U-40  and  U-80,  containing  40  and  80  units  per  cc. 
respectively. 

for  prolonged  effect 

Protamine,  Zinc  & Iletin  (Insulin,  Lilly) — Protamine 
Zinc  Insulin,  Lilly — in  vials  containing  400  and  800 
units,  labeled  40  and  80  units  per  cc.  respectively. 

for  intermediate  effect 

Suitable  mixtures  of  Iletin  (Insulin,  Lilly)  and  Pro- 
tamine, Zinc  & Iletin  (Insulin,  Lilly). 
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BRITISH  PHYSICIAN,  LEADING  SCIENTISTS  AT  NEW 
MEXICO  MEDICAL  SOCIETY  MEETING 


Las  Cruces  will  be  host  to  the  medical  profession 
of  the  Southwest  for  the  annual  meeting  of  the  New 
Mexico  Medical  Society,  May  4 — 6.  The  physicians 
of  Las  Cruces  are  sparing  no  effort  to  make  this  get- 
together  enjoyable  and  profitable.  It  must  be  realized 
that  there  is  a perfectly  tremendous  amount  of  hard 
and  tedious  labor  involved  in  such  a project.  The 
number  of  physicians  to  do  this  work  in  Las  Cruces 
is  not  large,  and  it  is  only  through  their  ability  to 
work  together  as  a unit  that  they  have  been  able  to 
accomplish  so  much. 

In  the  very  near  future  Las  Cruces  will  officially 
open  its  new  hospital.  It  is  fitting  that  the  annual 
meeting  be  held  in  a city  which  has  the  progressive 
spirit  to  bring  about  the  erection  of  the  fine,  modern 
institution  which  is  a credit,  not  only  to  the  medical 
profession  of  Las  Cruces,  but  to  every  citizen  of  the 
city  itself.  To  the  physicians  attending  the  conven- 
tion an  opportunity  will  be  afforded  them  to  inspect 
and  to  obtain  first-hand  knowledge  of  what  a modern 
community  hospital  is  like.  From  this  first-hand  in- 
formation, it  is  hoped  that  throughout  the  Southwest 
many  similar  institutions  will  make  their  appearance 
in  the  near  future. 

SOUTHWEST  GROWING 

The  Southwest  is  a growing  section,  and  hospital 
facilities  must,  and  will,  accompany  this  growth.  Las 
Cruces  has  made  the  start;  the  rest  of  us  should  at- 
tempt to  emulate.  The  physicians  responsible  for  the 
meeting  have  been  very  painstaking  in  their  selection 
of  speakers  for  the  ensuing  meeting,  and  have  chosen 
physicians,  who  will  present  the  subject  matter  in 
such  a way  that  it  will  be  of  value  to  the  physicians 
in  the  Southwest,  whether  they  be  in  the  general  prac- 
tice of  medicine,  or  whether  they  are  limited  to  a 
special  field.  The  following  program  will  be  pre- 
sented: 

THE  PROGRAM 

Speakers  and  subjects  scheduled  for  the  meeting 
May  4 - 6 in  Milton  Hall  of  New  Mexico  Agricul- 
tural and  Mechanical  College  in  Las  Cruces  will  be: 

Dr.  J.  S.  Speed,  orthopedist,  member  of  the  Camp- 
bell Clinic,  Memphis,  Tenn.;  (1)  Treatment  of  Rup- 
tured Intervertebral  Discs;  and  (2)  Surgical  Treat- 
ment of  Difficult  Nonunions  of  Long  Bones  by  Means 
of  Bone  Grafts. 

Dr.  Allen  J.  Enelow,  member  of  the  faculty  of  the 
Menninger  School  of  Psychiatry  and  member  of  the 
psychiatric  staff  of  Winter  Veterans  Administration 

Hospital,  Topeka,  Kansas;  (1)  Alcoholism:  Problems 
of  Treatment  and  Research;  and  (2)  A Psychiatric 
Viewpoint  in  The  Practice  of  Medicine. 

Dr.  Henry  M.  Winans,  professor  of  medicine, 
Southwestern  Medical  Foundation,  Dallas,  Texas; 
(1)  The  Significance  of  Pain;  and  (2)  Who  Has 
Heart  Disease? 

Dr.  Willard  R.  Cooke,  professor  of  obstetrics  and 
gynecology,  University  of  Texas  Medical  School, 
Galveston,  Texas;  (1)  Moot  Issues  in  Gynecology; 
and  (2)  Dystocia. 

Dr.  Russell  J.  Blattner,  pediatrician  of  Baylor 
University  College  of  Medicine,  Houston,  Texas; 
(1)  Diagnosis  and  Therapy  of  Virus  Rickettsial  In- 
fections; and  (2)  Meningitis. 


Dr.  Nathan  A.  Womack,  professor  of  surgery, 
University  Hospitals,  Iowa  University,  Iowa  City, 
Iowa;  (1)  Benign  Lesions  of  The  Breast;  and  (2) 
Surgical  Treatment  of  Peptic  Ulceration. 

In  the  same  vigorous  spirit,  the  local  committee 
has  obtained  as  a guest  speaker,  Dr.  Ralph  J.  Gampell 
of  San  Francisco,  Calif.,  a British  physician,  who 
served  in  India  with  the  British  Medical  Corps  in 
World  War  II.  Dr.  Gampell  on  his  return  to  his 
private  practice  following  the  war  became  dismayed 
with  the  prospect  of  practicing  medicine  under  liter- 
ally government  supervision.  This  young  man  had 
a wife  and  a small  baby  to  support,  solely  by  the 
practice  of  medicine,  in  a small  town,  150  miles  north 
of  London.  When  he  began  to  realize  that,  not  only- 
had  the  nationalization  of  British  medicine  forced  him 
into  a position  where  he  could  no  longer  do  justice  to 
his  patients,  but  also  that  because  of  official  red  tape 
he  had  essentially  no  income  for  eight  months,  but 
had  to  pay  his  income  tax  just  the  same,  he  took  a 
very  firm  and  decided  view  of  the  whole  matter. 

LEAVES  ENGLAND 

He  left  his  native  land  and  came  to  the  United 
States  and  filed  immediately  for  his  citizenship  papers. 
Dr.  Gampell  has  an  extremely  excellent  sense  of 
humor,  and  a very  adequate  command  of  the  English 
language,  and  is  a convincing  speaker  on  the  subject 
of  socialized  medicine.  He  is  now  interning  at  the 
St.  Joseph’s  Hospital  in  San  Francisco,  and  is  inter- 
ested in  becoming  a general  practitioner  in  the  rural 
areas.  The  Editor  of  SOUTHWESTERN  MEDI- 
CINE has  been  given  to  understand  that  he  is  seri- 
ously considering  entering  the  practice  of  medicine  in 
a small  city  in  Southern  New  Mexico.  The  medical 
profession  of  the  Southwest  will  welcome  this  physi- 
cian because  he  exemplifies  the  views  of  the  vast 
majority  of  Southwestern  physicians. 

SOUTHWESTERN  MEDICINE  urges  that  every 
one  of  its  readers  make  an  earnest  effort  to  attend 
the  annual  meeting  of  the  New  Mexico  Medical 
Society  at  Las  Cruces.  The  local  physicians  of  Las 
Cruces  are  working  vigorously,  and  their  only  re- 
compense will  be  a large  and  enthusiastic  attend- 
ance. This  much  is  due  them,  and  it  is  the  duty  of 
each  and  every  practitioner  of  medicine  in  this  area 
to  co-operate  with  them  and  attend  the  meeting 
which  will  unify  the  medical  profession  as  a whole 
in  the  Southwest.  Such  unification  is  the  essence 
of  success  in  the  battle  against  socialism,  not  only 
of  medicine,  but  the  nation  as  a whole. 


ANTISTINE  APPROVED 

The  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  has  recently  announced 
the  acceptance  of  three  forms  of  antistine.  This  an- 
tihistaminic  has  been  found  to  be  effective  in  the  relief 
of  allergic  symptoms  with  relatively  low  side  effects. 

It  is  a valuable  adjunct  in  allergic  therapy  since 
Friedlaender  and  Friedlaender  reported  that  90.2  per 
cent  of  their  patients  with  vasomotor  rhinitis  received 
symptomatic  relief  when  treated  with  antistine  or 
pyribenzamine. 

The  forms  of  antistine  accepted  by  the  Council  are 
tablets  of  100  milligrams,  ophthalmic  solution  0.5 
per  cent  and  nasal  solution  0.5  per  cent. 
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BY  ROBERT  B.  HOMAN,  JR.,  M.  D.,  EL  PASO,  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


“CRADLE  TO  THE  GRAVE” 


Frank  G.  Dickinson,  Ph.  D.,  the  distinguished 
economist,  now  with  the  Bureau  of  Medical  Economic 
Research  of  the  A.  M.  A.,  has  written  and  spoken 
some  very  astute  words  which  should  be  of  interest 
to  the  medical  profession  and  layman  alike.  Dr.  Dick- 
inson believes  “that  health  progress  is  at  once  the 
measure  and  the  core  of  social  progress”. 

During  the  first  half  of  the  twentieth  century 
America  has  enjoyed  man’s  greatest  half  century  but, 
said  Dr.  Dickinson,  “We  have  also  endured  a social 
revolution  more  important  than  the  fall  of  the  Roman 
Empire,  the  Rennaissance,  the  French  Revolution,  or 
the  Industrial  Revolution.  This  latest  social  revolu- 
tion lies  in  the  fact  that  the  distance  from  the  cradle 
to  the  grave  is  much  longer  for  the  average  man”. 

“In  1900  there  was  no  sentiment  for  “cradle  to 
grave”  schemes.  Most  of  us  living  in  1900  were 
close  to  the  cradle.  Most  of  the  people  living  today 
are  far  from  their  cradle  days.  This  social  revolution 
is  the  basis  for  the  sentiment  for  “cradle  to  grave” 
schemes.  We  are  faced  primarily  with  medical  and 
health  progress  in  half  a century  which  has  come  so 
fast  that  we  have  difficulty  digesting  it  into  our  social 
institutions  and  into  our  way  of  life.” 

PLACES  BLAME 

Dr.  Dickinson  thus  puts  the  blame  for  the  demand 
for  social  security,  socialized  medicine,  and  other 
social  reforms  on  the  great  increase  in  the  population 
in  the  older  age  groups.  Some  statistics  to  bear  out 
this  increase  of  older  population  are  distinct  evidence 
of  our  health  progress  since  1900.  Here  are  four 
examples : 

1.  In  1900  about  one-third  of  the  people  dying 
had  lived  50  years.  In  1949  about  three-fourths  of 
the  deaths  were  among  people  50  years  old  or  older. 

2.  The  older  half  of  the  people  dying  in  1900  had 
lived  30  years  or  more.  The  older  half  of  the  people 


dying  in  1949  had  lived  66  years  or  more.  The  median 
age  at  death  has  advanced  about  36  years! 

3.  One  thousand  babies  born  in  1900  were  destined 
to  live  49,000  years.  In  1949,  the  same  number  of 
new-born  were  destined  to  live  68,000  years. 

4.  Since  1900  the  entire  population  of  the  U.  S. 
has  doubled  (75  to  150  milion).  In  the  same  period 
the  population  age  65  and  over  has  quadrupled  (3  to 
12  million). 

It  would  appear  that  these  statistics  pose  a problem 
to  be  answered  by  society  and  particularly  by  the 
medical  profession  — how  to  keep  this  group  of  elder- 
ly people  not  only  alive  but  productive?  Should  a 
man  automatically  be  retired  at  65  years  of  age?  If 
so,  Heaven  help  us!  Geriatrics  seems  to  be  becoming 
an  attractive  field! 

Let’s  let  Dr.  Dickinson  continue — “I  think  “cradle 
to  grave”  is  a scheme  whereby  those  close  to  the 
grave  would  fasten  themselves  on  the  pay-checks  of 
those  closer  to  the  cradle,  and  ride  piggy-back  to 

the  grave — I think  we  face  a grave  problem 

of  social  morality  — What  kind  of  a standard 

of  social  morality  do  you  want  in  this  country?  That 

is  the  basic  question Many  years  ago  when 

we  became  old  enough  to  vote,  we  faced  a world  in 
which  we  knew  that  there  was  ahead  of  us  a life-time 
of  working,  earning,  and  saving  — — — For  our 
children  we  have,  I think,  largely  thoughtlessly  — 
created  a world  in  which  about  all  they  can  look 
forward  to  is  a life-time  of  working,  earning,  and 
paying  taxes.  That,  I submit,  is  not  a fair  proposi- 
tion. It  is  not  reasonable Do  we  want  to 

press  down  upon  our  youth  this  crown  of  security 
thorns?” 

The  next  few  years  are  going  to  test  the  social 
morality  of  the  American  people.  Shall  we  accept 
government  paternalism  with  higher  taxation,  or  shall 
we  stay  with  free  enterprise  and  individual  freedom. 


Herpes  Zoster: 

Treatment  With  Chloramphenicol 

“Four  patients  in  the  acute  stage  of  herpes  zoster 
were  given  chloramphenicol  orally  in  doses  of  250  mg 
every  four  hours  for  24  doses.  In  every  instance  there 
was  definite  improvement  after  24  hours  and  after  48 
hours  disappearance  of  the  pain  and  marked  regres- 
sion of  the  skin  lesions.  All  progressed  rapidly  to 
complete  recovery  without  remission  or  residual  neu- 
ritic  pain.  There  was  no  evidence  of  intolerance  to 
the  drug.” 

“Two  patients  with  severe  postneuritic  pains  were 
given  chloramphenicol  in  the  same  dose.  No  im- 
provement resulted.  Actual  scarring  and  nerve  dam- 
age, continued  dependence  on  drugs  for  relief  of  pain 
and  psychic  and  nutritional  factors  are  so  often  com- 
plications in  these  patients  that  improvement  was  not 
expected.” — Dawson,  L.M.,  and  Simon,  H.E.,  South. 
M.J.  42:696,  1949. 


Aureomycin  Therapy  In  Human 
Brucellosis  Due  To  Brucella  Abortus 

“Aureomycin  is  now  known  to  be  effective  in  the 
treatment  of  human  brucellosis  due  to  Brucella  abortus 
and  Brucella  melitensis.”  [Diagnosis  proved  by  cul- 
ture of  the  organisms.] 

“A  daily  dose  of  2 gm  of  aureomycin  administered 
over  a period  of  ten  days  to  two  weeks  was  adequate 
for  most  patients.” 

“Aureomycin  produces  almost  immediate  improve- 
ment in  the  subjective  well-being  of  the  patient  and 
a rapid  fall  in  temperature.  Its  oral  administration 
is  easy  and  free  from  dangerous  side  effects.  Hospi- 
talization is  not  necessary.  Treatment  with  strepto- 
mycin and  sulfadiazine  has  not  been  consistently  at- 
tended by  rapid  improvement  in  symptoms  or  fever, 
and  the  well  known  side  actions  may  be  serious.” — 
Braude,  A.  I.,  Hall,  W.  H.,  and  Spink,  W.  W., 
JAMA  141:831,  1949. 


APRIL,  1950 


SOUTHWESTERN  MEDICINE 


Page  109 


EL  PASO  CENTER  FOR  THE  TREATMENT 
OF  CEREBRAL  PALSY 


El  Paso  now  has  a center  for  the  treatment  of 
cerebral  palsy  or  spastic  paralysis.  This  center  has 
been  vitally  needed  for  sometime,  because  during  the 
war  there  was  no  treatment  center  available  for  this 
condition. 

By  the  organization  of  the  Texas  Society  for 
Crippled  Children  and  the  cooperation  of  the  public 


Miss  Carme  Philips,  right,  technician  at  El 
Paso  Cerebral  Palsy  Center,  gives  one  child 
conditioned  reflex  exercises,  while  a young 
mother,  left,  aids  her  daughter  to  learn  to 
walk  with  the  assistance  of  skis. 


on  buying  Easter  seals  this  center  has  been  made 
possible.  The  Society  provides  a trained  technician. 
The  sale  of  the  seals  has  provided  the  necessary  funds, 
and  thus  the  local  citizens  provide  for  the  support. 
The  National  Organization  of  course,  provides  for 
the  actual  training  program  and  has  furnished  the 
services  of  a well-trained  technician. 

There  are  many  worthwhile  spastic  or  cerebral 
palsy  cases,  who  with  proper  training  can  be  made 
to  become  self-sufficient.  These  patients  not  only 
require  medical  care  but  they  require  extensive  tech- 
nical training  in  order  to  learn  to  use  their  involved 
muscles. 

The  center  provides  for  the  training  not  only  of 
the  patients  but  also  of  the  parents,  so  that  the  prob- 
lem is  understood  better  and  the  patient  has  a better 
chance  df  overcoming  the  handicap. 

At  the  present  time  this  center  is  located  at  the 
El  Paso  General  Hospital  on  the  second  floor  of  the 
main  building. 

The  patients  can  secure  admission  to  this  clinic 
independently  of  the  hospital.  They  merely  should 
report  to  the  center,  and  arrangements  will  be  made 


not  only  for  treatment  but  also  first  for  thorough  diag- 
nostic studies  by  a capable  group  of  doctors,  who 
volunteer  their  services. 

This  is  a great  aid  in  this  area  to  patients  so  in- 
volved, and  it  is  absolutely  essential  for  the  manage- 
ment of  the  cerebral  spastic.  The  cerebral  spastic 
case,  for  the  benefit  of  the  lay  reader  of  this  article, 
is  one  who  cannot  control  the  muscles  properly.  Most 
of  these  patients  have  a so-called  scissors  gait,  that  is 
they  cannot  uncross  their  legs.  Their  spastic  muscles 
cause  the  legs  to  be  overcrossed. 

Operative  care  can  eliminate  the  crossed  over  legs. 
It  also  can  aid  such  other  conditions  as  flexion  con- 
tractures of  the  knees  or  bent  knees.  Many  cases 
have  feet  which  cannot  be  straightened  up  so  as  to 
allow  the  patient  to  walk  on  the  floor  and  surgery 
or  careful  splinting  under  Orthopaedic  care  can  take 
care  of  this.  There  are  various  other  situations  which 
can  be  corrected  surgically. 

By  far,  however,  the  most  important  thing  in  the 
management  of  these  cases  is  careful  daily  training 
over  a period  of  many  years  in  order  to  aid  the  patient 
in  gaining  proper  control  over  the  muscles,  so  that 
useful  acts  may  be  performed  with  the  extremities. 
This  is  all  important  and  it  is  the  purpose  of  the 
spastic  training  center  to  provide  this  careful  training 
and  supervise  home  care.  In  this  wav  many  of  these 
patients  can  learn  to  walk  and  to  use  the  arms  in  such 
a fashion  that  they  will  become  useful  and  happy  citi- 
zens rather  than  neglected  dependents. 


Miss  Philips  gives  a young  polio  victim  re- 
sistive exercises  to  help  strengthen  her  leg 
muscles. 
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THE  SURGICAL  APPROACH  TO  THE 
HYPERTENSIVE  PROBLEM 


Physicians  for  many  years  have  been  confronted 
with  the  problem  of  hypertension.  Tedious  hours  of 
research  and  study  have  not  as  yet  afforded  us  the 
answer  to  this  complex  and  intriguing  phenomenon. 
Each  year  brings  new  hope  to  the  unfortunate  in- 
dividuals who  are  afflicted  with  severe  degrees  of 
hypertension,  only  unfortunately  to  have  these  hopes 
blasted  by  study  and  clinical  observation.  Substances 
ranging  from  watermelon  seeds  to  garlic  have  had 
their  advocates,  and  have  fallen  by  the  wayside.  As 
the  physician  delves  further  into  the  intricate  problem, 
he  becomes  surer  that  scientific  medicine  has  prac- 
tically only  scratched  the  surface. 

Over  a period  of  years  various  surgical  approaches 
have  by  necessity  entered  into  the  therapy  of  this  syn- 
drome. Of  these  sympathectomy  has  stood  the  test 
of  time  better  than  any  other  type  of  surgical  pro- 
cedure. Unfortunately  there  exists  in  the  minds,  of 
clinicians,  much  confusion  as  to  the  results  of  sym- 
pathectomy. One  may  hear  one  clinician  tell  of  good 
results  and  another  clinician  speak  of  rank  failures. 

This  is  due  in  most  cases  to  the  fact  that  over  a 
period  of  years  the  extent  of  denerviation  has  been 
increased;  and  the  extensive  operation  employed  by 
the  majority  of  surgeons  interested  in  this  field  today 
by  necessity  is  giving  very  much  better  results  than 
the  incomplete  denerviations  of  previous  years. 

SELECTED  CASES 

Physicians  interested  in  this  approach  to  the  prob- 
lem of  hypertension  fully  realize  that  this  is  not  the 
answer  to  the  treatment  of  this  disease,  but  do  feel 
that  in  carefully  selected  cases  it  has  a definite  indica- 
tion and  adequate  results.  The  medical  profession  in 
general  should  take  care  not  to  condemn  this  proce- 


dure without  acquainting  themselves  fully  as  to  the 
modus  operandi.  Very  recently  a patient  with  rather 
severe  hypertension  was  advised  that  perhaps  sympa- 
thectomy might  be  indicated.  Elsewhere  he  was  told 
that  sympathectomy  had  no  place  in  the  treatment  of 
hypertension,  and  that  it  was  a distinctly  mutilating 
operation. 

Such  statements  reflect  only  the  gross  ignorance 
of  the  physician,  and  take  from  the  patient  in  certain 
selected  cases  their  only  hope  of  any  relief  from  their 
hypertension  state.  Sympathectomy  is  not  the  answer 
to  the  question  of  hypertension;  and  it  may  be  safely 
said  that  no  matter  how  extensive  it  may  be  it  will 
still  not  be  the  ultimate  in  the  treatment  of  this  condi- 
tion. On  the  other  hand,  in  well  selected  cases,  it 
does  relieve  symptoms,  and  there  are  indications  that 
it  well  may  prolong  life.  For  this  reason  serious  con- 
sideration must  be  given  this  procedure  by  every 
practitioner  of  medicine  who  in  his  daily  practice  is 
dealing  with  this  condition  which  we  know  so  little 
about,  and  which  we  so  inadequately  treat. 

SOUTHWESTERN  MEDICINE  is  taking  this 
opportunity  oj  presenting  to  its  readers  two  papers 
written  by  men  from  entirely  different  geographical 
locations.  The  patients  concerned  would  be  differ- 
ent, especially  as  regards  the  psychosomatic  make- 
up, and  their  problems  and  daily  routines  would 
vary  considerably.  These  patients  have  one  com- 
mon factor,  hypertension.  The  results  of  both  sur- 
geons, working  independently,  curiously  enough 
to  a great  degree  are  parallel.  This  alone  must 
arouse  great  interest  in  the  minds  of  students  of 
medicine. 


Relief  From  Pruritus  Following  Upon 
Administration  of  Adenylic  Acid 

“In  all,  36  patients  were  treated  with  the  sodium 
salt  of  adenosine-5-monophosphate,  injected  intra- 
muscularly in  a solution  of  20  mg  in  1 cc  of  water. 
Dosage  of  20  mg  hourly  for  5 consecutive  hours  over 
a period  of  3 days  yielded  fairly  uniform  results.  . . . 
Approximately  half  of  the  patients  responded  to  the 
therapy  within  24  hours,  the  others  in  from  2 to  7 
days.” 

“In  5 instances  the  pruritus  was  associated  with 
diabetes,  ...  9 with  Hodgkin’s  disease,  one  with 
carcinoma  of  the  ovary,  one  with  dermatitis  due  to 
hair-dye  sensitivity,  18  were  idiopathic,  and  2 occurred 
post  partum.  In  almost  every  instance  the  pruritus 
was  severe  (inducing  in  some  of  the  sufferers  talk  of 
suicide)  and  had  previously  been  subjected  to  numer- 
ous therapies:  salves,  injections,  x-ray,  ultra  violet 
rays,  etc.  Distribution  was  general  in  20  instances, 
limited  to  anus  or  genitalia  in  12  instances,  to  the  legs, 
feet  and  hands  in  4 instances.  Skin  of  many  of  the 
patients  was  excoriated,  in  some  instances  severely  so.” 

“Results  were  negative  for  6 patients  and  positive 
for  30.  There  were  9 cases  of  complete  subsidence, 
14  of  marked  improvement,  5 of  moderate  improve- 
ment, and  2 of  mild  improvement.  Not  enough  time 
has  yet  elapsed  to  make  possible  the  assembling  of 
statistics  as  to  how  enduring  these  results  may  be. 
Five  patients  have  remained  free  of  recurrence  or 
maintained  the  state  of  improvement  from  discontinu- 
ance of  therapy  to  date,  this  period  varying  from  one 
to  four  months;  others  suffered  recurrence  within  24 
hours  to  one  month.”— Rottino,  A.,  Proc.Soc.Exper.Biol. 
&Med.  71:379,  1949. 


AIR  FORCE  MEDICAL  SERVICE 

The  U.  S.  Air  Force  Medical  Service  will  com- 
mission 300  civilian  physicians  now  serving  as  in- 
ternes, as  first  lieutenants  on  active  duty  with  the  Air 
Force  Medical  Reserve  Corps,  Major  Malcolm  C. 
Grow,  Surgeon  General  of  the  Air  Force  announced 
recently.  Eligible  to  receive  commissions  are  medi- 
cal school  graduates  now  serving  interneships  at  ap- 
proved hospitals,  who  have  at  least  six  monts  of  in- 
terneship  training  remaining.  Physicians  who  are  so 
commissioned  will  serve  two  months  of  active  duty 
for  each  month  of  interneship  as  commissioned  officers 
of  the  Medical  Reserve  Corps.  Upon  finishing  active 
duty  tours,  officers  who  apply  and  are  selected,  as 
members  of  the  regular  Air  Force  Medical  Corps, 
will  be  eligible  for  participation  in  the  Air  Force 
Residency  program  to  be  conducted  at  civilian  and 
military  hospitals.  Complete  information  concerning 
the  interne  program  may  be  obtained  on  written  re- 
quest to  the  Officer’s  Procurement  Branch,  Office  of 
the  Surgeon-General,  Headquarters,  U.  S.  Air  Force, 
Washington  25,  D.  C. 


TRUE  AESCULAPIAN  STAFF 

Since  there  seems  to  be  no  basis  for  the  belief  that 
the  ancients  attributed  healing  powers  to  Hermes  or 
Mercury,  it  is  probably  that  the  confusion  in  using 
the  caduceus  as  a medical  emblem  arose  from  its 
similarity  with  that  Aesculapius  is  always  depicted 
holding  at  his  side,  a knotty  staff  with  a single  ser- 
pent coiled  around  it.  Because  the  snake  renewed 
itself  periodically  by  sloughing  off  its  old  skin,  the 
Greeks  considered  it  a natural  symbol  of  healing. 
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THE  SURGICAL  TREATMENT  OF  HYPERTENSION 

By  James  L.  Poppen,  M.  D., 

Department  of  Neurosurgery,  The  Lahey  Clinic, 

Boston,  Massachusetts 


The  treatment  of  essential  hypertension  has  not 
been  solved.  Definite  progress  toward  this  end  has 
been  made,  however,  in  the  last  decade.  This  is  note- 
worthy since  the  etiology  of  this  condition  remains 
obscure.  Credit  should  be  given  to  the  surgeon  for 
stimulating  the  investigative  work  which  is  being 
done  to  solve  the  problem  of  hypertension.  It  is  need- 
less to  say  that  never  before  has  there  been  as  careful 
an  analysis  of  patients  suffering  from  hypertension. 
Unfortunately,  in  the  past  the  report  of  results  has 
been  based  upon  impressions  rather  than  facts.  It  is 
the  tendency  of  all  of  us  to  remember  the  patient  who 
did  well  and  forget  the  less  fortunate  results,  regard- 
less of  the  type  of  therapy.  I am  certain  that  sur- 
geons are  not  under  the  impression  that  sympathec- 
tomy is  the  only  answer  in  the  treatment  of  hyper- 
tension. It  is  true  that  a few  reports  have  seemed 
overenthusiastic  whereas  a few  have  been  unenthu- 
siastic  about  results  following  sympathectomy.  The 
problem,  as  I see  it  at  the  present  time,  is  not  the 
relative  merits  of  surgery  versus  medicine.  There  are, 
of  course,  considerable  differences  of  opinion  regard- 
ing the  treatment  of  hypertension  in  a given  patient, 
and  this  will  always  be  true.  There  are  internists 
who  believe  that  no  patient  should  ever  be  subjected 
to  surgery  in  an  attempt  to  treat  hypertension  and  it 
is  quite  probable  that  some  drug  will  be  developed  in 
the  future  that  will  cure  certain  types  of  hypertension. 
In  the  meantime,  however,  I do  feel  from  experience 
with  a large  group  of  surgically  treated  hypertensive 
patients  that  surgery  is  worth  while  in  treating  certain 
phases  of  the  disease. 

FEW  GROUPS  STUDIED 

Very  few  large  groups  of  medically  treated  pa- 
tients have  been  systematically  studied  for  a long 
period  of  years.  The  Keith-Wagener  study  is  a 
notable  exception.  Recently  Burgess  has  analyzed 
the  results  of  100  medically  treated  patients,  with 
interesting  results  that  had  previously  been  suspected, 
although  not  substantiated  by  factual  evidence.  Palmer 
et  al  studied  646  cases,  which  is  a noteworthy  series, 
followed  for  eight  years  from  the  medical  standpoint, 
indicating  that  a follow-up  of  fifteen  to  twenty  years 
is  necessary  to  be  certain  one  form  of  treatment  is 
superior  to  another  as  indicated  by  longevity. 

The  rise  or  fall  of  sympathectomy  in  the  treat- 
ment of  hypertension  will  be  determined  chiefly  by 
the  answers  to  the  questions,  “does  it  make  the  pa- 
tient live  longer,”  and  “is  the  morbidity  less  in  the 
patients  who  do  live  longer?” 

In  many  instances  decided  lowering  of  the  blood 
pressure  occurs  following  dorsolumba  sympathec- 
tomy. Considerable  credit  should  be  given  to  Adson 
and  Craig,  of  the  Mayo  Clinic,  and  Peet,  of  Ann 
Arbor,  who  initiated  the  surgical  treatment  of  hyper- 
tension in  the  United  States.  Smithwick  combined 
the  supradiaphragmatic  approach  of  Peet  with  the 
subdiaphragmatic  approach  of  Adson  and  demon- 
strated that  extensive  removal  of  the  sympathetic 
nervous  system  was  necessary  to  obtain  prolonged 
lowering  of  blood  pressure.  Grimson,  in  1941,  de- 
scribed the  technic  for  total  thoracic  and  partial  to 
total  lumbar  sympathectomy. 

PEET  TECHNIC. 

In  my  experience  since  1934  with  the  surgical 
treatment  of  hypertension,  the  technic  suggested  by 


Peet  was  first  employed.  Later  the  subdiaphragmatic 
approach  was  used  as  advised  by  Craig  and  Adson. 
In  1938  the  latter  technic  was  combined  with  a uni- 
lateral nephro- omentopexy.  Since  1940  by  gradual 
evolvement,  the  operation  has  become  more  and  more 
extensive. 

It  has  been  shown  by  many  investigators  that 
regeneration  of  the  sympathetic  nervous  system  is 
most  difficult  to  retard.  That  this  is  true  has  been 
demonstrated  to  my  satisfaction  in  several  instances 
in  which  gaps  made  in  the  splanchnic  trunk  of  several 
centimeters  were  completely  filled  in  by  regenerated 
tissue.  The  silver  clips  which  had  been  placed  on 
the  proximal  and  distal  ends  of  the  splanchnic  nerve 
were  completely  grown  over  by  a neuroma  formation 
of  sympathetic  tissue,  the  intervening  regenerated 
trunk  being  perfectly  capable  of  transmitting  reason- 
ably normal  sympathetic  impulses.  The  preoperative 
blood  pressure  levels  and  severe  headaches  had  re- 
turned in  patients  after  two  years  had  elapsed  and 
these  patients  were  subjected  to  further  removal  of 
the  sympathetic  nervous  system,  with  alleviation  of 
subjective  and  objective  symptoms.  It  has  been  my 
experience  that  if  a drop  in  blood  pressure  does  not 
occur  within  a reasonable  length  of  time  following 
operation,  more  extensive  removal  of  the  sympathetic 
nervous  system  will  not  be  beneficial.  Therefore,  sub- 
jecting hypertensive  patients  to  further  sympathetic 
denervation  is  justified  only  in  patients  who  have 
obtained  relief  of  symptoms  for  six  months  or  more 
and  whose  previous  complaints  then  returned  as  the 
blood  pressure  became  elevated.  Neither  the  mortal- 
ity nor  the  morbidity  is  increased  by  the  technic  that 
is  employed  at  the  present  time  and  the  added  assur- 
ance that  a more  complete  denervation  has  been  ac- 
complished makes  this  procedure  a justifiable  one. 

ROUTINE  REMOVAL 

The  technic  employed  at  the  present  time  has 
been  described  elsewhere.  The  fourth  thoracic  to  the 
second  lumbar  inclusive  are  routinely  removed.  The 
results  of  the  extensive  dorsolumbar  sympathectomy 
have  led  us  to  change  our  criteria  for  the  selection  of 
patients.  Sympathectomy  is  of  little  or  no  value  to 
those  who  have  suffered  severe  cardiovascular  or 
renal  damage. 

In  the  selection  of  patients  there  are  two  courses 
to  follow  : (1)  to  operate  on  all  patients  with  hyper- 
tension except  the  moribund  or  (2)  to  curtail  the  indi- 
cations for  operation.  We  have  used  the  Wagener- 
Keith  classification  of  hypertension.  In  Group  I the 
blood  pressure  drops  to  normal  on  rest,  and  the  fundi 
are  Grade  I which  is  demonstrated  by  an  increased 
light  reflex  of  the  retinal  vessels.  In  Group  II  the 
blood  pressure  drops  to  normal  or  near  normal  on 
rest  or  sedation  with  sodium  amytal,  with  fundi  Grade 
II,  demonstrating  compression  at  the  arteriovenous 
crossings  and  often  demonstrating  segmental,  migrat- 
ing constriction  of  the  artery.  In  Group  III  the  blood 
pressure  drops  but  little  on  rest  or  sedation  and 
hemorrhage  or  exudate  is  demonstrated  in  the  fundi, 
in  association  with  marked  migrating  or  persistent 
segmental  constriction  of  the  arteries.  In  Group  I\ 
the  blood  pressure  is  high  and  does  not  drop  on  bed 
rest  or  sedation  with  sodium  amytal.  In  the  latter 
test,  the  diastolic  pressure  stays  well  above  100.  The 
fundi  demonstrate  papilledema  with  hemorrhage,  exu- 
date and  fragmentation  of  arteries.  Patients  with 
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Grade  III  or  IV  fundi  hay  have  labile  blood  pressure, 
that  is  the  diastolic  pressure  may  drop  below  100  mm. 
of  mercury  on  sedation  with  sodium  amytal  or  will 
drop  after  administration  of  vasodilators  with  the  pa- 
tient in  the  supine  position. 

TREATMENT  DESCRIBED 

We  rarely  operate  immediately  on  patients  with 
Grade  I fundi  and  on  patients  if  any  whose  blood 
pressure  falls  to  normal  on  rest.  We  prefer  to  follow 
their  course  for  a period  of  time  and  attempt  medical 
treatment.  Many  patients  with  benign  hypertension 
will  tolerate  their  labile  blood  pressure  well  for  a 
normal  life  span.  If,  under  observation,  their  basal 
resting  diastolic  pressure  is  consistently  found  to  be 
above  100  mm.  of  mercury  or  signs  of  vascular  or 
cardiorenal  damage  develop,  operation  is  advised.  Pa- 
tients over  50  years  of  age  are  rarely  accepted.  How- 
ever, we  have  operated  on  a few  patients  between 
50  and  57  years  of  age  if  they  still  have  a labile  blood 
pressure  and  do  not  show  evidence  of  arteriosclerosis. 
We  reject  patients  with  long-standing  hypertension 
who  have  reached  the  age  of  50  and  who  seem  to  be 
tolerating  their  hypertension  well.  Minor  cerebrovas- 
cular accidents  from  which  the  patient  has  largely 
recovered  do  not  by  themselves  contraindicate  oper- 
ation. No  patient  is  accepted  who  has  severe  right- 
sided congestive  heart  failure,  but  those  who  have 
experienced  episodes  of  nocturnal  dyspnea  are  not 
considered  to  have  a contraindication  if  the  renal 
function  is  good  and  the  blood  pressure  labile.  We 
reject  patients  who  have  any  severe  degree  of  corona- 
ry insufficiency  or  who  have  had  coronary  infarction. 
The  existence  of  mild  angina  pectoris  with  normal 
exercise  tolerance  tests,  a normally  sized  heart,  and 
without  much  dyspnea  on  exertion,  or  angina  pectoris 
with  a large  neurogenic  factor  does  not  contraindicate 
operation.  We  do  not  accept  patitnts  with  poor  renal 
function,  especially  if  the  nonprotein  nitrogen  remains 
over  40  mg.  per  lOOcc.  or  if  the  intravenous  pyelo- 
gram  shows  inadequate  concentration  of  dye.  Poor 
concentration  on  the  Fishberg  test,  poor  phenolsul- 
fonphthalein  excretion,  albumin  in  the  urine,  poor 
urea  clearance,  and  a few  casts  or  red  blood  cells  in 
the  urine  should  not  individually  rule  out  a candi- 
date. A combination  of  such  poor  results,  however, 
points  to  such  renal  damage  that  it  may  be  considered 
irreversible  and  the  patient  rejected  for  operation. 

SCREENING  OUT 

We  carefully  screen  out  the  following:  glomeru- 
lonephritis, coarctation  of  the  aorta,  polycystic  kid- 
neys, pheochromocytoma,  brain  tumors,  endocrine 
disease  such  as  Cushing’s  syndrome,  the  systolic  hy- 
pertension of  arteriosclerosis  and  unilateral  Gold- 
blatt’s  kidney.  In  the  case  of  Goldblatt’s  kidney  it 
has  been  our  policy  to  do  a splanchnicectomy  on  the 
same  side  as  the  nephrectomy  is  performed.  We 
then  wait  to  see  whether  there  is  a secondary  rise  of 
blood  pressure  after  this  first  stage  splanchnicectomy. 
If  there  is,  splanchnicectomy  on  the  other  side  is 
carried  out.  If  no  elevation  of  blood  pressure  takes 
place  after  the  first  stage  splanchnicectomy,  the  hy- 
pertension is  not  completed. 

We  reject  the  patient  with  Grade  IV  fundi  if  he 
has  a fixed  blood  pressure  with  or  without  the  usual 
widespread  cerebrocardiorenal  disease. 

The  positive  indications  for  operation  are  as  fol- 
lows. 

Operation  is  urged  on  patients  with  Group  II  fundi 
and  labile  blood  pressure  because  good  results  are 
obtained  in  73  per  cent.  We  especially  recommend 
operation  if  there  are  signs  of  degenerative  cardio- 
vascular disease  in  which  we  believe  the  changes  are 
still  reversible.  This  may  include  individuals  with 
enlarged  hearts  but  without  a history  of  congestive 


failure.  If  there  is  evidence  only  of  early  renal  scle- 
rosis with  albumin  in  the  urine,  with  some  limitation 
of  concentration  and  nocturia,  they  are  accepted  for 
operation.  Albumin  and  nocturia  will  often  disappear 
after  splanchnicectomy.  We  operate  on  many  pa- 
tients with  Group  III  or  IV  fundi  if  there  is  a fair 
degree  of  lability  of  blood  pressure  and  none  of  the 
cardiovascular  renal  contraindications,  stated  previ- 
ously, are  present.  We  include  patients  for  operation 
who  have  chronic  pyelonephritis  with  hypertension 
whose  nonprotein  nitrogen  is  not  elevated  and  whose 
intravenous  pyelograms  still  show  fair  power  of  con- 
centration. An  added  requirement  for  the  treatment 
of  chronic  pyelonephritis  is  sterilization  of  the  pa- 
tient’s urine  before  operation. 

PATIENTS  REVIEWED 

In  May  1947  Lemmon  and  I thoroughly  reviewed 
100  patients  on  whom  I had  performed  extensive 
sympathectomies.  Early  in  the  series  the  operation 
extended  from  the  ninth  thoracic  through  the  second 
lumbar  ganglion  and  later  from  the  fifth  thoracic 
through  the  second  lumbar  ganglion.  Evans  and 
C.  C.  Bartels  reviewed  275  patients  in  whom  I had 
removed  the  fourth  thoracic  ganglion  through  the 
second  lumbar  ganglion,  and  the  results  were  inter- 
esting from  a comparative  standpoint.  The  study  of 
the  results  of  high  dorsolumbar  sympathectomy  from 
the  fourth  thoracic  to  the  second  or  third  lumbar 
ganglion  was  undertaken  in  an  attempt  to  ascertain 
whether  a larger  number  of  patients  with  all  types  of 
hypertension  was  being  treated  by  this  method  than 
by  lower  sympathetic  resection  in  the  former  series. 
Special  interest  was  taken  to  determine  whether  more 
patients  with  Group  III  fundi  could  be  salvaged.  All 
of  the  operations  have  been  performed  by  one  oper- 
ator. Although  this  series  was  followed  a shorter 
time  and  doubtless  with  the  lapse  of  the  time  the 
figures  will  not  be  as  marked,  the  superiority  of  the 
results  in  patients  with  Grade  III  fundi,  that  is  hemor- 
rhage with  exudate,  has  been  striking,  rising  tenfold, 
from  4 to  44  per  cent.  The  poor  results  have  dropped 
one-half,  from  37  to  15  per  cent.  Good  results  in  pa- 
tients with  Group  I and  Group  II  fundi  have  almost 
doubled,  from  39  to  74  per  cent;  poor  results  are  less 
than  half,  having  dropped  from  23  to  9 per  cent.  High 
dorsolumbar  sympathectomy  did  not  protect  8 of  273 
patients  in  this  series  from  subsequent  cerebrovascular 
accidents,  2 of  them  fatal.  Angina  was  wholly  or  par- 
tially relieved  in  60  per  cent  of  15  patients,  none  of 
whom  had  serious  coronary  disease. 

Ninety  per  cent  of  patients  with  abnormally  wide 
transverse  diameters  of  the  heart  showed  reduction 
of  heart  size,  64  per  cent  to  normal.  There  was  im- 
provement in  42  per  cent  of  50  patients  who  had 
abnormal  electrocardiograms.  Seventy-five  per  cent 
of  45  patients  with  nocturia  reported  complete  or 
partial  relief.  Renal  function  tests  were  improved  in 
58  per  cent  of  55  patients  who  had  one  or  more  im- 
paired tests  before  operation.  Retinal  vascular  changes 
improved  in  66  per  cent  of  170  patients. 

OPERATIVE  MORTALITY 

The  operative  mortality  was  still  0.5  per  cent.  The 
mortality  rate  for  the  entire  series  within  the  follow- 
up period  of  six  to  thirty-three  months  was  7 per  cent. 
I do  think  that  we  should  be  loathe  to  consider  this 
type  of  operation  with  its  prolonged,  uncomfortable 
convalescence  as  a prophylactic  operation  for  benign 
hypertension,  but  I do  urge  it  on  patients  under  50 
years  of  age  with  spastic,  exudative  and  hemorrhage 
retinal  arterial  changes,  moderate  cardiac  damage 
and  signs  of  early  nephrosclerosis. 

The  important  point  so  far  as  I can  determine  is 
that  the  more ' extensive  operation  evidently  does  not 
increase  the  mortality,  it  still  being  0.5  per  cent  in 
patients  on  whom  the  more  extensive  sympathecto- 
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I mies  were  performed.  Therefore,  if  sympathectomy 
is  going  to  answer  the  question  of  hypertension,  in  a 
■ well  selected  group  which  it  obviously  does  for  the 
time  being  at  least,  then  one  should  not  tailor  the 
operation  as  has  been  suggested  by  others.  The  rea- 
son for  this  is  that  the  sympathetic  nervous  system 
regenerates  very  rapidly,  indeed.  We  know  that  sym- 
pathetic ganglion  cells  may  be  present  in  the  rami 
i communicantes;  we  also  know  that  the  splanchnic 
: trunk  is  made  up  of  branches  from  the  thoracic  gang- 
lions and  that  it  may  originate  as  high  as  the  fourth 
thoracic  ganglion,  and  in  one  instance  in  the  eighth 
i thoracic,  even  though  in  most  instances  the  topmost 
branches  come  off  the  fifth  or  sixth  thoracic  ganglion. 
Since  it  is  so  difficult  to  reoperate  on  these  patients 
after  a sympathectomy  has  once  been  performed,  1 
believe  that  if  s}rmpathectomy  is  indicated  at  all,  one 
: should  remove  the  entire  splanchnic  system,  in  that 
! manner  at  least  retarding  regeneration  for  a greater 
length  of  time,  and  perhaps  permanently  interfere  with 
j the  efficiency  of  the  system. 

EJACULATORY  POWER 

That  the  lumbar  sympathetic  nervous  system  has 
a definite  influence  on  the  ejaculatory  power  in  the 
male  is  well  known.  It  seems  reasonable  to  assume 
i that  in  a system  so  variable  as  to  the  structure  of  the 
ganglions  and  the  number  of  rami,  the  ejaculatory 
power  may  at  times  be  distributed  equally  in  the 
lumbar  ganglions  even  though  most  frequently  one 
must  assume  that  the  first  or  second  lumbar  ganglion 
is  predominantly  in  control.  Our  results  do  not  prove 
which  of  these  is  the  more  dominant,  but  there  is  evi- 
dence that  resection  of  both  of  them  frequently  inter- 
feres with  the  ejaculatory  power.  One  of  the  patients 
who  was  impotent  and  childless  had  been  married  for 
ten  years  before  operation.  He  had  never  used  any 
contraceptive  devices.  Resection  included  the  first 
and  second  lumbar  ganglions  on  both  sides.  Twenty- 
eight  months  after  the  surgical  procedure  he  stated 
that  power  of  erection,  libido  and  potency  were  ex- 
cellent and  ejaculation  normal.  This  patient  became 
the  father  of  a baby  boy.  Forty-one  per  cent  of  the 
male  patients  had  normal  ejaculation  after  the  oper- 
ative procedure;  21  per  cent  had  no  ejaculation.  In 
18  per  cent  the  power  of  ejaculation  was  diminished. 
Libido  and  potency  were  the  same  as  before  operative 
intervention  in  65  per  cent,  diminished  in  23  per  cent 
and  improved  in  12  per  cent. 

Abnormal  sexual  changes  were  not  noted  in  the 
females. 

COMMENT 

The  final  opinion  as  to  the  merits  of  thoracolumbar 
sympathectomy  as  a means  of  treatment  of  essential 
hypertension  must  necessarily  remain  open  until  the 
surgical  and  medical  survival  curves  are  compared  for 
a period_of  many  years.  Since  the  operative  mortal- 
ity is  0.5  per  cent  and  since  several  previous  reports, 
as  well  as  those  of  our  series,  indicate  that  a substan- 
tial number  of  patients  obtain  a good  result,  as  evi- 
denced by  an  arrest  of  the  disease  which  allows  a con- 
siderably more  comfortable  existence,  we  can  arrive 
at  no  other  opinion  than  that  the  procedure  is  well 
worth  while  in  a selected  group  of  patients. 

It  must  be  realized  that  hypertension  is  the  lead- 
ing cause  of  death  and  is  four  times  as  deadly  as 
cancer.  In  many  cases  it  causes  as  much  discomfort 
to  the  patient  as  does  cancer,  in  which  one  does  not 
hesitate  to  make  use  of  surgical  means  in  an  attempt 
to  cure  the  disease  or  to  lessen  suffering.  It  is  true 
that  sympathectomy  in  the  treatment  of  hypertension 
may  well  be  replaced  by  directed  intracranial  oper- 
ation on  the  blood-pressure  centers  or  by  the  dis- 
covery of  certain  chemical  or  hormonal  substances 
that  will  cure  the  disease.  On  the  other  hand,  this 
may  not  occur  in  the  present  generation.  Therefore, 


a surgical  procedure  that  gives  reasonable  assurance 
of  correcting  or  lessening  the  effects  of  the  disease 
should  be  instituted  until  a more  efficacious  treatment 
has  become  available. 

The  objection  to  this  operation  lies  in  the  fact 
that  the  patient  is  hospitalized  for  a period  of  about 
four  weeks.  Four  days  are  spent  in  study.  Many 
patients  have  considerable  postoperative  neuralgia, 
which  lasts  for  several  days  or  several  weeks  after 
their  return  home.  Because  of  the  alterations  in  blood 
pressure  produced  by  changes  in  position,  the  legs 
and  abdomen  may  need  firm  pressure  bandages  or 
support  to  avoid  syncope  or  palpitation  for  several 
weeks  or  months  after  the  operative  procedure  until 
the  blood  pressure  has  become  thoroughly  stabilized. 

SUMMARY 

A summary  of  the  results,  combining  the  Groups 
I to  IV,  demonstrated  that  excellent  to  good  results 
were  obtained  in  63  per  cent,  fair  in  24  per  cent  and 
poor  in  11  per  cent.  As  to  subjective  relief,  78  per 
cent  of  the  patients  in  Groups  I and  II  were  re- 
lieved and  63  per  cent  in  Group  III  obtained  decided 
relief,  but  in  Group  IV  two-thirds  of  the  patients 
failed  to  obtain  relief  or  died. 

Operative  Vs.  Nonoperative  Procedures 
For  Uterine  Fibroids 

“Fibromyomas  of  the  uterus,  the  most  frequent 
tumors  of  the  female  genital  tract,  are  functional 
growths  dependent  to  a large  degree  on  estrogenic 
stimulation.” 

‘‘When  the  general  practitioner  discovers  uterine 
fibroids,  he  should  be  cautious  and  reserved  in  an- 
nouncing the  presence  of  a ‘tumor’  to  the  patient,  in 
order  to  avoid  alarming  and  producing  a severe  and 
permanent  psychic  trauma.  He  may  safely  tell  the 
patient  that: 

(a)  Fibroids  rarely  require  emergency  treat- 
ment. 

(b)  They  do  not  lead  to  cancer  formation. 

(c)  More  than  50  per  cent  may  be  watched 
and  may  never  require  operations. 

(d)  Small  fibroids  situated  on  the  fundus  rarely 
interfere  with  pregnancy  and  safe  delivery. 

(e)  At  the  menopause  small  fibroids  involute 
and  disappear.” 

“Involution  of  fibroids  near  or  at  the  menopause 
is  delayed  by  premature  administration  of  estrogens.” 

“Fibroids  up  to  the  size  of  a 3 month  fetus  may 
be  expected  to  shrink  to  clinically  unimportant  residua 
with  the  menopausal  involution.” 

“The  present  tendency  in  the  treatment  of  fibroids 
still  is  too  radical.  Operation  is  performed  too  often.” 
—Frank,  R.T.,  J.A.M.A.  140:1001,  1949. 


Excessive  Hypertension  of  Long 
Duration 

“Hypertension,  even  of  an  excessive  degree,  that 
has  been  present  eight  years  or  more  and  is  not  as- 
sociated with  well  established  cardiac  or  renal  disease 
usually  does  not  indicate  a poor  prognosis.  In  fact 
the  patient  usually  lives  to  within  three  or  four  years 
of  his  normal  life  expectancy.” 

“It  is  suggested  that  when  the  physician  is  con- 
fronted with  a patient  who  is  not  over  fifty  years  old 
and  in  whom  he  finds  excessive  hypertension,  frequent 
examinations  should  be  made  for  evidence  of  progres- 
sion, especially  for  the  signs  of  retinal,  renal  or  cardiac 
damage.  In  the  absence  of  such  evidence  it  is  be- 
lieved that  resort  to  surgery  may  well  be  delayed.” — 
Burgess,  A.M.,  New  Eng.  J.  'Med.  239:75,  1948. 
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THE  STATUS  OF  SYMPATHECTOMY  IN  THE 
TREATMENT  OF  HYPERTENSION 


By  Leopoldo  Villareal,  M.  D., 
El  Paso,  Texas 


Approximately  one  year  ago  Dr.  Villareal  presented  a 
paper  relative  to  the  surgical  management  of  hypertension 
before  the  El  Paso  County  Aledical  Society  which  was  carried 
in  SOUTHWESTERN  MEDICINE.  Many  of  the  readers  of 
SOUTHWESTERN  AiEDICINE  expressed  interest  in  the 
follow-up  of  the  cases  reported.  Dr.  Villareal  with  his  usual 
courage  of  his  convictions  has  reviewed  his  previous  cases  in 
a talk  before  the  Staff  of  the  William  Beaumont  General 
Hospital,  and  has  graciously  allowed  the  editors  of  SOUTH- 
WESTERN AIEDICINE  to  carry  this  article  in  the  present 
issue.  It  is  peculiarly  fitting  that  this  article  should  be 
carried  with  a similar  article  by  Dr.  Poppen,  as  it  affords  the 
readers  an  over-all  view  of  this  particular  phase  of  the  treat- 
ment of  hypertension. 

Although  sympathectomy  has  been  used  in  the 
surgical  treatment  of  hypertension  since  1933,  and  a 
great  deal  of  study,  analysis  of  operated  cases  and 
research  has  been  done,  there  still  exists  a great  deal 
of  confusion  in  the  minds  of  surgeons  interested  in 
this  problem,  both  as  to  the  selection  of  patients, 
technique  of  operation  and  end  results.  If  this  situa- 
tion exists  in  the  minds  of  the  men  doing  the  work, 
there  is  no  reason  to  be  surprised  why  it  should  not 
be  more  so  to  the  internist,  who  must  be  impressed 
by  certain  facts:  that  the  operation  has  not  been 

placed  on  a rational  basis;  that  although  symptoms 
are  spectacularly  relieved,  the  durability  of  the  im- 
provement remains  open  to  question;  that  a review  of 
the  literature  will  show  contradictory  statements  about 
every  single  phase  of  the  problem.  All  of  this  con- 
fusion is  understandable  when  one  realizes  the  com- 
plete haze  which  exists  about  hypertension  itself;  its 
etiology,  classification  and  treatment. 

We  have  been  interested  in  the  problem  of  hyper- 
tension for  about  11  years.  During  this  time  we  have 
gradually  increased  the  range  of  desympathectomizing 
a patient  from  the  Peet  procedure  to  the  thoraco- 
lumbar resection  of  Smithwick,  to  the  present  radical 
resection  of  removing  from  third  dorsal  through  third 
lumbar.  What,  in  our  minds,  has  been  justification 
for  the  doing  of  these  procedures?  We  have  tried  to 
answer  whether  this  operation  would  accomplish  two 
purposes,  that  is  (1)  relief  of  symptoms  and  (2) 
prolongation  of  life. 

COMPARISON  MADE 

Regarding  the  first  point  one  has  only  to  compare 
a surgical  group  of  cases  with  a group  treated  by 
non-surgical  measures  to  realize  that  the  operation 
brings  about  relief  of  symptoms  in  80  to  85%  of  the 
cases.  The  progression  of  the  hypertensive  state  is 
retarded;  the  recurrence  of  complications  has  dimin- 
ished and  the  elimination  of  hypertensive  retinopathy 
has  occurred  in  most  patients.  As  to  the  second 
point,  the  answer  is  less  clear.  This  is  due  to  the 
variations  in  technique  as  well  as  extent  of  resection. 
Each  surgeon  usually  gradually  extends  the  level 
of  resection,  plus  the  fact  that  extensive  resections 
have  been  carried  out  over  too  short  a period  to  be 
of  true  value.  We  have  been  doing  our  present  exten- 
sive procedure  for  4 years.  Last  year  we  presented 
before  the  Medical  Society  a review  of  26  cases  and 
have  since  then  done  11  more.  We  will,  from  time  to 


time,  give  a follow-up  review  on  all  of  these  cases, 
for  only  after  following  these  cases,  treated  with  a 
standardized  treatment  and  followed  for  a number  of 
years,  will  we  have  an  answer  to  some  of  the  prob- 
lems listed  in  the  preceding  paragraphs.  Up  to  this 
time,  we  believe,  however,  that  life  is  prolonged. 
Why  do  we  believe  this?  Because  of  results  obtained 
as  in  the  following  two  cases: 

Note  No.  1:  Mrs.  A.  I.,  52  years  of  age,  had  a 
blood  pressure  of  290/160,  severe  en- 
cephalopathy, EKG  signs  of  marked 
left  ventricle  strain.  Had  a bilateral 
thoraco-  lumbar  sympathectomy  4i/£ 
years  ago.  Since  then,  under  a full  ac- 
tive life,  has  never  had  a pressure  re- 
corded higher  than  170/90.  The  head- 
aches are  gone,  the  shortness  of  breath 
is  gone. 

Note  No.  2:  M rs.  M.  G.  B.,  42  years  with  severe 
insomnia,  nervousness,  palpitations, 
tachycardia,  headaches,  blood  pressure 
250/130.  Sympathectomy  4 years  ago. 
Last  recorded  B.  P.  in  Dec.  1949, 
152/84.  No  symptoms.  Normal  active 
life  as  a housewife. 

LIFE  PROLONGED 

Certainly,  I cannot  help  but  feel  that  life  in  indi- 
viduals like  these,  who  have  had  such  a heavy  burden 
lightened,  is  prolonged.  How  long  will  these  results 
last,  I do  not  know.  These  two  cases  have  been  over 
4 years  and  there  is  no  evidence  of  beginning  retro- 
gression to  their  former  state. 

As  long  as  we  are  able  to  answer  these  2 points  in 
the  affirmative  with  our  own  cases,  we  will  continue 
to  slowly  tread  through  the  complex  problems  of 
sympathectomy  in  hypertension. 

Hypertension  is  a common  symptom  of  some  50 
or  more  fundamentally  different  disorders.  Page  has 
classified  these  under  5 different  headings: 

(1)  Renal  (2)  Cerebral  (3)  Cardio-vascular  (4) 
Endocrine  (5)  Unknown.  The  first  four  groups  con- 
tain many  generally  recognized  disease  entities,  such 
as  chronic  nephritis,  chronic  pyelonephritis,  intra- 
cranial tumors,  coarctation  of  the  aorta  and  tumors 
of  the  pituitary  or  adrenal  glands.  All  of  these  condi- 
tions must  be  excluded  before  a diagnosis  of  essential 
or  malignant  hypertension  can  be  made. 

In  a disease  such  as  hypertension,  it  is  important 
that  everybody  know  what  type  of  cases  are  being 
discussed,  and  the  results  presented  are  for  what 
types  of  cases.  Until  this  is  standardized,  it  will  be 
impossible  to  judge  impartially  the  results  present. 
For  this  we  need  a thorough  understanding  of  what 
classification  the  author  is  using.  The  basis  of  all 
classifications  is  the  concept  of  Keith  Wagener  and 
Barker,  that  hypertension  per  se,  causes  increasing 
damage  to  cerebral,  retinal,  cardiac  and  renal  struc- 
tures and  the  stage  of  the  disease  can  be  defined  by 
the  advancing  damage  in  these  organs.  We  use  the 
de  Takats  classification  which  consists  of  three  groups 
instead  of  the  four  in  the  basic  classification.  Group  I 
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is  a combination  of  the  old  No.  1 and  No.  2 Wagener- 
Keith  and  Group  III  is  a combination  of  late  grade 
3 and  4.  This  is  used  because  of  the  conviction  that 
the  malignant  and  premalignant  phases  of  hyperten- 
sion are  not  a surgical  problem  and  secondly,  because 
the  grade  I and  early  grade  2 of  Keith  give  excellent 
operative  results. 

GROUPS  CLASSIFIED 

Classifications  of  groups: 

Group  I.  Age  below  40,  minimal  or  no  detec- 
table organic  damage,  normal  blood 
pressure  on  complete  rest  or  barbitur- 
ates. Casual  diastolic  blood  pressures 
about  100  Man.  Hg. 

Group  II.  Age  up  to  55  yrs.,  mod.  vascular  scle- 
rosis in  all  organs,  well  demonstrable 
angiospasm,  diastolic  pressures  cannot 
be  lowered  below  110  mm.  Hg.  by  any 
method,  rising  diastolic  pressure  during 
the  last  6 months. 

Group  III.  I .arge  recurrent  retinal  hemorrhages 
and  exudates  or  papillo-edema.  High 
fixed  diastolic  pressure  which  cannot 
be  lowered  below  120  Mm.  Hg. ; con- 
gestive or  anginal  heart  failure;  poor 
renal  function;  numerous  cerebro-vas- 
cular  accidents;  an  actual  malignant  or 
pre -malignant  state  of  hypertension 
with  continous  maximal  angio-spasm 
not  influenced  by  depressor  stimuli. 

All  of  these  classifications  are  simply  the  expres- 
sions of  the  degree  of  organic  vascular  damage. 
Whether  the  hypertension  is  renal  or  non-renal  does 
not  find  expression  in  these  classifications.  Since  it 
is  the  so-called  neurogenic  hypertension  which  is  con- 
sidered the  ideal  case  for  sympathectomy  by  most  of 
the  men  doing  this  work,  it  is  felt  that  what  is  urgent- 
ly needed  is  a separation  of  the  renal  from  the  non- 
renal  factor.  It  is  becoming  obvious  that  both  may 
operate  in  the  same  patient,  in  varying  sequence  and 
varying  proportions.  It  is  clear  to  most  surgeons  in 
this  field  that  in  attempting  to  correct  hypertension, 
he  can,  at  best,  hope  to  influence  some  of  the  factors. 
Sympathectomy,  as  practised  today,  if  extensive 
enough,  can  diminish  sympathetic  adrenal  activity, 
inhibit  renal  spasm  and,  above  all,  diminish  anteriolar 
tone.  Certainly,  it  does  not  affect  the  psyche,  the 
parenchymal  lesion  of  the  kidney  and  probably  not 
the  adrenal  cortex.  Therefore,  in  selecting  cases,  it 
is  important  to  exclude  those  wherein  the  latter  fac- 
tors are  predominant. 

CONTRA-INDICATIONS 

We  consider  the  following  as  absolute  contra- 
indications to  operation: 

(1)  Extensive  organic  damage  to  brain  retina, 
heart,  or  kidney.  Persistent  papillo-edema  and 
nitrogenous  retention  are  absolute  contraindi- 
cations. A previous  stroke  or  coronary  oc- 
clusion is  not  necessarily  considered  as  a con- 
traindication. 

(2)  Mechanical  obstruction  to  circulation.  In  this 
group  is  included  coarctation  of  the  aorta  or 
regurgitation;  likewise,  the  rigid  sclerotic  aorta, 
with  the  high  pulse  pressure. 

(3)  Marked  psychic  involvement. 


Selection  of  Patients: 

No  single  test  or  combination  of  tests  has  proved 
accurate  to  a high  degree  in  spite  of  considerable  study 
of  this  phase  of  the  problem. 

Hinton  and  Lord,  in  a recent  review,  attempting 
to  arrive  at  some  conclusion  on  this  problem,  studied 
66  patients  who  had  done  specially  well.  They  were 
studied  from  the  following  standpoints:  Age,  sex, 

known  duration  of  hypertension,  average  pluses  on 
their  scale,  average  blood  pressure,  renal  status.  We 
are  quoting  theirs,  and  for  the  sake  of  interest,  giving 
our  corresponding  figure. 


Theirs 

AGE 

Ours 

42  yrs. 

Average 

45.2 

58  yrs. 

Old 

59 

19  yrs. 

Young 

39 

45  yrs. 

SEX 

Females 

23 

21  yrs. 

Males 

8 

7 yrs. 

DURATION  OF  HYPERTENSION 

6 yrs. 

6 

AVERAGE  TOTAL  PLUSES 

5 

Table  I 
Definitions 

IN  GENERAL  IN  ANY  SYSTEM— 

0 Normal. 

1 plus  Slight  or  mild  changes. 

2 plus  Moderate  changes. 

3 plus  Moderate  changes. 

4 plus  Advanced  or  marked  changes. 

CEREBRAL— 

0 No  symptoms  or  signs. 

1 plus  Headaches  and/or  dizziness  and  nervous- 

ness. 

2 plus  Above,  plus  nosebleeds  and/or  occipital 

headaches. 

3 plus  Above,  plus  paresthesias. 

4 plus  Stroke  or  encepthalopathy  or  confusion. 

EYES— 

0 Normal. 

1 plus  Arteriolar  narrowing. 

2 plus  Above,  and  arteriovenous  nicking. 

3 plus  Above,  plus  hemorrhages  and  exudates. 

4 plus  Above,  plus  papilloedema. 

CARDIAC— 

0 No  symptoms  or  signs. 

1 plus  Slight  symptoms  and/or  slight  cardiac 

enlargement  and  slight  electrocardiogra- 

phic changes. 

2 plus  Moderate  symptoms  and/or  moderate  x- 

ray  enlargement,  and  moderate  electrocar- 
diographic changes. 

3 plus  Marked  symptoms  and/or  marked  cardiac 

enlargement  and  marked  electrocardio- 

graphic changes. 

4 plus  Coronary  occlusion  or  congestive  heart 

failure. 

RENAL— 

0 Normal. 

1 plus  Nocturia  but  concentration  of  1.024  or 

more  and  urea  clearance  of  75%  or  more. 

2 plus  Urea  clearance  of  40-75%,  concentration 

of  1.015-1.023. 

3 plus  Urea  clearance  of  less  than  40%,  concen- 

tration less  than  1.015,  normal  chemistry. 

4 plus  Persistent  elevation  of  N.P.N.  to  45  mgms. 

or  more,  and  B.U.N.  to  25  mgms.  or  more. 
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RULES 

Contraindications  to  thorocolumbar  sympathectomy: 

1.  4 plus  Renal. 

2.  4 plus  Cardiac  in  which  congestive  failure  is  un- 
remitting, or  if  coronary  occlusion  has  occurred 
within  three  months. 

3.  4 plus  Cerebral  if  confusion  exists  or  if  a stroke 
has  occurred  within  three  months. 

4.  If  there  are  two  4 plus  other  than  eyes. 

5.  If  total  count  equals  eleven  or  more  pluses. 

The  renal  stutus  was  good  in  64  of  66  of  their 

patients,  in  all  31  of  ours.  This,  then,  is  a pre-requisite 
since  it  is  a known  fact  that  thorace-lumbar  sym- 
pathectomy improves  renal  function  very  little. 

AVERAGE  BLOOD  PRESSURE 

195/125  215/125 

In  order  to  properly  evaluate  the  cerebral,  cardiac, 
renal  and  muscular  status  of  each  patient,  the  follow- 
ing studies,  in  addition  to  a careful  history  and  physi- 
cal must  be  done. 

(1)  Fundus  exam.  (2)  EKG  (3)  Six  foot  heart 
plate.  (4)  Urine  cone.  test.  (5)  Urea  clearance  test. 
(6)  N.P.N.  and  Creatinine.  (7)  Urinalysis.  (8)  In- 
travenous pyelogram.  (9)  B.M.R.  (10)  Psychiatric 
evaluation. 

All  patients  are  tested  with  Sodium  Amytal  test. 
We  agree,  however,  with  almost  everybody  else  that 
all  pressor  and  depressor  tests  are  entirely  unreliable 
in  the  selection  of  patients. 

TYPE  OF  OPERATION 

We  are  today  using  a modification  of  the  Smith- 
wick  procedure,  removing  from  the  third  dorsal 
through  the  third  lumbar,  bilaterally  in  two  stages, 
one  week  apart.  This  extensive  sympathectomy  is 
made  possible  by  utilizing  a long  hockey  stick,  para 
vertebral  incision  which  goes  trans-diaphragmatically. 
Following  the  suggestion  of  Poppen  a paravertebral 
section  of  the  lltli  and  8th  ribs  is  done,  and  then  the 
pleural  fold  is  reflected  forward,  exposing  the  chain 
and  resecting  as  much  as  is  deemed  necessary  for 
the  patient. 

RESULTS  AND  POST  OPERATIVE 
COMPLICATIONS 

Thirty-seven  cases  of  hypertension  are  being  re- 
ported on,  who  have  undergone  73  sympathectomies, 
all  with  the  same  extensive  technique.  All  have  been 
done  within  the  last  4^2  years.  There  has  been  one 
death  in  the  series,  this  was  due  to  a coronary  throm- 
bosis which  occurred  immediately  after  the  first  stage. 
We  have  had  no  post-operative  uremias.  There  were 
two  pleural  effusions,  one  of  them  complicated  by 
a local  wound  infection  on  one  side.  The  pleura  has 
been  torn  in  spite  of  painful  dissection  in  about  25% 
of  the  cases.  As  reported  before,  intercostal  neural- 
gias and  back  aches  are  a real  problem.  Postural  hypo- 
tension is  present  if  adequate  denervation  is  carried 
out,  but  this  is  not  disturbing  after  6 to  8 weeks. 

In  conclusion  one  can  state  that  there  can  be  little 
question  that  sympathectomy  has  a place  in  the  ill- 
defined  program  of  treatment  of  hypertension,  but  in 
view  of  its  tentative  rationale  and  the  wide  difference 
of  opinion  as  to  its  value,  it  must  be  regarded  as  an 
experiment  as  yet  unfinished. 


•Address  delivered  at  Win.  Beaumont  General  Hospital, 
February  24,  1950. 


SYNDROME  OF  SALT  DEPLETION 

“Seven  cases  are  briefly  reported  that  demonstrate 
some  of  the  untoward  effects,  including  4 fatalities, 
which  may  occur  in  cardiac  patients  subjected  to  a 
regimen  of  sodium  restriction  and  sodium  diuresis. 
The  blood  urea  nitrogen  was  determined  in  7 patients, 
the  blood  chlorides  in  6 patients  and  the  blood  sodium 
in  1 patient  while  the  phenomena  of  congestive  heart 
failure  were  present  and  while  this  regimen  was  still 
being  used.” 

“The  blood  chloride  and  the  blood  sodium  were 
reduced  and  the  blood  urea  nitrogen  was  elevated  in 
each  instance.  . . . The  great  advance  in  the  therapy 
of  heart  disease  by  the  introduction  of  a regimen  of 
sodium  restriction  and  sodium  diuresis  is  emphasized, 
but  the  importance  of  individualizing  this  therapy  and 
of  being  alert  to  the  possibility  of  the  patient’s  having 
passed  from  the  therapeutic  to  the  toxic  stage  of  this 
therapy  is  particularly  stressed.” 

“Note. — No  salt  substitute  was  used  by  any  of 
these  patients,  so  that  neither  lithium  nor  potassium 
intoxication  had  to  be  considered  as  possible  aggra- 
vating factors.”  — Soloff,  L.A.,  and  Zatuchni,  J.,  J.A. 
M.A.  139:1136,  1949. 


Army  Exhibit  At  Neurological  Congress 

“Founders  of  Neurology  in  the  past  century”  is 
the  theme  of  an  exhibit  by  the  Army  Medical  Depart- 
ment displayed  at  the  Fourth  International  Congress 
of  Neurology,  held  recently  in  Paris.  The  exhibit 
featured  the  photographs  and  copies  of  the  outstand- 
ing work  of  122  of  the  world’s  greatest  neurologists, 
representing  16  countries.  The  selection  was  made 
by  a committee  of  25  leading  American  Neurologists. 
Many  of  the  books  and  photographs  are  from  the 
collection  of  the  Army  Medical  Library  and  are  quite 
rare.  Dr.  Webb  Haymaker,  chief  of  the  neuropatho- 
logy section  of  the  Armed  Forces  Institute  of  Patho- 
logy, expressed  the  hope  that  “as  the  leaders  in  the 
field  of  neurology  meet  to  exchange  ideas  on  present- 
day  problems,  the  exhibit  will  enable  the  rich  heritage 
left  by  such  masters  as  Claude  Bernard,  Cajal,  Char- 
cot, Helmholtz,  Hughlings  Jackson  and  Pavlov,  re- 
mind us  that  the  history  of  a subject  cannot  be 
divorced  from  its  pursuit  and  that  scientific  achieve- 
ment knows  no  international  boundary.” 


Auromycin 

“A  preliminary  study  of  25  patients  with  lympho- 
granuloma venereum  treated  with  aureomycin,  a new 
antibiotic  [with  apparent  virucidal  properties]  is  re- 
ported. Eight  patients  with  buboes  were  treated  and 
showed  a decided  reduction  in  size  of  the  node  at  the 
end  of  four  days’  treatment. 

“Three  patients  with  proctitis  were  treated  and 
showed  decided  improvement,  in  2 instances  after 
four  days  and  in  the  third  case  after  eight  days.  . . . 
Fourteen  patients  with  benign  rectal  stricture  due  to 
lymphogranuloma  venerereum  were  studied  and 
showed  no  gross  pathologic  change  in  the  fibrous 
rectal  stricture  although  there  was  decided  decrease 
in  rectal  pain,  discharge  and  bleeding.  There  was  an 
increase  in  the  diameter  of  the  stool. 

“The  clinical  results  in  the  three  types  of  lympho- 
granuloma venereum  discussed  . . . showed  such  re- 
sults as  to  warrant  further  extensive  research  and 
clinical  trial  of  the  antibiotic.” — Wright,  L.  T.,  et  al., 
J.  A.  M.  A.,  138:408,  1949. 
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THE  FUNDUS  IN  HYPERTENSION  AND 
ARTERIOSCLEROSIS 

Charles  P.  Elsberg,  M.  D.,  El  Paso,  Texas 


Diseases  of  the  vascular  system  of  the  eye  are  of 
the  greatest  importance,  not  only  because  of  their 
effect  on  the  nutrition  of  the  membranes,  but  also  for 
their  consequences  on  vision  and  its  relation  to  sys- 
temic diseases. 

The  fundus  of  the  eye  is  the  only  place  in  the 
body  in  which  arteries  and  veins  can  be  seen  directly 
and  clearly  without  surgical  interference  and  with 
high  magnifications.  The  retinal  vessels  are  easily 
and  clearly  observed  with  the  ophthalmoscope  and 
changes  in  their  walls,  even  of  a minute  character, 
are  readily  detected  with  the  high  magnification  of 
the  direct  method. 

Retinal  vessels  frequently  show  the  same  changes 
that  affect  the  vessels  in  any  other  part  of  the  body,  so 
that  general  arteriosclerosis,  hypertension  and  neph- 
ritis have  ocular  symptoms.  Retinal  vessels  are  an 
off-shoot  of  the  cerebral  vessels  and  therefore,  im- 
portant diagnostic  conclusions  can  be  made  of  the 
condition  of  the  concealed  cerebral  vessels  from  the 
study  of  the  retinal  system.  The  name  of  cerebros- 
copy  was  given  by  Bouchut  many  years  ago  to  the 
examination  of  the  retina  and  its  circulation.  “Cere- 
broscopy”  is  an  exaggeration,  but  still  has  the  merit 
of  emphasizing  the  importance  of  the  pathology  of 
the  retinal  vessels. 

ARTERIES 

The  arteries  branching  from  the  main  trunk  in 
the  papilla  correspond  by  their  size  to  the  arterioles 
of  any  other  part  of  the  body.  They  end  in  capil- 
laries which  empty  into  the  veins  and  do  not  com- 
municate in  any  part  of  their  course  with  the  choroi- 
dal vessels.  The  retinal  vessels  thus  form  a terminal 
system;  and,  when  morbid  changes  occur,  which  re- 
tard or  impede  the  circulation  of  the  blood,  extremely 
grave  consequences  result  for  the  nutrition  of  the 
retina. 

In  order  to  clarify  how  the  structural  features  of 
the  inner  membranes  of  the  eye  can  produce  a given 
ophthalmoscopic  picture  it  is  necessary  to  correlate 
the  one  with  the  other,  pointing  out  the  anatomical 
facts  which  underlie  certain  appearances  of  the  fun- 
dus. The  minutest  details  of  the  normal  fundus 
must  be  studied,  not  merely  for  their  scientific  value, 
but  because  a basic  knowledge  of  these  details  is 
essential  for  the  recognition  and  interpretation  of 
pathological  conditions. 

In  the  large  trunks  the  distinction  between  the 
arteries  and  veins  is  easy  to  make;  the  color  is  dif- 
ferent; the  arteries  are  of  a bright  yellowish  red;  the 
veins  are  strikingly  darker,  wine  red  or  blue  red. 
However,  there  is  not  so  marked  a difference  in  the 
smaller  twigs,  and  it  is  frequently  necessary  to  trace 
the  vessels  to  their  sources  in  order  to  make  the 
distinction  between  the  arteries  and  veins. 

The  retinal  vessels  never  anastomose  with  each 
other.  They  frequently  cross,  and  of  the  two  vessels 
one  is  always  an  artery  and  the  other  a vein.  The 
artery  may  be  above  the  vein  or  vice  versa. 

REFLEX  DESCRIBED 

In  the  center  of  the  arteries,  which  have  a double 
contour,  is  a bright  yellowish  stripe  called  the  reflex. 
It  is  about  one  fourth  the  breadth  of  the  artery. 
There  is  also  a reflex  streak  in  the  veins,  narrower 


and  less  distinct  than  that  of  the  arteries,  its  breadth 
being  about  one-twrentieth  of  the  diameter  of  the 
vessel. 

What  causes  this  light  streak  has  been  a subject 
of  much  discussion.  Experiments  and  calculations 
made  by  Pierce,  Wilmer  and  Friedenwald  have  shown 
that  the  light  streak  is  due  to  the  reflection  of  light 
on  the  convex  surface  of  the  vessels.  They  maintain 
that  this  surface  is  the  external  surface  of  the  media 
or  muscular  layer  of  the  arteries.  In  pathological 
conditions  where  there  is  an  increase  of  the  thickness 
of  the  media  there  is  produced  a widening  of  the 
light  reflex. 

The  color  of  the  fundus  as  seen  with  the  ophthal- 
moscope depends  upon  the  red  background  of  the 
choroid  from  which  the  light  is  reflected  through  the 
filter  of  the  retinal  pigment.  It  will,  of  course,  vary 
greatly  with  the  amount  of  pigment  present  and  this 
usually  corresponds  to  a degree  to  the  complexion 
of  the  patient.  Thus,  a decided  blond  will  have  a very 
light  orange-red  fundus  while  the  fundus  of  a brunette 
is  of  a much  darker  red.  In  the  Negro  most  of  the 
light  is  reflected  by  the  pigment  epithelium  itself  and 
the  fundus  appears  of  a slate-gray  color  against  which 
the  vessels  stand  out  sharply,  the  disc  appearing  pale 
by  contrast.  The  retina  anterior  to  the  pigment  epithe- 
lium is  transparent  in  the  normal  eye  and  therefore 
is  invisible  in  ordinary  light.  The  vessels  are  visible 
and  of  these  it  is  only  the  column  of  blood  which  is 
seen,  the  walls,  when  normal  being  transparent. 

VEINS  LARGER 

We  are  taught  that  the  veins  are  somewhat  larger 
than  the  arterioles,  usually  in  the  proportion  of  five 
to  four.  It  is  acknowledged  that  the  veins  engorge 
after  meals,  and  on  excitement  and  therefore  it  is 
more  important  to  note  the  size  of  the  arterioles  — 
not  the  so  called  five  to  four  ratio.  It  is  important 
too,  to  note  that  the  width  of  the  arterioles  is  greater 
in  the  inferior  field  and  also  in  the  temporal  field. 
The  normal  size  of  the  arterioles  has  been  measured 
as  follows 

T emporal  Field  N asal  Field 

1.  Superiorly:  110  Micra  1.  Superiorly:  50  Micra 

2.  Inferiorly:  130  Micra  2.  Inferiorly:  60  Micra 

thus,  saying  that  an  arteriole  in  the  nasal  field  is 
sclerotic  merely  because  it  is  much  smaller  than  those 
in  the  temporal  field,  is  not  correct.  A further  aid 
to  show  that  it  is  a normal  arteriole  is  the  fact  that 
these  arteriolar  light  reflexes  will  show  parallactic 
displacement. 

Sclerosis  of  the  retinal  arterioles  may  be  primary 
local,  isolated  disease  but  more  often  is  associated 
with  a systemic  arteriolar  sclerosis.  The  pathogenesis 
of  both  forms  is  still  unsettled  and  confused  and  it 
would  be  impossible  to  discuss  it  here.  Among  the 
causes  of  general  sclerosis  have  been  mentioned  alco- 
holism, senility,  hypertension  and  nephritis,  but  it 
may  be  produced  by  infections  (syphilis).  Volhard 
and  Mylius  have  recently  advanced  the  theory  that 
it  is  the  result  of  spasm  in  the  arterioles.  The  latter 
observed  in  the  pre-eclamptic  stage  of  the  toxemia 
of  pregnancy  are  transitory,  spastic  contractions  of  the 
retina  arteries  which  are  localized  but  change  rapidly 
in  degree  and  may  appear  at  various  points.  If  the 
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toxemia  increases,  the  vascular  spasm  may  assume 
a tetanic  form  and  remain  unchanged  for  hours  or 
days. 

PREVAILING  VIEW 

The  prevailing  view  is  that  it  starts  with  a fibrous 
thickening  of  the  media  due  to  abundant  neoformation 
of  the  connective  tissue  and  elastic  elements  followed 
by  hyaline  degeneration.  The  endothelium  of  the  in- 
tima  is  finally  involved  and  proliferates  (endarteritis 
with  thrombus  and  occlusion). 

As  stated  before,  the  walls  of  the  arteries  in  the 
normal  retina  are  transparent.  The  first  ophthalmos- 
copic sign  of  sclerosis  is  the  veiling,  decoloration  and 
opacity  of  the  walls  of  the  arteries,  which  become 
visible  as  yellowish  stripes  on  either  side  of  the  blood 
column.  As  the  latter  is  also  seen  through  the  hazy 
wall,  its  color  is  changed  to  a pallid  red.  As  the 
opacity  progresses,  the  walls  become  entirely  opaque 
and  apear  as  white  lines  on  either  side  of  the  blood 
column.  The  blood  column  is  gradually  narrowed  by 
the  restriction  of  the  lumen,  until  the  vessel  is  en- 
tirely obliterated  and  transformed  into  a white  cord. 

Another  important  ophthalmoscopic  symptom  is 
the  broadening  of  the  light  streak  in  the  arteries.  The 
thickness  of  the  media  increases  the  width  of  the 
light  reflex,  relatively  to  the  diameter  of  the  lumen. 
At  the  same  time  an  increase  in  the  refractive  index 
of  the  media  will  intensify  its  brightness.  Sometimes 
this  brilliant  reflection,  contrasting  with  the  light 
yellow  vessel  wall  on  either  side,  makes  the  artery 
resemble  copper  wire  (copper  wire  artery).  At  other 
times,  when  the  wall  becomes  whiter,  the  artery  looks 
like  a silver  wire  (silver  wire  artery). 

SIMPLE  CLASSIFICATION 

A simple  classification  of  arteriolarsclerosis  is: 

Grade  I ■ — Loss  of  translucency  and  increase  in 
light  reflex. 

Grade  II  — Light  reflex  is  more  marked  and  there 
is  a slight  a-v-nicking. 

Grade  III — Light  reflex  is  extremely  conspicious, 
calibre  of  vessel  is  diminished  and 
there  is  marked  a-v-nicking;  There 
is  a venous  deflection. 

Grade  IV — Vessel  is  reduced  to  a mere  thread. 

Spasm  may  be  very  difficult  at  times  to  differen- 
tiate from  sclerosis  but  the  following  may  be  of  aid: 
namely,  spasm  reveals  a decrease  in  light  reflex  as- 
sociated with  a loss  of  retinal  lustre.  The  results  of 
anoxemia-edema,  exudates,  and  hemorrhages  may  be 
found  in  both  spasm  and  sclerosis. 

If  the  retina  of  pregnant  women  whose  blood 
pressure  is  rising  is  examined  frequently,  the  spasm 
of  the  arterioles  can  be  recognized.  Tbe  spasm  may 
vary  in  degree  or  situation  from  day  to  day.  It  may 
be  localized  or  diffuse.  Later,  if  the  constrictions  per- 
sist, individual  cotton-wool  patches  and  hemorrhages 
appear  in  the  retina.  If  the  patient  having  arteriolar 
changes  receives  proper  medical  care,  hemorrhages 
and  cotton-wool  patches  will  seldom  occur,  — and 
the  full  involvement  of  the  retina  should  never  be 
allowed  to  develop  before  delivery.  It  is  important 
to  emphasize  that  these  patients  have  little,  if  any 
disturbance  of  vision. 

When  the  spastic  process  is  long  and  severe,  the 
retinal  changes  may  become  organic  and  irreparable, 
in  which  case  definite  vascular  changes  persist  after 
the  delivery,  together  with  arteriosclerotic  kidney. 

NEW  RESEARCHES 

The  new  researches  on  the  role  of  arterial  con- 
striction and  high  blood  pressure  in  the  pathogenesis 


of  arteriosclerosis  and  nephritis,  have  given  new 
basic  facts  which  point  to  a common  origin  for  the 
three  types  of  retinosis: 

Albuminuric,  arteriosclerotic  and  diabetic  — es- 
sentially are  the  same  — and  findings  are  due  to 
anoxemia:  exudates  and  hemorrhages.  It  must  be 
thoroughly  understood  that  there  is  no  pathognomonic 
fundus  pattern  of  diabetes,  for  all  of  the  changes  can 
be  duplicated  in  arteriosclerosis,  and  even  lipaemia 
retinalis  may  result  from  high  cholosterol.  The  classic 
description  of  “central  punctate  diabetic  retinosis”  is  1 
correct  and  complete — but  only  appears  in  the  begin- 
ning of  retinal  involvement.  The  white  spots  are  much 
smaller  than  those  of  nephritic  retinosis  and  are  lo- 
cated behind  the  retinal  vessels.  Hemorrhages  (deep) 
may  or  may  not  be  present.  When  considering  the 
fundus  changes  resulting  from  nephritis,  due  consider- 
ation must  be  paid  to  both  arteriosclerosis  and  hyper- 
tension, for  often  it  is  difficult  to  separate  the  signs 
of  one  from  the  other. 


A simple,  helpful  classification  of  hypertension  is 
as  follows: 

Grade  I Spasm 

Grade  1 1 Spasm  + sclerosis 

Grade  1 1 1 Spasm  + sclerosis  -f-  retinopathy 

Grade  IV  Spasm  -f-  sclerosis  + retinopathy  + 

papilledema 

Above  115  Diastolic  blood  pressure  — usually  get 
retinopathy. 

Below  115  diastolic  blood  pressure  — usually  don’t 
get  retinopathy.  Spasm  is  a reversible  process  — just 
as  are  the  signs  of  anoxemia,  viz:  edema,  hemor- 
rhages and  exudates.  Sclerosis  is  not  a reversible 
process. 


COURSE  OF  HYPERTENSION 

The  course  of  hypertension  is  one  of  interrupted 
or  continuous  progress.  Many  patients,  especially 
women  have  been  seen  for  more  than  twenty  years 
before  any  hemorrhages  appeared,  and  in  many  the 
systolic  pressure  was  always  200  or  higher. 

More  attention  must  be  given  to  the  signs  of 
beginning  decompensation.  A single  retinal  hemor- 
rhage may  be  the  signal  of  approaching  death,  and, 
if  disregarded,  danger  lies  ahead.  The  extensive  ex- 
udates and  the  papilledema  are  more  often  recognized 
because  of  their  grossness. 
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UNRESOLVED  PNEUMONIA 

An  Exclusion  Diagnosis 

“Study  and  care  of  pneumonia  patients  should  be 
continued  until  all  pulmonary  [x-ray]  shadows  have 
disappeared  or  age  proved  to  be  due  to  fibrosis.  True 
unresolved  pneumonia  is  rare  while  bronchiectasis, 
atelectasis  and  intrabronchial  diseases  are  more  com- 
mon. Unresolved  pneumonic  exudate  is  situated  in 
the  alveoli  and  interstitial  tissues  where  it  may  eventu- 
ate in  fibrosis.” 

“Unresolved  pneumonia  is  a diagnosis  which  can  he 
established  only  after  disease  of  the  tracheobronchial 
tree  has  been  excluded.  The  indiscriminate  and  in- 
accurate use  of  the  term  ‘unresolved  pneumonia’  is 
disparaged.” — Hinkel,  C.  L.,  Am. J. Roentgenology  61:335, 
1949. 
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Head  injuries  may  be  classified  as  (A)  open  and 
(B)  closed.  Open  injuries  incur  the  risks  of  ( 1 ) 
hemorrhage  and  (2)  wound  infection.  Closed  injuries 
involve  the  risks  associated  with  (1)  immediate  de- 
struction of  brain  tissue  (contusion,  laceration,  etc.) 
and  (2)  progressive  damage  secondary  to  (a)  cerebral 
| compression  due  to  intracranial  hemorrhage  or  edema, 
and  (b)  anoxia  resulting  from  an  inadequate  airway. 

For  clarity,  the  treatment  of  open  and  closed 
wounds  will  be  considered  separately  in  this  bulletin, 
but  it  is  to  be  emphasized  that  both  often  are  seen 
in  the  same  patient  and  require  consideration  jointly. 

TREATMENT  OF  OPEN  WOUNDS 

The  proper  treatment  of  laceration  of  the  scalp 
j consists  of  thorough  cleansing,  debridement  and  snug 
closure.  As  a first-aid  measure,  a compression  band- 
age should  be  applied  to  control  bleeding.  Externally 
protruding  foreign  bodies  should  not  be  manipulated. 
When  the  patient’s  general  condition  permits  and 
adequate  equipment  is  available,  the  following  proce- 
dure should  be  undertaken: 

(1)  Shave  scalp  widely  about  the  wound. 

(2)  Cleanse  wound  with  soap  and  water  and 
irrigate  thoroughly  with  copious  amounts  of 
solution  (saline  or  water). 

(3)  Infiltrate  margins  of  scalp  wound  with  pro- 
caine. 

(4)  Remove  dirt  and  excise  devitalized  portion 
of  scalp. 

(5)  Explore  skull  for  fracture. 

(6)  If  no  fracture,  close  wound  snugly  in  one  or 
two  layers  with  interrupted  sutures  of  non- 
absorbable material. 

(7)  Give  antitetanic  serum  or  tetanus  toxoid. 

Simple  lacerations  may  be  closed  in  the  Emer- 
gency Room  by  a single  operator,  but  it  is  more 
satisfactory  if  the  operator  has  an  assistant  to  com- 
press the  margins  of  the  wound  to  control  bleeding. 

Where  the  laceration  overlies  a fracture,  surgical 
correction  should  be  undertaken  only  in  the  Oper- 
ating Room,  for  it  may  be  necessary  to  remove  dirt, 
hair,  or  debris  from  the  fracture  line  or  to  remove 
bone  fragments.  One  should  be  prepared  to  deal 
with  bleeding  from  the  dura  and  brain. 

If  the  brain  is  lacerated  or  foreign  bodies  are  re- 
tained within  the  brain  substance,  all  macerated  brain 
tissue  should  be  removed,  the  foreign  bodies  removed 
if  possible,  particularly  if  they  are  nonmetallic,  all 
bleeding  controlled  and  the  dura  and  scalp  closed 
snugly.  Surgical  treatment  of  these  wounds  requires 
experience  in  brain  surgery  and  special  equipment 


* Deceased. 


(suction,  lighting,  electrocoagulation,  etc.).  With  the 
use  of  chemotherapeutic  and  antibiotic  agents,  it  is 
permissible  to  defer  operative  closure  of  wounds  for 
many  hours  pending  improvement  in  the  patient’s 
general  condition  and  analysis  of  his  neurologic  status. 

Leakage  of  cerebrospinal  fluid  from  the  nose  or 
ear  constitutes  a special  problem.  Any  cerebrospinal 
fluid  fistula  invites  the  risk  of  meningitis.  Now,  with 
an  adequate  screen  of  antibiotic  and  chemotherapeutic 
agents,  one  is  justified  in  waiting  ten  to  twelve  days 
pending  spontaneous  closure.  If  the  leak  persists 
longer  than  this,  surgical  closure  of  the  fistula  should 
be  considered.  Some  feel  that  lowering  of  the  spinal 
fluid  pressure  to  99mm.  of  water  by  spinal  drainage 
every  twelve  hours  promotes  spontaneous  closure. 
Fortunately  most  fistulas  do  close  spontaneously. 

CLOSED  WOUNDS 

One  of  the  most  frequent  causes  of  death  after 
head  injury  is  progressive  cerebral  damage  due  to 
anoxia.  Many  factors  contribute  to  this: 

(1)  The  capacity  of  the  contused  brain  to  utlilize 
oxygen  is  diminished. 

(2)  The  cerebral  blood  flow  is  reduced,  even 
though  blood  pressure  may  be  elevated. 

(3)  The  oxygen  concentration  of  the  blood  is 
diminished  as  the  result  of  a disturbed  re- 
spiratory tract  (tongue,  mucus,  pneumonitis). 

The  treatment  in  such  cases  is  the  maintenance  of 
an  adequate  airway  and  the  administration  of  oxygen. 
Patients  frequently  improve  remarkably  after  clearing 
the  airway  and  administering  oxygen.  The  most  satis- 
factory way  of  giving  oxygen  is  by  nasal  catheter. 
Oxygen  tents  and  masks  interfere  with  attempts  to 
keep  the  airway  patent.  Constant  nursing  attention, 
with  a suction  apparatus  for  the  removal  of  mucus, 
is  necessary.  This  may  be  supplemented  by  postural 
drainage  (head  down  on  face).  Tracheotomy  is  in- 
dicated in  certain  cases. 

The  differential  diagnosis  between  surgical  and 
nonsurgical  lesions  is  of  primary  importance  in  the 
management  of  acute  head  injuries  and  usually  de- 
pends upon  the  patient’s  course.  Hence,  a carefully 
taken  history,  particularly  as  relates  to  the  onset  and 
duration  of  unconsciousness,  and  frequent  and  re- 
peated neurological  examinations  are  necessary. 

Intracranial  clot,  such  as  extradural,  subdural  or 
intracerebral  hematoma,  usually  is  incompatible  with 
life  and  requires  surgical  removal.  Most  patients  with 
these  lesions  show  progressive  stupor,  convulsions, 
focal  paralyses  and  disturbance  of  the  vital  signs,  such 
as  alteration  in  pulse,  respirations,  etc.  If  the  patient 
has  been  conscious  and  then  loses  consciousness,  an 
expanding  intracranial  lesion  is  probably  present.  The 
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lucid  interval  may  be  prolonged  (days  or  weeks)  with 
subdural  hematoma.  If  the  patient  has  remained  con- 
tinuously unconscious  from  the  moment  of  impact, 
the  coma  may  be  due  in  part  to  contusion  of  the 
brain  and  in  part  to  an  expanding  lesion.  In  such 
instances,  it  may  be  impossible  to  make  a differential 
diagnosis  clinically,  and  cranial  exploration  then  is 
necessary  if  the  patient’s  condition  is  growing  worse. 

The  surgical  management  of  these  lesions  is  not 
within  the  scope  of  this  paper. 

SPECIAL  EXAMINATIONS  AND  TREATMENTS 

(1)  X-rays.  X-rays  of  the  skull  rarely  influence 
the  course  of  treatment,  yet  the  procedure  of  taking 
films  involves  considerable  manipulation  and  wastes 
time,  both  of  which  are  detrimental  to  the  ill  patient. 
Hence,  it  is  advisable  that  x-ray  examination  of  the 
skull  be  deferred  until  such  time  as  the  patient  is 
co-operative  and  his  condition  stabilized.  Attention 
should  always  be  given  to  the  possibility  of  injury 
elsewhere,  particularly  to  the  cervical  spine. 

(2)  Position  of  Patient.  The  position  of  election 
is  with  the  head  elevated,  since  this  reduces  venous 
congestion.  The  advantages  of  this  position,  how- 
ever, are  far  outweighed  by  the  disadvantages  which 
might  accrue  from  an  obstructed  airway,  and  if  the 
patient’s  airway  cannot  be  kept  completely  open  with 
the  head  elevated,  this  position  should  be  changed  to 
one  which  best  promotes  an  adequate  airway. 

(3)  Shock.  Surgical  shock  (peripheral  vascular 
collapse)  is  rare  in  head  injuries  per  se,  but,  when 
present,  the  usual  measures  (Trendelenburg  position, 
intravenous  fluids,  heat,  etc.)  should  be  employed. 
Shock  usually  indicates  associated  injuries  and  de- 
mands primary  consideration. 

(4)  Fluid  Balance.  In  an  effort  to  reduce  or 
limit  cerebral  swelling  after  head  trauma,  certain 
writers  have  advocated  rigid  dehydration  by  with- 
holding fluids,  administration  of  hypertonic  solutions 
intravenously,  the  use  of  magnesium  sulphate  enemas, 
etc.  Rigid  dehydration  does  harm  rather  than  good 
to  an  ill  patient,  as  the  other  vital  body  functions  are 
interfered  with.  Fifteen  hundred  to  2000  cc.  daily 
are  necessary  to  keep  the  patient  in  fluid  balance. 

It  is  necessary  in  this  connection  to  keep  close 
watch  upon  the  protein  metabolism.  Coma,  stupor 
and  prolonged  confusion  often  result  from  protein 
depletion  and  can  be  prevented  or  corrected  by  the 
administration  of  protein  hydrolysates,  plasma  or 
whole  blood.  If  coma  is  prolonged,  gastric  feedings 
by  nasal  catheter  are  indicated,  using  a high  protein 
diet. 

(5)  Spinal  Puncture.  Considerable  controversy 
orevails  concerning  the  indications  for  and  the  merit 
of  spinal  puncture  in  the  diagnosis  and  treatment  of 
head  injuries.  Some  advocate  daily  spinal  punctures 
as  routine  in  the  treatment  of  head  injuries,  but  this 
is  not  generally  accepted.  The  authors  of  this  bulle- 
tin consider  the  indiscriminate  use  of  spinal  punctures 
dangerous.  The  following  are  considered  proper  in- 
dications for  spinal  puncture. 

(A)  Diagnostic — 

(a)  To  determine  pressure  where  intracranial 
clot  is  suspected. 

(b)  To  determine  the  presence  and/or  de- 
gree of  bleeding. 

(B)  Therapeutic — - 

(a)  To  lessen  intracranial  pressure  by  with- 
drawing fluid  as  a temporary  expedient 
pending  measures  that  provide  more  last- 
ing control  of  increased  intracranial  ten- 
sion, such  as  surgical  evacuation  of  clot. 

(b)  Evacuation  of  bloody  fluid  when  signs 
of  meningisimus  appear,  usually  four  to 
eight  days.  Evacuation  of  fluid  at  this 
time  usually  relieves  headache  and  speeds 
recovery. 


Technique.  When  indicated,  a spinal  puncture 
should  be  done  with  the  patient  in  the  lateral  recum- 
bent position,  using  a standard  spinal  puncture  needle. 

The  operator  should  make  the  following  determi- 
nations: color  of  the  fluid,  initial  pressure,  final  pres- 
sure and  the  amount  withdrawn. 

Jugular  compression  tests  should  not  be  carried 
out  unless  one  suspects  injury  to  the  spinal  column. 
These  tests  give  no  information  of  value  with  refer- 
ence to  the  brain,  and  the  sudden  rise  in  spinal  fluid 
pressure  which  follows  jugular  compression  may  be 
harmful  after  head  injury. 

Spinal  puncture  should  not  be  attempted  if  the 
patient  is  unco-operative,  for  the  information  obtained 
is  unreliable,  and  struggling  against  resistance  may 
be  harmful. 

(6)  Control  of  Restlessness.  Patients  who  are 
restless  and  confused  constitute  a difficult  nursing 
problem,  and  sedative  medication  may  be  necessary. 
Paraldehyde  administered  rectally  or  barbiturates  — 
sodium  amytal,  sodium  luminal  — intramuscularly  or 
intravenously  are  satisfactory.  The  latter  are  particu- 
larly indicated  for  the  control  of  convulsions.  Mor- 
phine and  codeine  are  contraindicated  because  of  de- 
pression of  respirations,  edema  of  the  larynx,  and 
alteration  of  pupils  (diagnostic). 

(7)  Convalescence.  Early  ambulation  ;s  recom- 
mended after  head  injury.  The  patient  should  receive 
physical  therapy  in  the  form  of  active  and  passive 
exercises  early  and  should  be  gotten  out  of  bed  into 
a chair  as  soon  as  he  is  able  and  willing  to  co-operate. 
Prolonged  bedrest  is  conducive  to  traumatic  neu- 
rosis. 

Lacerations  of  the  brain,  such  as  are  associated 
with  depressed  fractures  and  penetrating  wounds,  are 
frequently  followed  by  a convulsive  disorder.  These 
patients  should  be  given  anticonvulsive  medication  for 
a period  of  several  months  after  injury.  The  drug  of 
choice  is  Dilantin  Sodium  gr.  D/£  three  times  daily. 

Many  patients  complain  of  residual  headache,  par- 
ticularly in  the  posterior  part  of  the  head,  and  of 
dizziness.  These  symptoms  generally  are  classified 
as  posttraumatic  neuroses.  Recent  observations  in- 
dicate that  they  may  result  from  trauma  to  the  cervi- 
cal roots  and  at  times  are  relieved  by  cervical  traction. 

Note:  The  foregoing  is  one  of  several  articles  distributed  by 

the  Committee  on  Trauma,  American  College  of  Sur- 
geons, through  its  Reg.onal  Committees. 
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"...about  30%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  cause"1 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stress  is 
effected  via  both  branches  of  the  autonomic  nerv- 
ous system.  Therefore,  treatment  consists,  where 
possible,  in  removal  of  the  emotogenic  factor 
(practical  psychotherapy)  and  the  "partial  block- 
ade” of  the  efferent  autonomic  pathways.  The 
family  physician  is  well-qualified  to  help  these 
patients;  his  advice  will  do  much  to  achieve  the 
desired  change  in  habits  and  to  avoid  unhealthy 
situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
ergotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 


Karnosh  and  Zucker 2 state  that,  "Probably  the  best  medica- 
tion for  all  neurovegetative  disorders  is  a combination  of : 
(a)  bellafoline  . . .(b)  ergotamine  tartrate  . . . (c)  pheno- 
barbital . . . A good  commercial  preparation  of  these  ingredi- 
ents is  a tablet  called  bellergal  . . . The  adult  dose  of 
bellergal  is  3 or  4 tablets  daily.”3 
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DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


9 ® <* 


yet  FAT  * FREE! 

CERTIFIED,  PASTEURIZED  FAT-FREE  milk 
is  designed  for  those  who  wish  to  trim 
their  weight  — or  those  on  Fat-Free  diets. 


Wholesome  and  pure,  you 
can  recommend  this  finer 
milk  with  confidence. 

Fortified  with  extra  units 
VITAMINS  “A”  and  “D” 


2O00  US-P.  UNITS  NATURAL  vitamin  a 
' 400  U.  S.  P.  UNITSNATURAl  VITAMIN  0 
' ADDED  PER  QUART  BV  VITEX.  PROCESS 


CERTIFIED  PASTEURIZED 

FAT  FREE  MILK 


•O 
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WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Fischbein  Bros. 

• 

Custom  Tailors 

Our  Prescription  Department  Is 
NEVER  Without  a 

309  N.  OREGON  EL  PASO,  TEXAS 

Registered  Pharmacist  on  Duty 

• 

We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 

McKEE’S  PRESCRIPTION  PHARMACY 

1 05  - A East  San  Antonio  St.,  El  Paso 
Dial  2-2693 
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AIR 

AMBULANCE  SERVICE 

ANY  TIME 

PHONE  3-2072 

NIGHT  PHONE  2-4371 

DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 


ANYWHERE 


SOUTHWEST  AIR  RANGERS 

EL  PASO  MUNICIPAL  AIRPORT 


RYAN  NAVION 
SALES  & SERVICE 


ROYCE  LODGE  and  BETH 


710-720  Broadivay 

Hot  Springs,  New  Mexico 


Royce  Lodge,  offers  you  ultra-modern  spacious 
apartments,  equipped  with  modern  furnishings, 
electric  range,  refrigeration,  air  conditioned  for 
summer,  radiant  heat  for  winter.  Reasonable 
rates. 

L.  F.  MORRIS  — owner  & mgr. 

PHONE  3S5 


Royce  Bath,  offers  you  individual  private  baths 
— ■ sanitary  tile  tubs,  competent  courteous  at- 
tendants. Baths  are  administered  according  to 
physicians  prescription.  You  are  invited  to 
inspect  our  place  at  any  time. 

W.  A.  NEVILLE,  mgr. 

PHONE  336 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


Prompt  24 -Hours 

Martin-Mellinger 
Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 

Only  at  the  Popular  in  El  Paso! 
Hickey-Freeman  & Kuppenheimer  Clothing 
MEN'S  STORE 

Popular  Dry  Goods  Co. 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


MAICO 

OF  EL 

PASO 

* Hearing  Aids 

★ Audiometers 

★ Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

“CADILLAC” 

108  South  Yale  Street  4571  Albuquerque,  N.  M. 


HARDING  AND 

ORR 

Ambulance  Service 

• 

320  Montana 

3-1646 

EL  PASO,  TEXAS 

GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Delivery 
PHONE  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


GUNNING  & CASTEEL 

DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS 

YSLETA,  TEXAS 
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FOR  PRESCRIPTIONS 
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The  Place  Men  Go 
For  The  Brands  They  Know 

HART,  SCHAFFNER  & 

MARX  CLOTHES 
G.  G.  G.  CLOTHES 
WALK  OVER  SHOES 
STETSON  HATS 
MALLORY  HATS 
MANHATTAN  SHIRTS 
ARROW  SHIRTS 
INTERWOVEN  SOX 
B.  V.  D.  SPORTSWEAR 


216  East  San  Antonio  Street 
Dial  2-2433 
El  Paso,  Texas 


Mail  Orders  Promptly  Handled 


The  McMath 
Co.,  Inc. 


FP’iintincj  Ft  FFoofz  FFuiduicj 


Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


FOR  THE  PATIENT  WITH 
liyPOCHROMIC  ANEMIA 


A superior  liver  and  iron  prepa- 
ration, providing  in  addition, 
8 Vitamins  for  the  relief  of 
nutritional  deficiencies 

Rthat  may  be  present 
concurrently  with 
the  iron  de- 
ficiency. 


The 

relief  of 
"fatigue  and 
lack  of  endur- 
ance" is  usually  ac- 
complished in  a much 
shorter  period  of  time. 


DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


MISSION 
PI1  ARM  AC  A L CO. 

San  Antonio  6,  Texas 
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In  Albuquerque,  The  Bulwark 
Of  Professional  Pharmacy 


Time  An  Important  Factor ? 

FLY  AIR  AMBULANCE 

What  stands  between  you  and  fatality  — time? 
Aviation  has  come  to  the  rescue.  Champ’s, 
keeping  abreast  with  the  times,  offers  you  this 
time-saving  means  of  transportation.  They  use 
dependable  Cessna  195’s.  For  speed,  comfort, 
and  safety,  it’s  Champ’s  Air  Ambulance  Serv  ice. 


The  large  cabin  of  the 
Cessna  195  provides 
ample  room  for  stretch- 
er, assuring  comfort  for 
the  patient. 


DAY  3-4282  — NIGHT  5-6567 

Municipal  Airport  El  Paso,  Texas 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Pas 3,  Texas 


Mf 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Arts  Bldg. 

P.  0.  Box  1053 
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THIS  SPACE 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

— GENERAL  PRACTICE  — 

FOR  SALE 

Phones  4495  - 4496 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

J.  A.  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY,  X-RAYS 

THIS  SPACE 

1009  Mills  Bldg.  3-1051  El  Paso,  Texas 

FOR  SALE 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

P.  C.  CORNISH,  M.  D.,  F.  A.  C.  S. 

GYNECOLOGY 
PHONE  2-9312 

GENERAL  SURGERY 

1017  First  National  Building  El  Paso,  Texas 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

BRANCH  CRAIGE,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

1018  Mills  Building  El  Paso,  Texas, 

800  Montana  Street  3-6931  El  Paso,  Texas 

DRS.  BRECK,  BASOM  AND  LEONARD 

PRACTICE  LIMITED  TO 
ORTHOPAEDIC  SURGERY 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

520  Montana  Street  3-1671  El  Paso,  Texas 

215  First  National  Bldg.  3-2161  El  Paso,  Texas 

BUTLER  CLINIC 

GENERAL  MEDICINE  GENERAL  SURGERY 

THIS  SPACE 

OBSTETRICS  PEDIATRICS 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

FOR  SALE 

BASIL  K.  BYRNE,  M.  D. 

L.  0.  DUTTON,  M.  D. 

PEDIATRICS 

ALLERGY 

800  Montana  Street  3-1651  El  Paso,  Texas 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

A.  E.  LUCKETT,  M.  D. 

ORTHOPEDIC  SURGERY 

ALLERGY 

DISEASES  OF  THE  CHEST 

First  National  Building  3-3421  El  Paso,  Texas 

1025  First  National  Bank  Bldg. 
El  Paso,  Texas 
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LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

Diplomate  American  Board  Internal  Medicine 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

706  West  Second  Street  2275  Roswell,  New  Mexico 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

314  Banner  Building  3-5881  El  Paso,  Texas 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

ROBERT  FRIEDENBERC,  A.B.,  M.D. 

HASKELL  D.  HATFIELD,  M.  D. 

(Certified  American  Board  of  Internal  Medicine) 

(Diplomate  American  Board  of  Otolaryngology) 

INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

509  West  Fox  St.  1441  Carlsbad,  N.  M. 

^15  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D. 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

PRACTICE  LIMITED  TO  UROLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

DRS.  JELSO  & CORCORAN 

DIAGNOSIS  — GASTROENTEROLOGY 

DISEASES  OF  THE  SKIN 

701  First  National  Building  2-6221  El  Paso,  Texas 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

H.  C.  JERNIGAN,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

DISEASES  OF  THE  CHEST 

1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

THIS  SPACE 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

FOR  SALE 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5400  El  Paso,  Texas 
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G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  El  Paso,  Texas 

BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S„  F 1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
(Certified  by  American  Board  of  Opthalmology) 
(Certified  by  American  Board  of  Otolaryngology) 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 
605  Professional  Building  3-8209  Phoenix,  Arizona 

ROY  T.  LESTER,  M.  D. 

THORACIC  SURGERY 

Residence  2-0744  Office  3221 

1442  North  Third  St.  Abilene,  Texas 

THIS  SPACE 
FOR  SALE 

TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

1031  First  National  Bldg.  El  Paso,  Texas 

VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

MILLS  BUILDING  2-3459 

AND 

800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS 

THIS  SPACE 
FOR  SALE 

HERMAN  RICE,  M.  D. 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 
624  Mills  Bldg.  2-7642  El  Paso,  Texas 

1.  J.  MARSHALL,  M.  D. 

STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 

H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 

DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 
310  Banner  Bldg.  3-4478  El  Paso,  Texas 

ROSS  W.  RISSLER,  M.  D. 

(C&tified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  aURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

PHONES 
633  — 460  — 201 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 
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S.  PERRY  ROGERS,  M.  D. 

C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

ORTHOPEDIC  SURGERY 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

202  Banner  Building  3-3551  El  Paso,  Texas 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

M.  A.  TANNY,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

ALBUQUERQUE  MEDICAL  CENTER 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 
UROLOGY 

FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

THIS  SPACE 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 

FOR  SALE 

General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  ORAL  SURGERY 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARDS  OF  ) g^LAR Y^ G^Y ' ^ 

AND 

PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

R.  C.  RONEY,  D.  D.  S.,  M.  S.  D. 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

ORAL  SURGERY 

CLAYTON  S.  WHITE,  M.  D. 
A.  B.,  B.  A.  (Oxon)  M.  D. 

rHUNb  d-o/4z 

AVIATION  AND  INTERNAL  MEDICINE 

1101  First  National  Building  El  Paso,  Texas 

Lovelace  Clinic  8871  Albuquerque,  N.  M. 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  SMITH  AND  GARRETT 

DRS.  WILCOX  AND  DETER 

DISEASES  OF  THE  SKIN 

GENERAL  AND  THORACIC  SURGERY 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 

Diplomate  American  Board  of  Otolaryngology 

F.A.C.S. 

EYE  - EAR  - NOSE  - THROAT 

GENERAL  SURGERY 

FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 
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The  Lodge 

Watts  Clinic 

of  the 

Turquoise  Trail 

Complete  Medical 

I 

and 

A modern  completely  equipped  sanitarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 

Surgical  Service 

perienced,  and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 

• 

rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 
recreational  and  occupational  therapy  programs. 

For  further  information  address: 

Dr.  R.  E.  Watts  Dr.  S.  M.  Ramer 

Dr.  G.  A.  Slusser  Dr.  S.  F.  Baker 

THOMAS  L.  CORE,  M.  D„ 

• 

Psychiatrist  and  Medical  Director, 
Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Phone  567 

Town  office  6398  • Residence  3-3234  • Lodge  2-2773 

IU1  N.  Copper  Silver  City,  IN.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 

First  National  Bank  Building 

Telephone  2-3671 

El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures : 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 
DELPHIN  VON  BRIESEN,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 

H.  F.  HESLINGTON,  M.D. 
WILLIAM  D.  FLEMING,  M.D. 
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...  as  written  in  a prescription  means  "according  to  circum- 
stances.” Because  circumstances  change  from  patient  to 
patient  and  from  time  to  time,  the  physician’s  plan  of  treat- 
ment must  be  flexible.  In  the  case  of  pharmaceuticals,  how- 
ever, unvarying  uniformity  is  expected  if  results  are  to  be 
predictable.  Every  circumstance  in  the  manufacture  of  Lilly 
products,  therefore,  is  rigidly  controlled. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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for  the  patient 
in  pain . . . 


Pantopon — whole  opium  in 
purified  form— combines  the 
alkaloids  of  opium  to  provide  a 
smooth,  balanced  analgesic  effect.  The 
presence  of  all  the  opium  alkaloids 
tends  to  reduce  the  incidence  and 
intensity  of  side  reactions.  Pantopon, 
available  in  four  convenient  forms, 
is  applicable  in  almost  any  case 
where  severe  pain  is  a problem: 
ampuls,  hypodermic  tablets, 
oral  tablets  and  powder. 


HOFFMANN  -LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 


Pantopon 


i 

i 

i 

i 

i 


'Roche' 


i 

i 

i 

i 
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H LOlF  trimeton 


Molecular 

Balance 

By  scientific  rearrangement  of  molecular 
configuration  our  chemists  have  produced 
the  most  potent  antihistamine  known.  So  ef- 
fective that  only  2 to  4 mg.  are  required, 
Chlor -Trimeton*  Maleate  brings  to  the  al- 
lergy sufferer  more  rapid  and  more  pro- 
longed relief.  Because  so  small  a dose  is 
needed  for  a therapeutic  effect,  side  actions 
are  relatively  infrequent. 


MALEATE 

(brand  of  chlorprophenpyridamine  maleate) 

Chlor -Trimeton  is  indicated  for  symptomatic 
control  of  hay  fever,  perennial  allergic  rhi- 
nitis, urticaria,  angioedema,  atopic  eczema 
and  dermatitis,  and  antibiotic  sensitivity  re- 
actions. It  is  valuable  as  an  adjunct  to  specific 
hyposensitization  procedures  where  it  should 
be  given  one-half  hour  prior  to  injection. 
Chlor- Trimeton  allows  higher  dosage  of  anti- 
gen to  be  administered  and  also  serves  to 
minimize  possible  constitutional  reactions. 

CHLOR-T RiMETON  MALEATE  (brand  of 
chlorprophenpyridamine  maleate)  4 mg.  tablet.  In 
bottles  of  100  and  1000  tablets. 

*T.M. 


IC/i 


-A* 


CORPORATION 

BLOOMFIELD,  NEW  JERSEY 


vni  An\-T  a I3u:to\ 


metabolism 


ATHEROSCLEROSIS 

m&BMa 


CaUSes  art«''al  deterioration 


Extra  Potency.  WYCHOL  is  made  with  Tricholine 
Citrate.  Each  tablespoonful  (15  cc.)  provides  3 
Gm.  choline  base  (equivalent  to  7.5  Gm.  choline 
dihydrogen  citrate)  . . . plus  an  effective  amount 
of  inositol — 0.45  Gm. 

Taste  Appeal.  WYCHOL  has  a pleasant  fruity 
taste  and  is  only  mildly  acid  (pH  5.4-5. 5).  Gastric 
distress  or  harm  to  teeth  is  minimized. 

Economy.  Lowest  in  cost  on  the  basis  of  content 
of  lipotropic  factors. 

Your  patients  will  cooperate  to  get  the  most  out 
of  the  therapeutic  regimen  when  you  prescribe 


SYRUP  OF  CHOLINE  AND  INOSITOL  WYETH 

Professional  literally  sent  on  request 
SUPPLIED:  Bottles  of  1 pint. 

*Trade  Mark 
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PHARMACY 

chemTstry. 


Side  effects  “much  fewer  and  much  less  severe"* 

Spring  is  the  season  when  allergic  rhinitis  due  to  grass 
and  tree  pollens  occurs,  often  simulating  or  aggravating 
the  common  "cold.”  For  relief  of  catarrhal  symptoms 
due  to  allergy,  more  and  more  physicians  rely  on 


Hydrochloride 

as  their  first  choice  in  antihistaminic  therapy,  be- 
cause it  is  effective  and  exceptionally  well-tolerated. 

INDICATED  in  allergic  rhinitis  and  allergic 
dermatoses. 

*Schwartz,  E. : Ann.  Allergy  7 :770  (Nov.-Dee.)  1949 


Neohetramine  is  the  registered  trademark  of  the  Nepera  Chemical  Co.,  Inc., 
for  its  brand  of  Thonzylamine — N,  N-dimethyl-N'  p-methoxybenzyl-N'  (2- 
pyrimidyl)  ethylenediamine. 

TABLETS  SYRUP  CREAM 

25  mg.  — Packet  of  12,  vial  of  6.25  mg.  per  cc.  — Pints  and  Contains  Neohetramine  2% 

25,  bottles  of  100  and  1000. 50  mg.  gallons.  -Tubes  of  loz. 

-Bottles  of  100  and  1000.  100 
mg.  — Bottles  of  100  and  1000. 

Incorporated  • Philadelphia  3,  Pa. 
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Now...fmet  tmmow'A 

...with  the  new 

300  MULTICRON 

vertical  control 


another  important  advance 
pioneered  by 


Long  noted  for  simplicity  and  highly  auto- 
matic action,  Keleket  Multicron  Controls 
are  now  even  simpler  and  more  automatic 
than  before. 


Increasing  capacity 
to  500 MA  requires 
only  timer  exchange 


The  new  300  MA  Multicron  Vertical  Con- 
trol automatically  assumes  greater  re- 
sponsibility. In  addition,  it  provides  in- 
creased facilities  for  consistently  high 
quality  diagnostic  radiographs.  This  re- 
duces possibilities  for  error  and  the  cost 
of  film  “retakes.” 

The  new  Multicron  safeguards  you  as  your 
changing  radiographic  technics  require 
greater  power  capacities.  It  is  never  neces- 
sary to  trade  in  this  new  Multicron  for  a 
higher  powered  unit. 


INCREASING  CAPACITY  REQUIRES 
ONLY  TIMER  EXCHANGE 

Simply  exchange  timers  to  meet  increas- 
ing requirements.  And  you  retain  the 
same  transformer  and  control  be- 
cause it  is  capable  of  producing 


500  MA  at  125  KV. 


Outstanding  Automatic  Features 


"Telephone  or  write 
for  complete 
details". 


• FIXED  MILLIAMPERAGE  • AUTOMATIC  SELECTION  OF  FOCAL 
SPOT  • FILAMENT  COMPENSATION  • KV  COMPENSATION 
• ELECTRONIC  TIMERS  • MAINLINE  SWITCH  COMBINED  WITH 
PROTECTIVE  OVERLOAD  CIRCUIT  BREAKER 


THE  SOUTHWESTERN  SURGICAL  SUPPLY  COMPANY 

414  Mills  Street  El  Paso,  Texas  Telephone  3-1454 

143  North  FirstStreet  Phoenix,  Arizona  Telephone  8-1509 

202  North  Stone  Avenue  Tucson,  Arizona  Telephone  3-4452 
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“In  addition  to  the  relief  of  hot 
flashes  and  other  undesirable 
symptoms  (of  the  climacteric), 
a feeling  of  well-being  or  tonic  ef- 
fect was  frequently  noted”  after 
administration  of  “Premarin!’ 


All  patients  (53)  described  a 
sense  of  well-being”  following 
Premarin”  therapy  for  meno- 
pausal symptoms. 

Neustaedter,  T.:  Am.  J.  Obst.  & 
Gynec.  46:530  (Oct.)  1943. 


‘It  (‘Premarin’)  gives  to  the  pa 
tient  a feeling  of  well-being! 

Glass,  S.  J.,  and  Rosenblum,  G. : 
J.  Clin.  Endocrinol.  3:95  (Feb.)  1943 


the  clinicians’  evidence 


“General  tonic  effects  were  note- 
worthy and  the  greatest  percent- 
age of  patients  who  expressed 
clear-cut  preferences  for  any 
drug  designated  ‘Premarin!  ” 

Perloff,  W.  H.:  Am.  J.  Obst.  & 
Gynec.  58:684  (Oct.)  1949. 


Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5 
mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid 
form,  0.625  mg.  in  each  4 cc.  ( 1 
teaspoonful). 


of  the  "plus”  in 


While  sodium  estrone  sulfate  is  the 
principal  estrogen  in  “Premarin” 
other  equine  estrogens... estradiol, 
equilin,  equilenin,  hippulin...are 
probably  also  present  in  varying 
amounts  as  water-soluble  conju- 
gates. 


therapy 


Estrogenic  Substances  ( water-soluble) 

also  known  as  Conjugated  Estrogens  ( equine ) 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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AIR 

AMBULANCE  SERVICE 


ANYWHERE 


ANY  TIME 


PHONE  3-2072 

NIGHT  PHONE  2-4371 

DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 


SOUTHWEST  AIR  RANGERS 

EL  PASO  MUNICIPAL  AIRPORT 


RYAN  NAVION 
SALES  & SERVICE 


Nutritional. . . 

yet  FAIN  FREE! 

CERTIFIED,  PASTEURIZED  FAT-FREE  milk 
is  designed  for  those  who  wish  to  trim 
their  weight  — or  those  on  Fat-Free  diets. 


Wholesome  and  pure,  you 
can  recommend  this  finer 
milk  with  confidence. 

Fortified  with  extra  units 
VITAMINS  “A”  and  “D” 


2o00  U $.P  UNI TS  NATURAL  VITAMIN  A 
' 400  U.S.P.  UNITS  NATURAL  VITAMIN  D 
' ADDEO  PER  QUART  BY  VITEX  PROCESS 


CERTIFIED  PASTEURIZED 

FAT  FREE  MILK 


SATURDAY 


CREAMERIES,  Inc. 
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This  convenient  plastic  Nebulizer  distrib- 
utes a mist  of  minute  droplets  of  PYRI- 
BENZAAIINE  hydrochloride  Nasal  Solution 
throughout  the  nasal  passages. 

Relief  usually  is  immediate — complete — 
prolonged . Side  react  ions  rarely  occur  except 
for  occasional  transient  stinging.  It  is  con- 
venient to  carry  in  purse  or  pocket  and  may 
be  used  at  any  time  in  any  place. 

The  Nebidizer  provides  several  hundred 
appl  ica  t ions  of  PYRIBENZ AMINE  hydrochlor- 
ide 0.5%  in  an  isotonic,  buffered  solution. 
One  application  in  each  nostril  usually  is  a 
therapeutic  dose  and  may  be  repeated  as 
required. 


Pyribenzamine 
Nebulizer 


Ciba 


PHARMACEUTICAL  PRODUCTS,  INC. 
SUMMIT,  NEW  JERSEY 

Pyribenzamine  ® 

(brand  of  tripelennamine)  2,  1S54M 
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roceorm 


(Pan-Vitamins,  Pediatric,  Lilly) 


ADVANTAGES 


A highly  concentrated  vitamin  preparation 
especially  suitable  for  routine  prophylaxis  or  therapeutic 
administration  to  premature  babies,  infants, 
and  growing  children. 


t \ 

& 


£ & S 
* & 

® & 


Pyridoxine  (Vitamin  B«)  Hydrochloride.  . . 0.5  mg. 
Pantothenic  Acid  (as  Sodium 

Pantothenate) 1.5  mg. 

Nicotinamide 8 mg. 

Ascorbic  Acid  (Vitamin  C) 60  mg. 

Vitamin  A 3#000  U.S.P. 

or  International  units 

Vitamin  D 800  U.S.P. 

or  International  units 


L 1 

LILLY 

AND 
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PRESCOTT: — Dr.  Harry  T.  Southworth,  434  West  Gurley  Street. 
TUCSON: — Dr.  N.  K.  Thomas,  130  South  Scott  Street. 

NEW  MEXICO 

ALBUQUERQUE: — Dr.  Robert  Friedenburg,  2916  Santa  Clara  Drive. 
CARLSBAD: — Dr.  J.  W.  Hillsman,  408  West  Mermod  Street. 
GALLUP: — Dr.  Vincent  Accardi. 


HOBBS: — Dr.  W.  E.  Badger,  200  North  Dalmont  Street. 

HOT  SPRINGS:— Dr.  H.  B.  Johnson. 

LAS  CRUCES: — Dr.  L.  S.  Evans. 

LAS  VEGAS: — Dr.  Volney  S.  Cheney,  817  Seventh  St. 
LORDSBURG:— Dr.  E.  C.  DeMoss,  Box  577. 

RATON: — Dr.  J.  Hunt  Burress. 

ROSWELL:— Dr.  E.  W.  Larder,  211  West  Third  Street. 

SANTA  FE: — Dr.  Eric  P.  Hausner,  Coronado  Bldg. 

SILVER  CITY-FORT  BAYARD-SANTA  RITA:— Dr.  E.  A.  Rygh,  Santa 
Rita  Hospital. 

TUCUMCARI: — Dr.  Thomas  B.  Hoover.  315  South  Second  Street. 
WEST  TEXAS 

ALPINE-MARFA: — Dr.  W.  E.  Lockhart,  Alpine. 

DEL  RIO: — Dr.  L.  M.  Cartall,  501  Del  Rio  National  Bank  Building. 
KERMIT-MONAHANS-PECOS:— Dr.  Cecil  A.  Robinson,  Kermit. 
MIDLAND:— Dr.  L.  W.  Leggett,  Leggett  Bldg. 

ODESSA: — Dr.  Emmett  Headlee. 

MEXICO 

CHIHUAHUA,  CHIH.: — Dr.  Julio  Ornelas  K.,  Edit.  Centro  Medico  de 
Chihuahua. 

DURANGO,  DGO.:- — Dr.  Alfonso  P.  Gavilan,  Zaragoza  508  Sur. 
JUAREZ,  CHIH.: — Dr.  Luis  Valdes,  Cinco  de  Mayo  207. 

NACOZARI  DE  GARCIA,  SONORA: — Dr.  Manuel  S.  Perez  Mezquita. 
NUEVO  CASAS  GRANDES,  CHIH:— Dr.  LeRoy  Hatch. 

TORREON,  COAHUILA: — Dr.  Alvaro  Rodriguez,  Villareal,  Clinica  de 
Radiologia,  Avenida  Morelos. 


* 


ORGANIZATION  EDITORS 

Arizona  Chapter  of  the  Western  Orthopedic  Association: — Dr. 
John  H.  Ricker,  926  East  MacDowell  Road,  Phoenix,  Ariz. 

Arizona  Medical  Association: — Dr.  Howell  Randolph,  1005  Profes- 
sional Bldg.,  Phoenix,  Ariz. 

El  Paso  County  Gynecological  Society: — Dr.  F.  A.  Snidow,  Mills 
Bldg.,  El  Paso,  Texas. 

El  Paso  County  Medical  Society: — Dr.  H.  D.  Garrett,  First  Na- 
tional Bank  Bldg.,  El  Paso,  Texas. 

Mexico  U.S.  Border  Public  Health  Association:  — Dr.  M.  F. 
Haralson,  U.  S.  Court  House,  El  Paso,  Texas. 

New  Mexico  Medical  Society: — Dr.  William  W.  Woolston,  221 
West  Central  Avenue,  Albuquerque,  New  Mexico. 

Southwestern  Dermatological  Association: — George  K.  Rogers, 
M.D.,  Phoenix,  Arizona. 

Southwestern  Medical  Association: — Dr.  Leslie  M.  Smith,  First 
National  Bank  Bldg.,  El  Paso,  Texas. 

Southwestern  New  Mexico  Medical  Society: — Dr.  W.  B.  Cantrell, 
Hot  Springs,  N.  M. 
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SOUTHWESTERN  MEDICINE 


MAY,  1950 


PROGRAM  OF  THE  ANNUAL  MEETING 
NEW  MEXICO  MEDICAL  SOCIETY 


(Although  SOUTHWESTERN  MEDICINE  is  not  the  of- 
ficial organ  of  the  New  Mexico  Medical  Society , it  has  re- 
ceived from  this  society  many  contributions.  The  success 
of  this  publication  is  due  in  no  small  part  to  the  physicians 
of  New  Mexico.  SOUTHWESTERN  MEDICINE  urges  all 
of  its  readers  to  make  a concentrated  effort  to  attend  the 
annual  meeting  in  Las  Cruces.  This  meeting  should  have 
the  support  of  the  Southwest  in  general,  and  not  be  limited 
to  any  special  groups.  We  are  far  from  the  metropolitan 
centers,  and  meetings  such  as  this  serve  as  our  means  of 


obtaining  the  viewpoints  of  leaders  in  the  profession.  A 
good  attendance  will  insure  the  continuance  of  the  fraternal 
spirit  of  the  Southwest,  and  will  tend  to  bring  together  a 
potent  force  interested  in  the  practice  of  ethical  medicine. 
SOUTHWESTERN  MEDICINE  wishes  to  make  its  contri- 
bution toward  making  the  coming  meeting  a success  and 
sincerely  hopes  that  in  the  near  future , it  may  have  the 
distinction  of  representing  officially  the  State  Medical  As- 
sociation of  New  Mexico  as  well  as  the  Southwestern  Medi- 
cal Association  and  the  El  Paso  County  Medical  Society .) 


WEDNESDAY,  MAY  3 

2:00  — 5:00  p.  m. 

MEETING  OF  NEW  MEXICO  HEART  ASSOCIATION 

AT 

SUN  ROOM,  MILTON  HALL 

7:30  p.  m. 

COUNCIL  MEETING  AND  DINNER 


THURSDAY,  MAY  4 

9:00  a.  m. 

MEETING  HOUSE  OF  DELEGATES 


1 :30  p.  m. 

Invocation: Ret'.  Frank  F.  Jones 

Welcoming  Address: James  C.  Sedgwick,  M.  D.,  Pres.,  Dona  Ana  County  Medical  Society 

Opening  Address: I.  J.  Marshall,  M.  D..  Pres.,  N.  Af.  State  Medical  Society 

I.  J.  Marshall,  M.  D.,  Presiding 


2:00  — 2:45  p.  m. 

Subject:  Diagnosis  and  Therapy  of  Virus  and  Rickettsial  Infections 

Speaker: Russell  J.  Blattner,  M.  D. 

2:45  — 3 :00  p.  m. 

Discussion  and  Questions 


3:00  — 3:15  p.  m. 

Recess  to  Visit  Exhibits 


3:15  — 4:00  p.  m. 

Subject:  Benign  Lesions  of  the  Breast 

Speaker: Nathan  A.  Womack,  M.  D. 


4:00  — 4:15  p.  m. 

Discussion  and  Questions 


4:15  — 5:00  p.  m. 

Subject:  Alcoholism  — Problems  of  Treatment  and  Research 

Speaker: Allen  f.  Enelow,  M.  D. 

5:00  — 5:15  p.  m. 

Discussion  and  Questions 


8:00  p.  m. 

Smoker 

Las  Cruces  Country  Club 
(Food  and  Refreshments) 

All  lectures  will  be  held  in  the  Sun  Room,  Milton  Hall,  New  Mexico  A,  & M.  College 


MAY,  1950 


SOUTHWESTERN  MEDICINE 


Page  145 


FRIDAY  (MORNING)  MAY  5 

J.  W.  Hannett,  M.  D.,  Presiding 

9:00  — 9:45  a.  m. 

Subject:  Moot  Issues  in  Gynecology 

Speaker: Willard  R.  Cooke,  At.  D. 


9:45  — 10:00  a.  m. 

Discussion  and  Questions 


10:00  — 10:45  a.  m. 

Subject:  The  Significance  of  Pain 

Speaker: Henry  Al.  Winans,  Al.  D. 


10:45  — 11:00  a.  m. 

Discussion  and  Questions 


11 :00  — 11:15  a.  m. 

Recess  to  Visit  Exhibits 


11:15  a.  m.  — Noon 

Subject:  Treatment  of  Ruptured  Intervertebral  Discs 

Speaker: James  Spencer  Speed,  Al.  D. 


12:00  — 12:15  p.  m. 

Discussion  and  Questions 


12:30  p.  m. 

LUNCHEON 
Milton  Hall 


Medical: C.  Pardue  Bunch,  M.  D.,  Presiding, 

Drs.  Blattner,  Enelow,  Winans 

Surgical: R.  E.  Watts,  M.  D.,  Presiding, 

Drs.  Cooke,  Speed,  Womack 


FRIDAY  (AFTERNOON)  MAY  5 

John  Conway,  M.  D.,  Presiding 

2:00  — 2:45  p.  m. 

Subject:  A Psychiatric  Viewpoint  in  the  Practice  of  Medicine 

Speaker: Allen  J.  Enelow,  Al.  D. 


2:45  — 3:00  p.  m. 

Discussion  and  Questions 


3 :00  — 3 :45  p.  m. 

Subject:  Surgical  Treatment  of  Peptic  Ulcer 

Speaker: Nathan  A. 


Womack,  Al.  D. 


3:45  — 4:00  p.  m. 

Discussion  and  Questions 


4:00  — 4:15  p.  m. 

Recess  to  Visit  Exhibits 


4:15  — 5:00  p.  m. 

Subject:  Meningitis 

Speaker: Russell  J.  Blattner,  Al.  D. 


5:00  — 5:15  p.  m. 

Discussion  and  Questions 
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6:30  — 7 :30  p.  m. 

Cocktails  for  Doctors  and  their  Ladies 
Elks  Club,  Las  Cruces,  N.  M. 

( Compliments  of  New  Mexico  Pharmaceutical  Assn.) 


7 :30  p.  m. 

Banquet  for  Doctors  and  their  Ladies 
Elks  Club,  Las  Cruces,  N.  M. 


Socialized  Medicine  in  England" Ralph  Jocelyn  Gampell,  M.  D. 

Entertainment: Las  Cruces  Lions  Club  Sympathy  Orchestra 


SATURDAY  (MORNING)  MAY  6 

H.  L.  January,  M.  D.,  Presiding 

9:00  — 9:45  a.  m. 

Sub  ject:  Surgical  Treatment  of  Difficult  Nonunions  of  Long  Bones  by  Means  of  Bone  Grafts 

Speaker: James  Spencer  Speed,  At.  D. 

9:45  — 10:00  a.  m. 

Discussion  and  Questions 


10:00  — 10:45  a.  m. 

Subject:  Who  Has  Heart  Disease: 

Speaker: 


10:45  — 11:00  a.  m. 

Discussion  and  Questions 


Henry  AL  Winans 


11 :00  — 11 :45  a.  m. 

Recess  to  Visit  Exhibits 


1 1 :15  a.  m.  — Noon 

Subject:  Dystocia 

Speaker: Willard  H.  Cooke,  AL  D. 


Noon  — 12:15  p.  m. 

Discussion  and  Questions 


LADIES  ENTERTAINMENT 

THURSDAY,  MAY  4 

7 :00  p.  m. 

Barbecue  Supper  at  home  of  Dr.  and  Mrs.  J.  C.  Sedgwick,  1401  N.  Alameda 


FRIDAY,  MAY  5 

Noon 

Luncheon  and  Organization  of  N.  M.  Medical  Society  Auxiliary  at  Amador  Hotel 

6:30  — 7 :30  p.  m. 

Cocktails  at  Las  Cruces  Elks  Club 

7 :30  p.  m. 

Banquet  at  Las  Cruces  Elks  Club 


SATURDAY,  MAY  6 

10:00  a.  m. 

Coffee  at  Amador  Hotel 
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NEW  MEXICO  MEDICAL  SOCIETY 

OFFICERS  1949  - 1950 


Retiring  President: 

J.  W.  Hannett,  M.  D.,  Albuquerque 
President-Elect : 

I.  J.  Marshall,  M.  D.,  Roswell 
Vice-President : 

Leland  S.  Evans,  M.  D..  Las  Cruces 

S ecretary-T  reasurer  : 

H.  L.  January,  M.  D..  Albuquerque 


Councilors  (3  years): 

Carl  Mulky,  M.  D.,  Albuquerque 
J.  C.  Sedgwick,  M.  D..  Las  Cruces 

Councilors  ( 2 years)  : 

W.  D.  Dabbs,  M.  D.,  Clovis 
A.  C.  Shuler,  M.  D.,  Carlsbad 

Councilors  ( 1 year)  : 

A.  S.  Lathrop,  M.  D.,  Santa  Fe 
C.  H.  Gellenthien,  M.  D„  Valmora 


GUEST  SPEAKERS  AT  NEW  MEXICO  SOCIETY  MEETING 


James  Spencer  Speed, 
M.  D„ 


Chief  Surgeon, 
Campbell  Clinic, 
Memphis,  Tennessee. 


Willard  R.  Cooke, 
M.  D„ 


Professor  of 

Obstetrics  and  Gynecology, 
The  University  of  Texas 
School  of  Medicine, 
Galveston,  Texas. 


Russell  J.  Blattner, 
M.  D., 

Professor  of  Pediatrics, 
Baylor  University 
College  of  Medicine, 
Houston,  Texas. 


Henry  M.  Winans, 
M.  D., 


Professor  of  Medicine, 
Southwestern  Medical 
College  of 

The  University  of  Texas, 
Dallas,  Texas. 

Chief  of  the  Medical  Service, 
Baylor  University  Hospital. 


Allen  J.  Enelow, 

M.  D„ 

Member  of  Faculty, 
Menninger  School  of 
Psychiatry, 

Topeka,  Kansas. 
Member  of  Psychiatric  Staff, 
Winter  V A Hospital, 
Topeka,  Kansas. 


Nathan  A.  Womack, 
M.  D., 

Professor  of  Surgery, 
University  Hospitals, 
The  State  University 
of  Iowa, 

Iowa  City,  Iowa. 


Ralph  Jocelyn  Gampell, 
M.  D., 


Interne,  St.  Joseph’s 
Hospital, 

San  Francisco,  Calif. 
Speaker,  on  " Socialized 
Medicine  in  England” 
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EXHIBITORS  AT 
ANNUAL  MEETING 

Requests  for  display  space  at  the  New  Mexico 
Medical  Society  meeting  at  Las  Cruces,  N.  M.,  May 
4-6,  were  still  being  made  as  the  May  edition  of 
SOUTHWESTERN  MEDICINE  went  to  press. 

Dr.  A.  D.  Maddox,  Las  Cruces,  in  charge  of  dis- 
plays, reported  that  the  following  firms  and  organiza- 
tions will  have  displays. 

Included  are  the  following: 

New  Mexico  Physician’s  Service,  Albuquerque, 
N.  M. 

Lakeside  Laboratories,  Milwaukee,  Wis. 

Allied  Medical  Supply,  Albuquerque,  N.  M. 

New  Mexico  Pharmaceutical  Co.,  Albuquerque, 
N.  M. 

Chicago  Pharmaceutical  Co.,  Chicago,  111. 

M and  R Dietetic  Laboratories,  Columbus,  Ohio. 
Carrie  Tingley  Hospital,  Hot  Springs,  N.  M. 
Pyramid  Rubber  Co.,  Ravenna,  Ohio. 
Winthrop-Stern,  New  York  City. 

Lederle  Laboratories,  New  York  City. 
Southwestern  Surgical  Supply,  El  Paso,  Tex. 
National  Foundation  for  Infantile  Paralysis,  Albu- 
querque, N.  M. 

E.  R.  Squibb  and  Sons,  Long  Island  City,  N.  Y. 
G.  D.  Searle  and  Co.,  Chicago,  111. 

Mead  Johnson  and  Co.,  Evansville,  Ind. 

Eli  Lilly  and  Co.,  Indianapolis,  Ind. 

Sandoz  Chemical  Works,  Inc.,  San  Francisco,  Calif. 
Mission  Pharmacal  Co.,  San  Antonio,  Tex. 
Ayerst,  McKenna  and  Harrison  Limited,  New 
York  City. 


Multiple  Sclerosis 

A survey  on  multiple  sclerosis  is  being  conducted 
in  New  Orleans  and  vicinity  by  the  Department  of 
Tropical  Medicine  and  Public  Health  in  cooperation 
with  the  National  Multiple  Sclerosis  Society.  A pre- 
liminary report  indicates  that  approximately  ten  new 
cases  of  multiple  sclerosis  occurred  in  the  New  Or- 
leans area  each  year  during  the  past  decade.  A total 
of  145  cases  were  reported.  The  disease  occurred 
with  approximately  equal  frequency  in  males  and  fe- 
males, while  about  one  fifth  of  the  cases  were  in 
Negroes.  The  first  symptoms  were  noted  most  fre- 
quently during  the  fourth  decade  of  life,  one  half  of 
the  patients  developing  the  disease  between  the  ages 
of  20  and  49.  Moderate  to  marked  disability  was 
noted  in  over  half  of  the  patients  when  last  seen  by 
a physician,  while  31  of  the  145  patients  had  died. 
Similar  surveys  in  San  Francisco  and  Denver  indicate 
a somewhat  higher  incidence  of  multiple  sclerosis  than 
was  observed  in  New  Orleans. 


Vitamin  B12 

Vitamin  B12  is  administered  'by  the  intramuscular 
route.  In  conformity  with  the  experience  in  treating 
pernicious  anemia  with  liver,  it  has  also  been  found 
in  the  case  of  vitamin  B12  that  the  dose  may  vary 
greatly  from  patient  to  patient.  Data  from  clinical 
studies  thus  far  reported  offer  a general  guide  to 
therapy  in  that  15  micrograms  of  vitamin  B12  pro- 
duce substantially  the  same  clinical  response  as  15 
injectable  units  of  standard  liver  extract. 

Suggested  average  dosage  for  patients  with  perni- 
cious anemia  in  relapse  is  15  micrograms  once  or 
twice  per  week  until  remission  occurs.  Larger  doses, 
30  micrograms  once  or  twice  weekly,  may  be  given 
in  severe  cases,  especially  when  neurologic  manifesta- 
tions are  present. 


Pr.  QL.  25utterfidii 

ELWYN  T.  BUTTERFIELD,  M.  D„  Las  Vegas, 
New  Mexico,  died  in  his  sleep  January  22,  1950.  Dr. 
Butterfield  was  born  January  5,  1910,  in  Dallas  Cen- 
ter, Iowa,  and  was  graduated  from  the  State  Univer- 
sity of  Iowa  Medical  School  in  1937.  He  did  post- 
graduate work  at  Tulane  Aledical  School,  1942-44,  and 
was  a specialist  certified  by  the  American  Board  of 
Ophthalmology. 

Las  Vegas  County  Medical  Society  paid  the  fol- 
lowing tribute  to  Dr.  Butterfield:  “The  Las  Vegas 

Medical  Society  lost  one  of  its  most  valued  members 
in  the  passing  of  Doctor  Elwyn  T.  Butterfield.  His 
professional  ability  in  his  chosen  specialty  was  of  the 
highest  degree  and  acknowledged  by  all  of  us.  His 
never-failing  aid  and  cheerful  cooperation  with  us  and 
our  patients  was  a great  source  of  comfort  which  we 
learned  to  depend  upon.  The  sincere  and  serious  study 
and  effort  that  he  gave  to  every  problem  entrusted 
to  him  and  his  desire  to  do  his  best  for  each  patient 
exemplified  the  highest  ideals  of  our  profession.  The 
spirit  that  prompted  him  to  want  to  help  all  those  who 
sought  his  skillful  services  often  overtaxed  his  physi- 
cal capacity  and  undoubtedly  directly  contributed  to 
his  untimely  end.  We  feel  that  in  his  passing  the 
community,  as  well  as  the  medical  group,  has  sus- 
tained an  almost  irreplaceable  loss  and  it  is  to  be 
deeply  regretted.” 


Br.  IPallace  p.  JlPartin 

WALLACE  P.  MARTIN,  M.  D.,  Clovis,  New 
Mexico,  died  of  a coronary  occlusion  March  16,  1950, 
in  San  Antonio,  Texas.  Dr.  Martin  was  attending  a 
conference  of  Army  advisory  committee  chairmen  in 
San  Antonio  at  the  time  of  his  death. 

Dr.  Martin  was  born  in  1886,  and  attended  the 
College  of  Physicians  and  Surgeons,  Los  Angeles, 
where  he  was  graduated  in  1915. 

A colonel  in  the  New  Mexico  National  Guard, 
Dr.  Martin  was  New  Mexico’s  state  medical  examiner 
for  the  National  Guard,  and  an  assitant  to  the  state 
health  officer. 

Dr.  Martin  was  president  of  the  New  Mexico 
Medical  Society  in  1942-43,  a past  commander  of  the 
State  American  Legion  and  of  the  Clovis  Post,  and 
at  the  time  of  his  death  he  was  secretary-treasurer  of 
Curry-Roosevelt  County  Medical  Society. 


Personal  Nutritional  Survey  Record 

The  provision  of  proper  diet  and  dietary  supple- 
ments depends  upon  the  diagnosis  of  malnutrition. 
A general  survey  of  method  of  malnutrition  diagnosis 
is  given  herewith.  In  this  connection,  it  is  wise  to 
remember  that  most  men  of  sixty  have  from  one  to 
six  or  more  diseases  or  deficiences  in  some  form  or 
degree  and  yet  may  claim  to  be  in  fairly  good  health, 
only  “just  getting  old.”  The  imperfections  and  scars 
of  a lifetime  fight  against  wear  and  illness  must  be 
reckoned  with. 

Generalized  dietary  standards  are  essentially  theo- 
retical and  never  must  be  used  as  a prescription  for 
any  one  individual,  but  only  as  an  essential  guide  and 
point  of  departure.  We  can  give  no  wholesale  pre- 
scription to  be  used  blindly  by  any  man  of  sixty.  The 
individual  must  be  examined,  tested,  and  known  be- 
fore his  nutritional  needs  are  determined.  The  best 
service  combines  nutrition  with  all  other  forms  of 
medical  care  and  health  guidance,  and  the  results 
often  are  surprisingly  satisfactory.  But  the  nutritional 
survey  of  the  man  of  sixty  takes  time,  work,  insight, 
science,  and  good  clinical  sense. 
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JBe  debus  IBebtcts  Ct  Poltttctg 

BY  ROBERT  B.  HOMAN,  JR.,  M.  D.,  EL  PASO,  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


USE  AND  MISUSE 


The  phenomenal  growth  of  hospitalization  insur- 
ance plans  in  this  country  has  been  a powerful  argu- 
ment against  the  necessity  for  government  interven- 
tion in  medical  care  for  the  individual  American. 
There  are  now  some  65,000,000  people  covered  for  a 
good  part  of  their  hospital  expenses,  and  the  enroll- 
ment continues  rapid.  Voluntary  non-profit  compa- 
nies, such  as  Blue  Cross,  and  various  commercial 
companies,  are  competing  with  each  other  in  the 
American  way  to  try  to  provide  the  greatest  coverage 
at  the  lowest  possible  cost  to  the  insured. 

It  must  be  remembered  that,  like  deductible  auto- 
mobile collision  insurance,  hospital  policies  are  de- 
signed to  carry  only  the  greatest  part  of  the  hospital 
bill  and  particularly  the  extreme  medical  emergency. 
A policy  designed  to  pay  the  full  hospital  bill  in  all 
cases  would  be  too  expensive  for  the  average  family. 
It  would  be  priced  out  of  its  field  of  real  usefulness 
and  necessity. 

The  period  of  hospitalization  provided  in  any  one 
year  to  the  insured  is  limited  for  the  same  reason. 
Similarly,  there  are  limits  to  payments  for  certain 
services,  as  well  as  daily  room  charges.  While  some 
companies  have  no  limit  on  charges  for  drugs,  dress- 
ings, oxygen,  etc.,  most  companies  place  limits  on  the 
amount  to  be  paid  for  these  items.  These  limits  and 
special  restrictions  are  the  source  of  a great  deal  of 
misunderstanding  and  discontent  with  the  coverage 
by  both  the  insured  and  the  attending  physician. 
Actual  experience  is  the  basis  for  these  restrictions 
and  as  experience  accumulates,  restrictions  become 
less  stringent. 

The  purpose  of  this  discourse  is  to  point  out  that 
only  by  proper  usage  of  hospitalization  insurance  can 
we  keep  down  the  premium  to  the  individual  family. 
It  is  in  the  interest  of  the  insured  patient,  the  doctor, 
and  the  hospital  that  coverage  be  available  at  as  cheap 
a rate  as  possible.  Insurance  is  simply  the  voluntary 


“pooling”  of  funds  through  premiums  paid  into  the 
“pool”  to  cover  medical  risks.  Unnecessary  usage  of 
the  pooled  funds  causes  a rise  in  the  necessary  amount 
to  be  contributed  by  the  members  of  the  insured 
group. 

MISUSE  OF  PLAN 

Misuse  of  the  plan  is  exemplified  by  the  insured 
who  demands  hospitalization  for  “a  rest”,  or  minor 
illness  or  prolonged  convalescence,  just  because  “I 
have  insurance  and  might  as  well  use  it”.  The  at- 
tending physician  can  help  prevent  this  misuse.  Pro- 
longed use  of  expensive  drugs  or  antibiotics  after 
they  are  no  longer  necessary  increases  the  total  bill 
immeasurably.  This  leads  to  a heavy  cost  to  the 
insurance  company,  or  if  there  is  only  limited  drug 
coverage  provided,  it  causes  the  insured  to  be  faced 
with  a large  bill  above  his  insurance  coverage.  Thus 
the  insured  patient  becomes  discontented  with  his 
insurance  policy. 

Hospitals  must  cooperate  by  keeping  all  charges 
as  low  as  is  commensurate  with  operation  costs.  Ex- 
cessive charges  for  drugs,  dressings,  and  incidentals 
must  not  be  used  to  off-set  low  room  rates  in  the 
over-all  cost. 

American  medicine  is  fighting  compulsory  health 
insurance  by  promoting  a voluntary  insurance  princi- 
ple. The  combined  efforts  of  all  medical  agencies 
are  necessary  to  make  the  voluntary  program  avail- 
able to  people  at  all  income  levels.  If  it  becomes 
necessary  for  the  government  to  subsidize  voluntary 
insurance  companies  in  order  to  expand  the  coverage, 
then  compulsory  measures  will  simply  be  coming  in 
through  the  back  door.  Such  subsidization  is  being 
advocated  in  Washington  today.  Let  us  not  make 
this  necessary  through  misuse  of  the  present  program. 


Fat-Free  Milk  For  The  Elderly 

"Recent  studies  point  out  that  calcium  requirements  are 
greatly  increased  in  later  years.  The  older  person  needs 
more  calcium  than  the  young  adult  to  maintain  calcium 
balance.  Calcium  loss  contributes  to  bone  fragility.  The 
importance  of  milk  (as  a source  of  both  protein  and  calcium) 
for  the  elderly  is  thus  once  more  re-emphasized.  Newer 
knowledge  of  the  role  of  protein  in  tissue  repair  (typically 
retarded  in  the  aged)  and  in  the  correction  and  prevention 
of  anemia,  has  made  possible  immense  advances  in  geriatric 
surgery.” — Dr.  Edward  J.  Stieglitz. 

The  above,  quoted  from  Dr.  Stieglitz’  article  “Aging 
as  a Problem  of  Nutrition”,  which  appeared  in  the 
December  issue  of  Certified  Milk,  presents  irrefutable 
arguments  for  the  liberal  use  of  fat-free  milk  by 
elderly  people.  With  reduced  incomes,  due  to  in- 
creased age,  there  is  a tendency  to  consume  high 
calorie  baked  goods,  principally  bread,  in  excessive 
amounts  with  the  intake  of  calcium  and  protein 
materially  below  requirements  at  the  time  of  life  when 
most  needed.  Fat-free  milk  supplies  these  precious 
food  elements  economically  and  at  the  same  time 
adds  little  to  the  calorie  content  of  the  general  dietary. 


Tetra-Ethylpyrophosphate 
In  Myasthenia  Gravis 

“The  actions  of  tetra-ethylpyrophosphate  (TEPP) 
have  been  studied  in  three  patients  with  myasthenia 
gravis. 

“The  drug  was  a completely  effective  substitute  for 
prostigmin  in  these  patients. 

“In  single  doses,  by  injection,  TEPP  is  from  a third 
to  a half  as  potent  as  prostigmin,  but  its  action  lasts 
about  twice  as  long. 

“TEPP  is  effective  by  mouth;  10  mg.  of  TEPP 
by  mouth  daily  is  equivalent  to  100  to  150  mg.  of 
prostigmin  given  by  mouth. 

“The  maintenance  dose  of  TEPP  has  ranged  from 
8 to  12  mg.  daily,  given  in  two  or  three  doses  by 
mouth. 

“The  central  and  visceral  side  effects  of  TEPP 
are  similar  to  those  of  prostigmin.  The  visceral  ac- 
tions can  be  prevented  with  atropine.”  — Burgen, 
A.  S.  V.,  Keele,  C.  A.,  and  McAlpine,  D.,  (preliminary 
communication)  Lancet  254:510. 
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THE  PRACTICE  OF  RADIOLOGY,  PATHOLOGY,  AND 
ANESTHESIOLOGY  IN  THE  MODERN  HOSPITAL 


The  modern  hospital  must,  by  necessity,  offer 
adequate  facilities  for  radiological  examination  and 
clinical  and  tissue  pathology.  The  services  of  well 
qualified  specialists  in  anesthesia  must  also  be  avail- 
able. Let  us  pause  for  a moment  and  consider  how 
these  three  departments  are  going  to  function,  from 
an  economic  standpoint.  It  has  been  the  practice, 
especially  in  the  East,  in  some  of  the  teaching  institu- 
tions, to  furnish  full-time  men  in  these  three  lines  of 
professional  endeavor,  and  to  derive  a certain  amount 
of  income  from  these  departments.  This  constitutes 
an  infringement  on  the  private  physician  upon  whom 
the  hospital  is  dependent  to  a great  extent  for  the 
patient  load.  Frankly,  when  the  hospital  does  this, 
it  is  practicing  medicine.  Should  there  be  any  doubt 
of  this,  one  only  has  to  quote  from  the  Manual  of 
Desirable  Standards  for  Hospital  Radiological  De- 
partments, a publication  of  the  American  College  of 
Radiology: 

“Radiology  is  a type  of  medical  practice  and  the 
physician  practicing  radiology  requires  special  train- 
ing just  as  do  his  fellow  medical  and  surgical  special- 
ists. His  conduct  shall  be  subject  to  the  same  princi- 
ples of  medical  ethics  (those  of  the  American  Medical 
Association)  as  govern  his  fellow  physicians.” 

By  the  same  token,  pathologists  and  specialists  in 
anesthesia  are  subject  to  the  same  principles  of  medi- 
cal ethics  as  are  the  radiologists.  When  the  hospital 
contracts  for  a radiologist,  pays  him  a salary  and 
collects  from  the  patient  the  radiological  fees,  or  from 
the  pathologists,  fees  for  pathological  work,  or  the 
anesthesist  fee,  the  hospital  then  becomes  a practi- 
tioner of  medicine.  In  order  that  these  departments 
function  in  an  ethical  manner,  they  should  be  staffed 
by  a professional  man  who  is  appointed  by  the  medi- 
cal board  or,  perhaps  better  said,  by  a representative 
group  of  the  staff  of  the  hospital  made  up  of  wholly 
professional  individuals,  and  not  laymen.  Further,  it 
should  be  fully  understood  that  the  practice  of  any  of 
these  three  professions  in  a hospital  should  be  essen- 
tially the  same  as  in  an  office  building,  and  again, 
quoting  from  the  above  publication,  this  thought  is 
clearly  set  forth: 

“The  practice  of  radiology  in  a hospital  is  essen- 
tially the  same  as  in  an  office  building.  Assuming 
that  the  executive  medical  staff  of  the  hospital  has 
selected  the  radiologist  or  radiologists  whom  they 
regard  as  the  most  desirable  for  their  institution,  the 
said  radiologist  or  radiologists  should  conduct  his  or 
their  practice  in  respect  to  private  patients  just  as 
do  his  or  their  colleagues.  It  is  desirable  that  the 
physician  bill  his  private  patients  on  his  own  billhead, 
adjusting  his  fees  according  to  the  ability  of  his  pa- 
tients to  pay,  and  making  his  own  collection  arrange- 
ments. When,  for  purposes  of  convenience,  the  fee 
is  collected  by  the  hospital  cashier,  it  shall  be  done 
on  the  physician’s  billhead  or  under  his  name  in  order 
to  comply  with  the  professional  nature  of  the  service.” 

It  will  be  readily  seen  that  some  sort  of  arrange- 
ment must  be  made  in  order  that  the  hospital  receive 
just  compensation  for  the  space  and  its  investment  in 
the  physical  set-up.  This  has  been  again  excellently 
clarified  by  the  American  College  of  Radiology.  These 
concepts  in  turn  can  be  applied  equally  with  minor 
changes  to  the  practice  of  pathology  and  anesthesi- 
ology in  like  institutions. 

“The  fees  charged  for  radiological  services  shall 
be  under  the  control  of  the  radiologist.  All  systems 
of  rebates,  discounts,  etc.,  shall  be  considered  un- 
ethical, except  that,  where  the  patient’s  economic 
status  is  the  determining  factor,  the  radiologist,  like 


his  fellow  physician  in  medicine  or  surgery,  may 
waive  part  or  all  of  the  fee. 

“In  the  average  private  hospital  the  most  satisfac- 
tory arrangement  is  one  in  which  the  radiologist  leases 
the  space  or  space  and  equipment  from  the  hospital, 
paying  the  hospital  a monthly  rental.  The  amount  of 
the  monthly  rental  should  be  determined  after  a fair 
appraisal  of  the  cost  for  maintenance  of  the  depart- 
ment by  a cost  accountant  and  should  include  every 
reasonable  item.  Provisions  should  be  made  for  an 
amortization  fund  for  replacement  of  equipment,  if 
this  is  owned  by  the  hospital.  Some  institutions  may 
find  it  more  convenient  to  base  the  hospital  cost  upon 
a patient  basis.  In  such  cases  the  cost  per  patient 
should  be  determined  and  the  radiologist  practicing  in 
the  department  should  pay  the  hospital  that  amount 
for  each  private  patient  whom  he  examines  or  treats 
in  the  department.  Under  either  of  these  plans  the 
hospital  is  protected  against  any  loss,  and  the  medical 
staff  is  permitted  to  carry  on  its  practice  in  the  most 
ethical  and  satisfactory  manner  for  all  concerned. 

“If,  pending  the  clarification  of  details  concerning 
the  lease  agreement,  it  is  decided  by  the  hospital  and 
the  radiologist  that  a percentage  arrangement  should 
be  made,  such  an  agreement  may  be  ethically  reached. 
Inasmuch  as  a hospital  is  not  entitled  to  profit  from 
the  fees  earned  by  physicians  practicing  in  its  purlieu, 
it  should  not  be  the  policy  of  the  hospital  to  make  a 
profit  from  the  x-ray  department.  However,  the  hospi- 
tal should  receive  a reasonable  interest  return  on  its 
investment  in  space  and  such  equipment  as  it  fur- 
nishes. The  percentage  division  should  be  applied  to 
the  gross  receipts  of  the  department  and  not  the  net, 
as  this  would  give  priina  facie  evidence  that  the  hospi- 
tal was  enjoying  a profit  from  the  professional  ser- 
vices rendered  bv  those  in  the  department.  The  dis- 
tribution will  vary  according  to  the  nature  of  the 
institution,  the  amount  of  charity  work  handled,  the 
actual  cost  of  maintenance  of  the  department,  and 
other  items;  in  the  great  majority  of  institutions,  how- 
ever, the  hospital’s  cost  should  be  defrayed  with  50 
percent  of  the  gross  receipts,  or  less. 

“In  a few  teaching  or  public  institutions  (for  ex- 
ample where  all  staff  members  are  on  a salary  and 
such  an  arrangement  is  countenanced  by  the  A.  M.  A.) 
it  may  be  necessary  to  adopt  a fixed  compensation 
plan.  This,  however,  is  the  least  desirable  of  the 
three  acceptable  types  of  fiscal  arrangement  and  pro- 
vides opportunity  for  strife  and  misunderstanding 
between  the  medical  staff  and  the  hospital  administra- 
tion. While  it  may  be  possible  in  some  institutions, 
under  a salary  arrangement,  for  the  radiologist  direct- 
ing the  department  to  build  and  maintain  an  outstand- 
ing department  with  entirely  adequate  service,  such 
is  actually  exceptional.  The  department  will  grow 
more  rapidly  in  usefulness  and  competency  if  the 
radiological  staff  is  permitted  to  practice  as  private 
practitioners  instead  of  as  salaried  employees  of  the 
hospital. 

“In  no  instance  and  under  no  arrangement  is  a 
hospital  corporation  entitled  to  any  portion  of  the  net 
profits  earned  by  the  radiological  staff  in  the  practice 
of  its  profession.  Under  percentage  and  salary  ar- 
rangements it  is  difficult  to  adhere  strictly  to  this 
principle.  Nevertheless,  it  can  be  done,  and  the  ac- 
counts of  the  department  should  be  reviewed  fre- 
quently by  the  hospital  administrator  and  the  radiolo- 
gist in  order  that  adjustments  may  be  made  to  take 
care  of  fluctuating  conditions  that  could  result  in  a 
profit  or  a loss  to  the  hospital  corporation.  Where 
a percentage  or  salary  arrangement  is  in  use,  the  ac- 
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counts  pertaining  to  the  roentgen  department  should, 
of  course,  be  open  to  members  of  the  radiological  staff 
at  all  times. 

“By  adopting  a rental  arrangement  or  by  adhering 
to  the  principles  outlined  above,  there  should  be  as- 
surance that  adequate  personnel,  equipment,  and  sup- 
plies will  be  available  in  the  roentgen  department  at 
all  times.  Professional  personnel  should  be  added  to 
the  department  as  rapidly  as  income  permits  or  neces- 
sity requires.  In  the  case  of  large  and  busy  hospital 
radiological  departments  it  will  obviously  be  necessary 
for  several  radiologists  to  be  on  duty  or  on  call  at 
all  times  in  order  that  adequate  service  may  be  main- 
tained.” 

It  can  readily  be  understood  that  the  fees  charged 
for  services,  whether  they  be  for  services  rendered 
by  the  anesthesist,  the  pathologist,  or  the  radiologist, 
should  be  under  the  control  of  the  physicians  con- 
cerned, and  not  the  hospital,  and  should  be  within 
range  for  the  locality.  It  is  understood  that  these  fees 
may  be  varied  according  to  the  ability  of  the  patient 


to  pay.  The  American  Medical  Association  takes  the 
stand  that  it  is  unethical,  for  example,  for  a radiologist 
to  permit  a hospital  to  issue  a fee  schedule,  even 
though  he  is  not  issuing  it  himself.  Fee  splitting  is 
defined  by  the  American  College  of  Surgeons  thusly: 
“Fee-splitting  is  a transaction  for  financial  gain 
practiced  under  contract,  understanding,  or  by  consent 
— silent  or  spoken — through  which  a portion  of  the 
compensating  fee  that  a specialist  or  practitioner  re- 
ceives from  a patient  (presumably  for  his  own  ser- 
vices) is  paid  directly  or  indirectly  to  another  indi- 
vidual or  agent  who  was  influential  or  instrumental  in 
bringing  the  patient  to  the  specialist  or  practitioner 

for  operation  or  treatment ” 

It  is  obvious  that  the  professional  practice  by 
necessity  must  remain  essentially  the  same,  ethically, 
whether  this  practice  is  conducted  in  the  hospital  or 
in  the  office  of  the  concerned  physicians.  Any  devia- 
tion from  this  will  ultimately  bring  discredit  both  to 
the  hospital  and  the  profession  at  large. 


KEN  REGAN  SPEAKS  FRANKLY 


SOUTHWESTERN  MEDICINE  believes  that  its 
readers  should  have  the  opportunity  of  knowing  how 
their  representatives  in  the  Congress  of  the  United 
States  feel  regarding  current  investigations  by  the 
F.  B.  I.  for  alleged  anti-trust  violations.  It  is  refresh- 
ing to  know,  in  spite  of  the  fact  that  there  are  many 
reasons  to  believe  the  attack  on  the  profession  in  gen- 
eral was  politically  motivated,  that  West  Texas,  at 
least  the  16th  District,  has  a representative  who  can 
think  and  see  clearly  through  smokescreens  thrown 
up  by  the  administration’s  forces  in  an  attempt  to 
discredit  the  medical  profession  and  gain  a foothold 
for  the  socialization  of  the  practice  of  medicine. 

The  President  and  Secretary  of  the  El  Paso 
County  Medical  Society  forwarded  a resolution  con- 
demning the  activities  of  the  investigation  of  the 
Texas  Medical  Association  by  the  F.  B.  I.  to  the 
Honorable  Ken  Regan.  On  February  2,  1950,  Rep- 
resentative Regan  asked  and  obtained  the  unanimous 
consent  to  address  the  House.  His  remarks  were  as 
follows: 

SPEECH  OF  REP.  KEN  REGAN 

Mr.  Speaker,  our  country  rightfully  points  with 
pride  to  being  the  healthiest  nation  in  the  world. 

Our  medical  profession  has  been  outstanding  in 
research  and  untiring  in  its  efforts  through  the  recent 
decades  in  bringing  about  this  condition,  which  has 
relieved  our  people  of  many  former  fatal  and  frequent 
outbreaks  of  smallpox,  yellow  fever,  influenza,  ty- 
phoid fever,  and  the  many  other  epidemics  that  once 
decimated  our  people,  until  today  we  are  enjoying 
longevity  of  three  score  years  and  ten  that  was  a 
rare  exception  50  years  ago. 

For  the  past  few  years,  Mr.  Speaker,  our  entire 
medical  profession  have  been  faced  with  the  increas- 
ing clamor  of  those  in  our  midst  who,  while  being 
fortunate  in  sharing  the  freedom  of  our  country  and 
the  many  benefits  and  blessings  that  our  citizenship  is 
privileged  to  enjoy,  are  now  seeking  an  ever-increas- 
ing service  from  our  Government  without  giving  any- 
thing in  return,  including  the  so-called  socialized 
medicine  proposal  that  would  regiment  our  entire 
medical  profession. 

Now,  Mr.  Speaker,  1 am  informed  by  the  El  Paso 
Medical  Society  of  El  Paso,  Tex.,  through  its  presi- 
dent and  secretary,  that  the  Texas  Medical  Associa- 
tion is  undergoing  some  type  of  investigation  by  the 
F.  B.  I.  for  alleged  antitrust  violations,  and  it  is  the 
apparent  belief  of  many  highly  respected  members  of 


the  medical  profession  that  a political  effort  is  being 
made  to  beat  down  opposition  by  the  Nation’s  physi- 
cians to  the  so-called  socialized-medicine  proposals, 
to  which  I am  thoroughly  opposed  as  being  against 
the  welfare  of  our  people,  un-American,  and  a step 
toward  the  socialization  of  our  country,  which  has 
become  the  greatest  Nation  in  the  world  through  its 
safeguards  of  freedom,  of  our  people,  who  in  addition 
to  their  rights  of  freedom  of  religion,  freedom  of  the 
press,  and  the  many  other  protective  provisions  of 
individual  rights,  have  the  further  freedom  of  select- 
ing their  own  doctors,  dentists,  or  specialists  without 
Government  interference  or  dictation. 

Surely,  Mr.  Speaker,  the  F.  B.  I.  who  have  earned, 
and  continue  to  merit  the  respect  of  our  people,  would 
not  lend  themselves  or  their  fine  reputation  to  a cheap 
political  program  such  as  many  good  members  of  the 
deservedly  honored  medical  profession  have  some 
reason  to  suspect. 

I wish  to  include  with  these  few  remarks  the  full 
text  of  a resolution  recently  furnished  me  to  which 
I referred  to  above. 

The  resolution: 

Whereas  El  Paso  newspaper  stories  report  that  the  Texas 
Medical  Association  is  currently  under  investigation  by  the  FBI 
for  antitrust  violations  ; and 

Whereas  more  than  20  such  investigations  of  National  and 
State  medical  societies  have  occurred  in  recent  weeks ; and 

Whereas  these  investigations  are  no  coincidence  but  rather  a 
political  effort  to  beat  down  opposition  by  the  Nation's  physi- 
cians to  socialized  medicine;  and 

Whereas  such  tactics  are  strongly  opposed  by  El  Paso  County 
Medical  Society  as  un-Texan,  and  un-American,  and  tending  dan- 
gerously toward  totalitarianism  and  police-state  methods : Now, 
therefore,  be  it 

Resolved,  That  El  Paso  County  Medical  Society  herewith  pro- 
tests the  current  investigation  of  the  Texas  Medical  Association 
and  so  informs  the  elected  Senators  of  Texas  and  the  Represen- 
tative of  the  Sixteenth  Congressional  District  of  Texas. 

Ralph  H.  Homan,  M.  D., 

President. 

Joe  R.  Floyd,  M.  D., 

Secretary. 

Mr.  Regan  recognizes  that  it  is  the  duty  of  the 
Congress  of  the  United  States  to  safeguard  the  free- 
dom of  the  people,  and  not  to  jeopardize  that  freedom 
bv  any  socialistic  plan  which  inhibits  the  right  of  the 
individual.  It  might  be  well  for  the  medical  profes- 
sion to  contact  their  various  representatives  and  ob- 
tain from  them  the  statement  similar  to  the  one 
Ken  Regan  has  so  willingly  and  clearly  given.  By 
this  method  the  public  could  well  understand  exactly 
where  those  that  are  elected  to  high  office  stand  as 
regards  socialization  in  general. 
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PRACTICAL  OBSTETRIC  ROENTGENOGRAPHY 


By  Paul  C.  Swenson,  M.  D.,  Arnold  Goldberger,  M.  D.,  and  Hugh  A.  O’Neill,  M.  D., 
Jefferson  Medical  College  Hospital,  Philadelphia,  Pa.* 


This  discussion  will  deal  with  the  use  of  Roentgen 
procedures  at  the  time  of  labor.  It  will  omit  any 
mention  of  the  standard  Roentgen  procedures  in 
obstetrics  that  have  to  deal  with  the  actual  diagnosis 
of  pregnancy,  the  demonstration  of  the  placenta,  fetal 
anomalies,  monstrosities,  etc.  We  are  more  concerned 
regarding  just  what  emphasis  and  reliance  can  now 
be  placed  upon  the  use  of  the  x-ray  at  the  time  of 
labor  and  just  what  is  the  value  of  pelvimetry  and 
pelviography  based  on  our  present  knowledge. 

The  idea  of  using  the  x-ray  for  pelvimetry  is  al- 
most as  old  as  Roentgenology  itself,  for  it  wasn’t 
long  after  the  discovery  of  the  Roentgen  ray  that  it 
was  realized  that  there  was  a possibility  of  getting 
internal  measurements  far  more  accurate  than  the 
external  measurements.  Thus  was  Roentgen  pelvi- 
metry born  and  various  methods  have  since  been  de- 
scribed for  the  measurement  of  the  pelvis  and  fetus 
since  these  early  days  of  Roentgen  diagnosis. 

DIFFERENT  METHODS 

Within  the  last  20  years  about  100  different 
methods  of  Roentgen  pelvimetry  have  been  described. 
The  first  was  apparently  reported  by  Pfahler  in  1901 


Figure  1.  Normal  pelvis,  average  size  baby, 
well  formed  pelvis.  A.P.  diameter  of  12  cm. 
Transverse  diameter  of  13  cm. 

a.  One  of  a stereoscopic  pair  of  A.P.  films 
showing  the  Colcher  Sussman  rule  in 
place. 

*This  paper  presented  before  International  Post-Graduate 
Medical  Assembly,  January  1919. 


(1).  A little  later,  in  1907,  the  British  Medical  Journal 
carried  a report  by  J.  B.  Riddell  on  a method  of 
pelvimetric  procedure  (2).  Even  at  this  writing  a new 
method  of  pelvimetry  has  just  been  described  on  one 
of  our  recent  radiologic  programs  (3).  All  methods 
of  measurements  are  based  on  the  principle  of  cor- 
recting for  magnified  distortion  of  the  x-ray  image, 
either  by  comparison  with  an  image  of  known  size 
or  by  geometric  calculation  (stereoscopic  phantom 
image,  triangulation  and  parallax). 

POPULARITY  WANED 

For  a time  the  popularity  of  x-ray  pelvimetry 
waned  because  of  the  supposed  danger  therefrom  to 
the  gonads  of  the  fetus  and  mother.  Following  the 
work  of  Caldwell  and  Moloy  (4  and  5)  and  others, 
however,  there  was  a revival  of  interest.  It  was 
shown  at  that  time  that  no  more  harm  was  done  by 
the  exposure  necessary  for  pelvimetry  than  resulted 
from  the  usual  gastro-intestinal  or  abdominal  exami- 
nation. We  do  not  mean  to  minimize  the  possible 
harm  from  any  or  all  radiation  unnecessarily  ab- 
sorbed, but  the  possible  harm  done  by  Roentgen 
pelvimetry  is  no  greater  than  that  done  by  the  other 
procedures. 

Doctor  W.  F.  Mengert  (6)  calls  attention  to  five 
components  of  cephalo-pelvic  disproportion,  only  one 
of  which  could  be  reduced  to  “mathematic  exactitude”. 
He  emphasizes  that,  although  the  size  and  shape  of 
the  bony  pelvis  is  the  major  component  in  cephalo- 


Figure  1,  b.  An  erect  lateral  film  showing 
the  head  adaption  to  the  inlet  in  the  lateral 
view. 
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Figure  1,  c.  A recumbent  lateral  film  for 
study  of  the  soft  parts  and  fetal  skeleton. 


Figure  2.  Breech  Position.  A high  lateral 
film  of  the  abdomen  with  the  Colcher  Suss- 
man  rule  in  place  for  measurement  of  the 
fetal  head.  The  rule  is  jAaced  in  the  approxi- 
mate plane  of  the  head  by  palpation. 


pelvic  disproportion,  yet  other  imponderables,  namely 
the  force  of  labor,  the  moldability  and  size  of  the 
fetal  head,  and  method  of  presentation  are  so  impor- 
tant in  the  conduct  of  the  delivery  that  they  make 
any  determination  of  the  first  component  of  little  or 
no  importance  unless  one  has  a knowledge  of  the 
others  along  with  it.  It  is  obvious,  therefore,  that 
the  problem  of  cephalo-pelvic  disproportion  and  ade- 
quate fetal-pelvic  measurements  must  be  considered 
in  terms  of  a philosophic  approach  rather  than  a 
scientifically  accurate  procedure. 

USE  OF  X-RAY 

It  is  now  generally  conceded  that  good,  modern 
scientific  obstetrics  should  not  be  practiced  without 
the  availability  of  the  aid  of  the  x-ray.  Clinical 
measurements  and  external  pelvimetry  are  still  part 
of  our  basic  technique,  but  actually  have  a limited  use 
these  days  because  we  know  that  we  can  gain  more 
information  by  x-ray  methods  in  the  doubtful  or 
borderline  case.  There  is  a wide  discrepancy  between 
the  crudeness  and  rough  approximation  of  office  pel- 
vimetry and  the  accuracy  of  the  present  Roentgen 
examination.  Even  the  one  clinical  sign  considered 
to  be  of  great  value  in  the  estimate  of  cephalo-pelvic 


Figure  3.  A tight  fit.  A twenty-four-year-old 
colored  girl,  gravida  1 was  referred  to  the 
x-ray  department  because  the  head  was  float- 
ing after  eight  hours  of  labor.  The  average 
measurements  of  the  pelvic  inlet  showed  an 
A.P.  diameter  of  10  centimeters  and  a 12  to 
121/ 2 centimeter  transverse  diameter.  The  pa- 
tient delivered  spontaneously  after  12  hours 
of  hard  labor  which  resulted  in  marked,  mold- 
ing of  the  head.  A definite  borderline  pelvis, 
a.  An  A.P.  film  of  the  abdomen  and  pelvis, 
one  of  a stereoscopic  pair. 
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disproportion,  that  of  noting  the  relationship  of  the 
head  to  the  inlet,  may  he  misleading.  The  infant’s 
head  may  seem  fixed  in  the  inlet  at  or  approaching 
term,  yet  disproportion  may  exist  with  resulting 
dystocia.  This  is  because  we  may  not  be  cognizant 
of  the  narrow  diameters  below  in  the  mid  pelvis  and 
outlet.  Conversely,  a “floating  head”  in  a primiparous 
patient  which  ordinarily  does  not  have  a favorable 
prognosis  may  not  be  a disproportion  clinically  and 
may  eventually  enter  the  pelvis  without  difficulty 
with  the  onset  of  active  labor. 

OPPOSITION 

Eller  and  Mengert,  writing  in  1947  (7)  discuss  the 
unfortunate  indifference  and  antagonism  to  Roentgen- 


Figure  3,  b.  An  erect  lateral  film. 

ographic  pelvimetry  in  certain  quarters.  The  two 
chief  reasons  they  cite  are:  1.  Technical  difficulties 

involved  when  using  certain  methods  currently  in 
general  use,  and  2.  The  fact  that  Roentgenologists 
have  often  invaded  the  domain  of  obstetrics  unjustifi- 
ably and  rendered  opinions  including  prognosis,  ig- 
noring at  the  same  time  variable  factors  of  size, 
malleability  of  the  fetal  head,  etc.  They  go  on  to  say 
that  these  objections  were  minimized  by  a method 
of  pelvimetry  which  they  came  to  use  and  which  is 
quite  simple  and  easily  applicable.  They  further  go 
on  to  say  that  the  second  objection  was  overcome  by 
putting  the  problem  of  interpretation  of  the  films  in 
the  hands  of  the  obstetrician  where  it  belongs. 

This  last  statement  deserves  some  comment,  in- 
asmuch as  1 am  speaking  from  the  standpoint  of  a 
radiologist.  What  the  above  authors  say  is  perfectly 
true.  The  Roentgenologist’s  interpretation  of  the  ob- 
stetric pelvis  will  have  limited  value  if  his  knowledge 
of  the  physiologic  mechanism  and  pathology  of  labor 
is  not  adequate.  A clinical  appreciation  is  necessary 
for  all  forms  of  Roentgen  diagnosis,  but  particularly 
in  the  case  of  pelviography  and  cephalography.  There 
may  be  some  radiologists  not  well  grounded  or  inter- 


ested enough  in  the  obstetric  aspect  of  radiology  to 
be  good  consultants. 

CONSULTATION 

We  disagree  with  Eller  and  Mengert  to  this  ex- 
tent, however,  that  under  certain  circumstances  there 
is  actually  a need  for  a good  radiologic  consultant. 
Even  though  ideally  the  interpretation  belongs  in  the 
hands  of  the  obstetrician  in  the  majority  of  cases, 
there  may  be  other  instances  where  there  is  no  other 
possible  means  of  adequate  interpretation. 

We  have  always  warned  that  the  obstetrician  should 
be  in  constant  consultation  with  the  radiologist  and 
that  the  radiologist  must  not  render  a clinical  prog- 


FlGURE  4.  Absolute  disproportion.  A 20-year- 
old  colored  patient  at  term  referred  to  the 
x-ray  department  because  the  presenting 
part  was  overriding  the  symphysis  on  clini- 
cal examination.  A bony  disproportion  was 
recognized  and  a section  advised.  The  com- 
parison of  head  size  to  pelvic  size  in  the  erect 
lateral  teas  sufficient  for  the  diagnosis. 

«.  A.P.  film  of  the  abdomen  and  pelvis, 
one  of  ft  stereoscopic  pair. 

nosis  unless  he  is  in  consultation  with  the  obstetrician. 
He  should  be  fairly  objective  in  his  findings;  other- 
wise, he  will  entirely  mislead  rather  than  help.  He 
does,  nevertheless,  have  one  very  important  function, 
i.  e.,  that  of  keeping  the  clinician  from  reading  things 
into  the  x-ray  findings.  As  is  necessary  in  all  other 
procedures  of  radiology,  he  stands  watch  to  prevent 
exploitation  of  the  x-ray  findings.  I11  the  small  clinic 
or  in  private  practice,  one  must  be  concerned  about 
the  obstetrician  who  may  not  be  too  scrupulous  and 
who  may  refer  a case  to  the  radiologist  purely  for 
reasons  of  justifying  operative  procedure.  This  the 
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radiologist  can  forestall.  He  can  prevent  wishful 
thinking  which  may  influence  the  obstetrician’s  report 
in  this  respect,  and  thus  prevent  unnecessary  cesarean 
section. 


INTERPRETATION 

In  a large  institution  where  it  is  possible  for  the 
radiologist  to  surrender  the  job  of  interpretation  en- 
tirely to  the  obstetrician,  the  situation  will  be  quite 
different,  but  there  will  still  be  times  when  the  radio- 
logist will  actually  know  more  than  the  referring 
obstetrician.  He  will  actually  have  to  take  over  the 
job  of  a teacher,  if  for  no  other  reason  than  to  try 
to  correct  the  mistaken  general  impression  that  the 
x-ray  examination  is  a panacea. 

We  believe  that  the  x-ray  might  be  employed 
prophylactically  in  obstetrics.  Ideally,  routine  studies 
of  evert'  primipara  might  well  be  done  and  examina- 
tion in  multipara  where  deviations  from  the  usual 
are  expected,  such  as  abnormalities  of  presentation, 
etc.  In  the  most  carefully  performed  abdominal  ex- 
aminations of  late  pregnancy  so  important  a condition 
as  breech  presentation  — ■ a treacherous  problem  in 
labor  in  the  most  skilled  hands  — is  frequently  over- 
looked. Other  suspected  findings  are  revealed  to 
the  obstetrician  in  the  advance  of  labor  and  wdien 
forewarned,  he  may  be  better  prepared  to  manage 
them.  Soft  tissue  technique  today  enables  one  to 
ascertain  the  placental  site  in  a large  percentage  of 
the  cases.  So  vitally  important  a diagnostic  aid  should 
not  be  denied  any  patient  for  solely  economic  reasons. 
Examination  of  the  pelvis  for  these  diagnostic  points 
alone,  aside  from  pelvimetry  makes  it  of  real  value. 
Toms  (8)  advocates  x-ray  pelvimetry  as  routine  as 
a blood  count  and  it  is  now  economically  possible  to 
have  Roentgenograms  whenever  necessary. 

No  one  method  of  x-ray  study  is  perfectly  satisfac- 
tory. Some  are  of  more  value  than  others,  depending 


Figure  4,  b.  An  erect  lateral  film. 


Figure  5.  Brow  presentation.  A 26-year-old 
colored  patient  in  active  labor  with  pains 
five  minutes  apart  for  12  hours.  The  head, 
was  still  floating  by  rectal  examination. 
Films  show  a brow  presentation  with  the 
head  extended  on  the  spine  and  marked  asyn- 
clitism. A section  was  recommended  and 
done. 

a.  An  A.P.  film  of  the  abdomen  and  pelvis, 
one  of  a stereoscojnc  pair. 

upon  the  technical  ease  and  accuracy.  Most  of  the 
recognized  methods,  regardless  of  type,  made  use  of 
an  erect  lateral  view  (9).  Much  knowledge  is  ob- 
tained by  the  lateral  view  as  well  as  the  stereoscopic 
views. 

One  should  emphasize  the  stereoscopic  study  and 
the  necessity  for  repetition  of  lateral  views  during 
labor  to  note  the  degree  of  progress.  There  are  clini- 
cal evidences  of  lower  level  and  pelvic  outlet  contrac- 
tions of  mild  to  moderate  degree  which  may  not  be 
revealed  by  x-ray,  simply  because  they  are  not  well 
studied  in  this  regard. 

Moreover,  one  of  the  most  important  reasons  for 
typing  the  pelvis  has  been  that  there  usually  is  a 
higher  frequency  of  soft  tissue  dystocia  in  the  ab- 
normal types  of  pelvis,  that  is  — where  there  is  some 
abnormality  of  shape.  Even  though  the  pelvis  might 
be  quite  adequate,  one  is  more  apt  to  find  a soft  tissue 
dystocia  occuring  along  with  these  types.  The  exact 
reason  for  this  is  not  clear,  but  it  is  probably  related 
to  the  endocrine  background  of  the  patient. 

The  obstetrician  should  not  and  must  not  be  satis- 
fied to  accept  the  typed  report  of  the  radiologist.  He 
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should  study  the  films  himself  and  try  to  interpret 
them  in  the  light  of  his  clinical  knowledge,  and  the 
Roentgenologist  should  discuss  the  case  with  him  for 
the  same  reason.  Both  will  profit  and  learn.  The 
Roentgenologist  should  be  cautious  about  predicting 
the  ease  or  difficulty  of  labor.  He  should  remember 
that  many  unknown  factors  such  as  soft  tissue  condi- 
tions, maternal  and  fetal  abnormalities,  strength  of 
contractions,  moldabilitv  of  the  head,  adaptation  of 
the  pelvis,  etc.,  cannot  be  evaluated  purely  on  this 
basis. 

At  the  present  time  our  routine  technique  includes 
stereoscopic  A.P.  films  of  the  abdomen  and  pelvis 
with  the  patient  in  the  supine  position,  an  erect  lateral 
film  of  the  pelvis,  and  a recumbent  lateral  film  of  the 
abdominal  soft  parts.  At  times,  an  additional  45  de- 
gree angle  view  of  the  subpubic  arch  is  made  for 
further  study  of  the  outlet.  The  exposure  factors  for 
the  routine  films  are  as  follows:  Stereoscopic  A.  P., 


Figure  6.  Anthropoid.  A 22-year-old  white 
patient  with  an  anthropoid  pelvis.  Films 
show  the  head  has  adapted  itself  to  the  opti- 
mum diameter  (posterior  position).  Labor 
and  delivery  were  uneventful. 

a.  An  A.P.  film  of  the  abdomen  and  pelvis, 
one  of  a stereoscopic  pair. 

66  to  78  Kv.,  275  to  550  Ma.  seconds,  and  a 36  inch 
target  distance.  The  erect  lateral  film  is  made  with 
an  exposure  of  70  to  80  Kv.  using  350  to  700  Ma. 
seconds,  and  a 36  inch  target  distance.  The  lateral 
recumbent  film  of  the  abdominal  soft  parts  is  exposed 
at  60  to  66  Kv.  using  150  to  300  Ma.  seconds,  and  a 
36  inch  target  distance. 

As  a measuring  device  we  use  the  practical  ap- 
paratus described  by  Colcher  and  Sussman  (10).  This 


device  has  furnished  us  with  almost  any  measurement 
we  desire.  Everything  these  authors  have  claimed 
for  this  instrument  and  method  of  measurement  has 
been  correct  as  far  as  we  can  determine,  and  for  all 
practical  purposes  it  is  as  good  as  any  other  means 
of  obtaining  pelvic  measurements.  From  reading  the 
literature  one  gets  the  impression  that  considerable 
time  and  effort  have  been  expended  to  obtain  meti- 
culously accurate  methods  of  measurements.  Attempts 
have  been  made  to  create  a “rule  of  thumb”  procedure 
based  purely  on  measurements  of  the  various  pelvic 
planes  from  which  one  can  then  determine  whether 
or  not  delivery  will  occur  vaginallv.  In  our  opinion 
the  ability  to  study  the  pelvis  classification  and  fetal- 
pelvic  relationships  far  transcends  the  importance  of 
true  measurements,  and  it  is  in  this  particular  field 
that  x-ray  is  of  the  most  value. 


1500  EXAMINATIONS 

In  the  past  five  years  approximately  1500  examina- 
tions of  the  abdomen  and  pelvis  have  been  made  in 
our  laboratory.  The  patients  were  referred  to  the 
x-ray  department  for  examination  because  the  clini- 
cian suspected  some  disproportion  based  on  external 
measurements  or  because  of  a past  history  of  dystocia, 
and  there  were  a few  instances  of  a routine  examina- 
tion only.  The  most  important  single  bit  of  informa- 
tion given  the  clinician  was  the  negative  evidence 
obtained  in  75  percent  of  the  patients.  The  remain- 
ing 25  percent  showed  some  peculiarity  of  shape  or 
size  of  the  maternal  pelvis  and,  for  the  most  part, 
these  were  of  the  borderline  type.  In  none  of  the 
borderline  cases  did  measurements  per  se  play  a part 
in  determining  whether  operative  delivery  should  or 
should  not  be  made.  In  those  cases  where  some  slight 
disproportion  existed,  we  were  unable  to  predict  from 
measurements  alone  whether  labor  would  be  particu- 
larly difficult.  Often  those  which  appeared  most 
hazardous  from  the  standpoint  of  mensuration  gave 


Figure  6,  b.  An  erect  lateral  film. 
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the  easiest  delivery  since  the  efficiency  of  the  forces 
of  labor  and  moldability  of  the  head  cannot  be  pre- 
determined. 

During  a representative  two-year  period  of  1946 
and  1947  there  were  4074  deliveries  done  at  Jefferson 
Hospital,  combining  the  figures  of  both  clinic  and 
private  services.  During  this  time  there  was  an  over- 
all cesarean  section  rate  for  all  reasons  of  4.4  percent. 
There  were  54  sections  done  because  of  cephalo- 
pelvic  disproportion  on  the  ward  service.  In  this 
group  of  54  cases,  there  were  four  which  might  be 
I considered  to  show  absolute  disproportion.  The  others 
were  all  to  be  considered  borderline;  that  is  to  say, 
they  were  cases  where,  using  the  criterion  of  Standler 
(11)  or  Mengert  (6),  the  inlet  or  mid  plane  capacity 
was  definitely  85  percent  or  less  of  the  usual  normal 
| capacity  as  they  have  outlined  it.  It  is  quite  prob- 
able that  a number  of  these  might  have  delivered, 
were  they  allowed  to  go  on  in  labor.  Moreover, 
there  was  perhaps  more  than  the  factor  of  size  alone 
which  played  a part.  The  pelvic  shape  might  have 
been  abnormal.  It  is  quite  obvious  that  a small  gyne- 
coid  pelvis  is  much  more  favorable  for  vaginal  de- 
livery than  a small  android  pelvis.  When  the  shape 
is  bad,  in  spite  of  borderline  capacity,  one  doesn’t 
always  wait  as  long  with  a trial  labor.  Further,  cer- 
tain anthropologic  types  are  more  prone  to  be  as- 
sociated with  uterine  inertia  and  other  factors  which 
effect  normal  delivery. 

SECTION  RATE 

We  also  find,  as  did  Mengert  (6),  that  the  mid 
pelvic  plane  was  rarely  large  if  the  inlet  plane  was 
not  adequate,  and  very  often  the  inlet  plane  was  large 
when  a funneling  was  present  at  the  level  of  the  mid 
pelvis.  Some  of  these  cases  might  have  been  given 
a longer  trial  of  labor  where  the  size  was  adequate, 
but  in  several  instances  the  head,  when  measured, 
seemed  large  and  it  thus  seemed  best  to  do  a section. 
One  might  argue  that,  if  there  is  ever  any  chance  of 
disproportion  in  an  otherwise  abnormal  case  or  in 
a relatively  old  primipara  or  “endocrine  type”,  one 
should  not  take  a chance  on  having  any  fetal  injury 
supervene  and  do  an  elective  section  immediately.  It 
is  of  interest  in  this  connection,  however,  that  our 
pelvimetric  methods  have  not  increased  the  section 
rate  at  our  institution. 

It  has  become  increasingly  evident  that  the  mid 
pelvic  capacity  is  the  most  important  one  to  observe 
in  pelvimetric  measurements.  By  the  same  token,  it 
is  sometimes  very  difficult  to  evaluate  it  as  accu- 
rately as  one  should.  I believe  that  the  stereoscopic 


examination  will  help  one  appreciate  the  convergence 
of  the  side  walls  in  a narrow'  postero-anterior  pelvic 
capacity  at  the  level  of  the  spines  more  than  in  any 
other  procedure.  It  is,  however,  difficult  to  make  a 
definite  correlation  of  the  posterior  sagittal  and  bi- 
ischial  measurements.  It  has  been  suggested  that  if 
the  sum  total  of  these  two  is  under  13.5  cm.  there 
may  be  trouble  (12).  This  wTe  have  found  to  be  un- 
reliable. The  outcome  of  delivery  depends  on  so  many 
other  factors  which  we  are  unable  to  measure  by  the 
x-ray  procedure,  that  no  matter  how  accurate,  they 
do  not  tell  the  w'hole  story. 

SUMMARY 

Roentgen  study  of  the  abdomen  and  pelvis  at  the 
time  of  labor  is  to  be  considered  an  established  pro- 
cedure in  cases  w'here  there  may  be  a doubt  about 
the  pelvic  size  and  shape  and  fetal  pelvic  relationship 
from  the  clinical  examination.  Ideally,  it  might  be 
used  as  a routine  prenatal  study  in  the  last  three  or 
four  weeks  of  pregnancy.  If  a careful  and  reason- 
able use  is  made  with  the  proper  emphasis  upon  the 
individual  case,  pelviography  can  then  be  considered 
as  a most  valuable  and  almost  indispensable  adjunct 
to  the  proper  management  of  the  parturient. 
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Intrinsic  Dangers 

Intrinsic  dangers  to  the  respiratory  and  upper 
digestive  tracts  are  very  prominently  headed  by  the 
group  of  symptoms  sometimes  called  “the  allergic 
state”.  Most  of  us,  fortunately  enough,  are  immune 
to  this  sensitivity,  which  plagues  so  many  and  causes 
an  inrush  of  histamin  into  their  swmllen  epidermal  and 
mucosal  cells.  In  some  people  allergic  sensitization 
shows  up  in  earliest  babyhood;  in  others  it  depends 
on  season  or  location,  or  it  may  arrive  late  in  life. 
Every  type  of  allergen,  from  sudden  heat  or  cold  to 
specific  pollens,  bacterial  or  mycotic  toxins,  foods  and 
all  the  others,  may  in  susceptible  individuals  shut  up 
nasal  passages,  set  up  local  eczematous  irritation 
about  the  mouth,  nose  and  eyes,  or  create  asthmatic 
disturbances  leading  to  eventual  atelectasis  or  bron- 
chiectasis. Serious  damage  to  the  nasal  mucosa  from 
excessive  use  of  shrinking  agents  has  become  com- 
monplace; and  very  great  damage  to  the  lungs  and 
heart  has  been  reported  from  the  use  of  inhalers 
charged  with  excessively  strong  epinephrine. 


Intra-Arterial  Transfusion 

" Indications . Administration  of  blood  by  [the  intra- 
arterial] method  is  indicated  primarily  in  the  treat- 
ment of  shock  resulting  from  a rapid  decrease  in 
blood  volume,  severe  traumatic  shock  which  fails  to 
respond  adequately  to  conventional  therapy,  exsan- 
guination  in  obstetric  emergencies,  intra-abdominal 
and  intrathoracic  hemorrhage.  Anesthetic  emergen- 
cies and  asphyxia  may  also  respond  to  intra-arterial 
transfusion ” 

"Contraindications.  Intra-arterial  transfusion  involves 
the  sacrifice  of  an  artery,  and  is  a procedure  which 
should  be  reserved  for  extreme  emergencies  after  con- 
ventional methods  of  therapy  have  failed  to  effect  a 
satisfactory  response.  . . . The  wisdom  of  an  intra- 
arterial transfusion  in  the  presence  of  heart  disease 
or  heart  failure  is  debatable.”  — Robertson,  R.  L., 
Trincher,  I.  H.,  and  Dennis  E.  W.,  Surg.,Gyn&Obs, 
87:695,  1948. 
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COLORFUL  LAS  CRUCES  SITE  OF  CONVENTION 


A one-time  camp  site  along  the  Rio  Grande  for 
early  American  explorers,  Las  Cruces  has  capitalized 
on  its  history,  folklore,  climate  and  location  until 
today  it  is  a modern  city  of  over  15,000  people  situated 
at  the  junction  of  U.  S.  Highways  70,  80  and  85. 

Mild  climate,  beneficial  desert  air  and  the  amazing 
productivity  of  the  surrounding  Mesilla  Valley  have 
accounted  in  a large  part  for  its  phenomenal  growth. 

Although  believed  to  have  been  a camping  ground 
for  the  earliest  inhabitants  of  the  area,  it  remained 
for  Spanish  explorers  in  the  16th  Century  to  fully 
recognize  the  importance  of  Las  Cruces’  location.  It 
was  the  gateway  to  the  easy  trail  through  the  moun- 
tains formed  by  the  Rio  Grande.  The  lush  valley 
growth  and  the  river’s  water  provided  forage  for  both 
beast  and  humans. 

The  Spaniards  made  it  their  most  important  camp 
site,  but  the  wily  Apaches  soon  found  it  an  ideal  place 
for  their  massacres.  Party  after  party  of  Spaniards 
lost  their  lives  there  and  the  crosses  marking  their 
graves  gave  the  place  its  present  name  of  “The 
Crosses”  or  as  in  Spanish,  “Las  Cruces.” 

In  1540  Coronado  and  his  intrepid  conquistadors 
searched  for  gold  in  the  mountains  near  Las  Cruces. 


Their  mines  have  since  been  lost,  but  stories  of  their 
whereabouts  still  circulate  freely  throughout  the  area. 

Old  Mesilla,  three  miles  away,  was  the  scene  of 
the  consumation  of  the  Gadsden  Purchase  in  1853. 
Mesilla  was  also  a hangout  for  Billy  the  Kid,  and 
many  of  his  relics  are  now  on  display  at  La  Posta 
Cafe  in  the  romantic  little  village. 

The  Indian  village  of  Tortugas,  where  once  a year 
natives  climb  the  mountain,  El  Cerro,  barefoot  to 
atone  for  their  sins  is  within  a stone’s  throw  of  Las 
Cruces.  Just  north  of  the  city  are  the  ruins  of  Fort 
Seldon  where  General  Douglas  MacArthur  made  his 
first  strategic  retreat  at  the  age  of  five.  Also  nearby 
are  ruins  of  the  Shalam  Colony,  an  elaborate  set  of 
edificies  dating  back  to  the  1880’s,  where  sin  was  to 
be  overcome  through  the  joint  efforts  of  a mystic  and 
a Boston  importer. 

At  one  time  or  another  the  flags  of  Spain,  Mexico, 
Texas,  the  Confederacy  and  the  United  States  have 
flown  over  the  Las  Cruces  area.  Many  of  the  curios, 
relics  and  objects  of  art  which  have  accumulated 
during  these  various  periods  of  government  are  on 
display  in  the  Amador  Hotel  in  Las  Cruces,  a hotel 
founded  by  a pioneer  land  owner  in  1850. 


rf. . . about  50%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  cause”1 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stress  is 
effected  via  both  branches  of  the  autonomic  nerv- 
ous system.  Therefore,  treatment  consists,  where 
possible,  in  removal  of  the  emotogenic  factor 
(practical  psychotherapy)  and  the  "partial  block- 
ade” of  the  efferent  autonomic  pathways.  The 
family  physician  is  well-qualified  to  help  these 
patients;  his  advice  wall  do  much  to  achieve  the 
desired  change  in  habits  and  to  avoid  unhealthy 
situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
ergotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 

Karnosh  and  Zucker 2 state  that,  “Probably  the  best  medica- 
tion for  all  neurovegetative  disorders  is  a combination  of: 
(a)  bellafoline  . . . (b)  ergotamine  tartrate  . . . (c)  pheno- 
barbital ...  A good  commercial  preparation  of  these  ingredi- 
ents is  a tablet  called  bellergal  . . . The  adult  dose  of 
bellergal  is  3 or  4 tablets  daily.”3 
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CONVENTION  GREETINGS 


Welcome  to  Las  Cruces 

MAY  YOUR  STAY  HERE  BE  A MOST 
PLEASANT  ONE,  AND  WITH  EVERY 
GOOD  WISH  FOR  A MOST 
SUCCESSFUL  MEETING. 


We  cordially 


invite  you  to  visit  our  store. 


LAS  CRUCES 
HOTEL 

and 

MOTOR  COURT 
ASSOCIATION 


LAS  CRUCES 
REXALL  DRUG 
CO. 


Corner  Main  & Griggs  Sts. 


Las  Cruces,  N.  M. 


Ladies’ 

Distinctive 

Apparel 

Las  Cruces,  N.  M. 


LAS  CRUCES, 
NEW  MEXICO 


INVITES  YOU  TO  ENJOY  THE  MODERN  AND  COMPLETE 
FACILITIES  OF  ITS  MEMBERS  DURING  THE  1950 
ANNUAL  MEETING  OF  THE  NEW  MEXICO 
MEDICAL  SOCIETY,  MAY  4,  5,  6. 


WELCOME  M.  D.’s 

LA  POSTA,  LA  MESILLA 

NEW  MEXICAN  FOOD 


WELCOME  TO  LAS  CRUCES 
OUR  PLEASURE  IS  TO  SERVE  YOU 

VALLEY  DRUG  CO. 

142  N.  Main  Street  Las  Cruces.  New  Mexico 

GRAHA  M’S 

555  W.  Amador  Street 
Las  Cruces,  New  Mexico 

AMBULANCE  SERVICE 

THE  POPULAR  DRY  GOODS  CO. 

of  Las  Cruces,  New  Mexico 

EXTENDS  ITS  BEST  WISHES  FOR  A 
SUCCESSFUL  MEETING 


Welcome  doctors  and  wives  to 

MAIN  CAFE 

134  N.  Main  Street 

LAS  CRUCES,  NEW  MEXICO 

TORTUGAS  TRADING  POST  and  CAFE 

a friendly  spot  for  meals  or  coffee 

241  South  Main  Street  Las  Cruces,  New  Mexico 

ATTEND  THE  ANNUAL  MEETING 
of  the 

NEW  MEXICO  MEDICAL  SOCIETY 

Las  Cruces,  N.  M.,  May  4-6 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 

Prompt  24 -Hours 

MARTIN  - MELLINGER 
Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


For  Years  of  Service,  Select 
HARTMANN  LUGGAGE 

ONLY. AT  THE  POPULAR 

POPULAR  DRY  GOODS  CO. 

EL  PASO,  TEXAS 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


MAICO 

OF  EL 

PASO 

★ Hearing  Aids 

★ Audiometers 

★ Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

“CADILLAC” 

108  South  Yale  Street  4571  Albuquerque,  N.  M. 


HARDING  AND  ORR 

Ambulance  Service 

• 

320  Montana  3-1646 

EL  PASO,  TEXAS 


It’s 

Sweeney's 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 


GEO.  W.  BUSH,  MGR. 

Free  Delivery 
PHONE  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


GUNNING  & CASTEEL 

DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS 

YSLETA,  TEXAS 
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Time  An  Important  Factor? 

FLY  AIR  AMBULANCE 

What  stands  between  you  and  fatality  — time? 
Aviation  has  come  to  the  rescue.  Champ’s, 
keeping  abreast  with  the  times,  offers  you  this 
time-saving  means  of  transportation.  They  use 
dependable  Cessna  195’s.  For  speed,  comfort, 
and  safety,  it’s  Champ’s  Air  Ambulance  Service. 


The  large  cabin  of  the 
Cessna  195  provides 
ample  room  for  stretch- 
er. assuring  comfort  for 
the  patient. 


DAY  3-4282  — 

Municipal  Airport 


NIGHT  5-6567 
El  Paso,  Texa.s 


The  McMath 
Co.,  Inc. 


<d~)Ti.ntlncj  FT  UBoolc  induicj 

Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


DIAL  3-3681 


FOR  SMOOTH 
MUSCLE 
RELAXATION 

The  Antispasmodic 


Wyoming  at  Cotton 


El  Paso,  Texas 


single 

synthetic  drug, 
providing  a potent 
antispasmodic  action. 

In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 

Available  in  plain  tablets  or  with  V4  Gr.  Phenobarbital. 

MISSION 
PHARMACAL  CO. 

San  Antonio  6,  Texas 
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Attend  the  annual  meeting 

of  the 

NEW  MEXICO  MEDICAL  SOCIETY 

IN  LAS  CRUCES,  N.  M. 

MAY  4.  5 AND  6 


Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


FOOT  HEALTH  SHOP 

MAX  S.  KATZ, 

FOOT  CORRECTION  1ST 

• FEATHERWEIGHT  ARCH  SUPPORTS 

• SPECIAE  ORTHOPEDIC  LASTS  PROVIDED 

• DOCTORS'  ORTHOPEDIC  PRESCRIPTIONS  FILLED 

308-9  Caples  Bldg.  3-4532  El  Paso,  Texas 


In  Albuquerque,  The  Bulwark 
Of  Professiotml  Pharmacy 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


Brace  & Limb  Co. 

( Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Arts  Bldg. 

P.  0.  Box  1053 
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THIS  SPACE 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

FOR  SALE 

— GENERAL  PRACTICE  — 

Phones  4495  - 4496 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

J.  A.  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY.  X-RAYS 

THIS  SPACE 

1009  Mills  Bldg.  3-1051  El  Paso,  Texas 

FOR  SALE 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

P.  C.  CORNISH,  M.  D.,  F.  A.  C.  S. 

GYNECOLOGY 
PHONE  2-9312 

GENERAL  SURGERY 

1017  First  National  Building  El  Paso,  Texas 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

BRANCH  CRAIGE,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

1018  Mills  Building  El  Paso,  Texas 

800  Montana  Street  3-6931  El  Paso,  Texas 

DRS.  BRECK,  BASOM  AND  LEONARD 

PRACTICE  LIMITED  TO 
ORTHOPAEDIC  SURGERY 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

520  Montana  Street  3-1671  El  Paso,  Texas 

215  First  National  Bldg.  3-2161  El  Paso,  Texas 

BUTLER  CLINIC 

HERVEY  W.  DIETRICH,  M.  D. 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

INTERNAL  MEDICINE 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

Medical  Arts  Building  — - Phone  2-4782 
415  East  Yandell  Blvd.  El  Paso,  Texas 

BASIL  K.  BYRNE,  M.  D. 

L.  0.  DUTTON,  M.  D. 

PEDIATRICS 

ALLERGY 

800  Montana  Street  3-1651  El  Paso,  Texas 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

A.  E.  LUCKETT,  M.  D. 

ORTHOPEDIC  SURGERY 

ALLERGY 

DISEASES  OF  THE  CHEST 

First  National  Building  3-3421  El  Paso,  Texas 

1025  First  National  Bank  Bldg. 
El  Paso,  Texas 
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LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

Diplomate  American  Board  Internal  Medicine 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

706  West  Second  Street  2275  Roswell,  New  Mexico 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

■ GENERAL  SURGERY 

314  Banner  Building  3-5881  El  Paso,  Texas 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

ROBERT  FRIEDENBERC,  A.B.,  M.D. 

HASKELL  D.  HATFIELD,  M.  D. 

(Certified  American  Board  of  Internal  Medicine) 

(Diplomate  American  Board  of  Otolaryngology) 

INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

509  West  Fox  St.  1441  Carlsbad,  N.  M. 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

H.  M*.  GIBSON,  M.  D. 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

PRACTICE  LIMITED  TO  UROLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

DRS.  JELSO  & CORCORAN 

DIAGNOSIS  — GASTROENTEROLOGY 

DISEASES  OF  THE  SKIN 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

701  First  National  Building  2-6221  El  Paso,  Texas 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

H.  C.  JERNIGAN,  M.  D. 

DISEASES  OF  THE  CHEST 

GENERAL  and  GYNECOLOGICAL  SURGERY 

1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

THIS  SPACE 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

FOR  SALE 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5400  El  Paso,  Texas 
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G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  El  Paso,  Texas 


ROY  T.  LESTER,  M.  D. 

THORACIC  SURGERY 

Residence  2-0744  Office  3221 

1442  North  Third  St.  Abilene,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

1031  First  National  Bldg.  El  Paso,  Texas 


THIS  SPACE 
FOR  SALE 


I.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 
H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 


DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 
310  Banner  Bldg.  3-4478  El  Paso,  Texas 


w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

PHONES 
633  — 460  — 201 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 


BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S„  F I.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
(Certified  by  American  Board  of  Opthalmology) 
(Certified  by  American  Board  of  Otolaryngology) 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 
605  Professional  Building  3-8209  Phoenix,  Arizona 


THIS  SPACE 
FOR  SALE 


VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

MILLS  BUILDING  2-3459 

AND 

800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS 


HERMAN  RICE,  M.  D. 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 


624  Mills  Bldg.  2-7642  El  Paso,  Texas 


ROSS  W.  RISSLER,  M.  D. 

(Ce.  tif ied  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  cURGERY 

WILLIAM  I.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 


ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 


106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 
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S.  PERRY  ROGERS,  M.  D. 

C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

ORTHOPEDIC  SURGERY 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

202  Banner  Building  3-3551  El  Paso,  Texas 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

M.  A.  TANNY,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

ALBUQUERQUE  MEDICAL  CENTER 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 
UROLOGY 

FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

THIS  SPACE 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 

FOR  SALE 

General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  ORAL  SURGERY 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

niDI  rtMATET  AMCDTPAM  DHADHC  n c S OPHTHALMOLOGY  AND 
DIPLOMATE  AMERICAN  BOARDS  OF  } OTOLARYNGOLOGY 

AND 

PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

R.  C.  RONEY,  D.  D.  S.,  M.  S.  D. 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

ORAL  SURGERY 

THIS  SPACE 

PHONE  3-6742 

FOR  SALE 

1101  First  National  Building  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  SMITH  AND  GARRETT 

DRS.  WILCOX  AND  DETER 

DISEASES  OF  THE  SKIN 

GENERAL  AND  THORACIC  SURGERY 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 

Diplomate  American  Board  of  Otolaryngology 

F.A.C.S. 

EYE  - EAR  - NOSE  - THROAT 

GENERAL  SURGERY 

FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 
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The  Lodge 

Watts  Clinic 

of  the 

Turquoise  Trail 

Complete  Medical 

l 

and 

A modern  completely  equipped  sanitarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 

Surgical  Service 

perienced,  and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 

• 

rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 
recreational  and  occupational  therapy  programs. 

For  further  information  address: 

Dr.  R.  E.  Watts  Dr.  S.  M.  Ramer 

Dr.  G.  A.  Slusser  Dr.  S.  F.  Baker 

THOMAS  L.  CORE,  M.  D„ 

• 

Psychiatrist  and  Medical  Director, 
Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Phone  567 

Town  office  6398  • Residence  3-3234  • Lodge  2-2773 

101  N.  Copper  Silver  City,  JN.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures: 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 
DELPHIN  VON  BRIESEN,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 
PATHOLOGY  ENDOCRINE  STUDIES 

H.  F.  HESLINGTON,  M.D. 
WILLIAM  D.  FLEMING,  M.D. 
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This  prescription  abbreviation  for  "a  sufficient  quantity” 
provides  us,  we  believe,  with  an  opportunity  to  point  out  how 
tlie  widespread  availability  of  Lilly  products  works  to 
your  advantage. 


Any  pharmacy  to  which  your  prescription  may  go  is 
conveniently  near  one  of  the  many  wholesale  distributors 
carrying  a complete  assortment  of  Lilly  preparations.  A Lilly 
specification,  therefore,  is  a demand  which  can  be  readily  executed 
without  disappointment.  Your  chosen  course  of  treatment 
may  thus  be  faithfully  followed  without  delay. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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toxicitv  and  virtual  elimination  of 
renal  complications  distinguish  the 
use  of  Gantrisin*  'Roche’,  a new  and 
remarkably  soluble  sulfonamide.  Highly 
effective  in  urinary  as  well  as  systemic 
infections,  Gantrisin  does  not  require 
alkali  therapy  because  it  is  soluble 
even  in  mildly  acid  urine.  More  than 
20  articles  in  the  recent  literature 
attest  its  high  therapeutic  value  and 
the  low  incidence  of  side-effects. 
Gantrisin  is  now  available  in  0.5  Gm 
tablets,  as  a syrup,  and  in  ampuls. 
Additional  information  on  request. 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 


'Roche' 


Gantrisin 


* Brand  of  sulfi so xazolp  (3,1-dimethyl- 
5-sulfanilamido-isoxazole) 
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comparable 
with  an 
intramuscular 

injection 


Simple,  practical  and  convenient,  Schering’s 
Buccal  Tablets  offer  “parenteral  hormone  therapy 
by  mouth”  with  little  sacrifice  of  potency. 
Dissolved  in  Polyhydrol*  base,  a solid  solvent, 
the  steroid  hormones  are  absorbed  directly  from 
the  oral  mucosa.  Early  hepatic  inactivation 
is  obviated  permitting  a clinical  effect  “by  mouth” 
comparable  with  that  of  an  intramuscular  injection. 


BUCCAL  TABLETS 


Indicated  in  adrenal  insufficiency  — Cortate®  Buccal  Tablets; 

in  male  hypogonadism  — Oreton®  Buccal  Tablets; 
in  the  menopausal  syndrome  — Progynon®  Buccal  Tablets; 
in  habitual  abortion  — Proluton®  Buccal  Tablets. 


Packaging : Cortate  Buccal  Tablets  (Desoxycorticosterone 
Acetate  U.S.P. ) 2 mg.;  Oreton  Buccal  Tablets  (Testosterone  Propionate 
U.S.P.)  2.5  and  5 mg.;  Progynon  Buccal  Tablets  (Estradiol 
U.S.P.)  0.125  and  0.25  mg.  and  Proluton  Buccal  Tablets 
(Progesterone  U.S.P.)  10  mg.  — in  bottles  of  30  and  100. 


*T.M. 


CORPORATION 

BLOOMFIELD,  N.  J. 
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KELLEY-KOETT 


The  Kelley-Koett  Multicron  300  MA  is  a heavy  duty  X-ray 
generator  with  capacity  and  operating  features  surpassing 
any  previous  diagnostic  unit  yet  available  in  its  range. 

The  therapy  rating  is  140  KVP  at  10  milliamperes  for  four 
hours  of  continuous  operation.  Diagnostic  rating  provides 
125  KVP  at  300  milliamperes  in  intermittent  operation. 
Fixed  milliamperage  control  and  a unique  electronic-me- 
chanical timer  make  operation  outstandingly  simple  . . . 
results  extremely  accurate  in  every 
technic. 

These  and  other  features  of  interest 
to  the  radiologist  are  detailed  in  de- 
scriptive literature  available  on  re- 
quest. 

“Telephone  or  Write 
for  Complete  Details” 

THE  SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

4 14  Mills  Street  El  Paso,  Texas 

131  North  First  Street  — Phoenix,  Arizona  202  North  Stone  Avenue  — Tucson,  Arizona 
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Pe  c tin— enhances 
hydrophilic 
properties 


Colloidally  dispersed 
in  a special  adsorbent 

alumina  gel 


Purified  Kaolin 


Relief  is  quick . . . Kaomagma  with  Pectin 
soothes  and  protects  inflamed  intestinal 
mucosa.  Cramps  and  distention  are 
promptly  relieved. 


Consolidates  stools  . . . checks  fluid  loss 
. . . restores  patient’s  comfort. 


Bottles  of  12  fl.  oz 


KAOMAGMA 

with 

PECTIN 


is  effective  in 
Control  of 
Diarrhea 


■ m 

tew 

■ 

® 


WYETH  Incorporated,  Philadelphia  3,  Pa. 
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BENADRYL 


This  is  the  season  when  bleary-eyed,  sneezing 
patients  turn  to  you  for  the  rapid,  sustained 
relief  of  their  hay  fever  symptoms  which 
BENADRYL  provides. 

Today,  for  your  convenience  and  ease  of 
administration,  BENADRYL  Hydrochloride 
(diphenhydramine  hydrochloride,  Parke-Davis) 
is  available  in  a wider  variety  of  forms  than 
ever  before  including  Kapseals®,  Capsules, 
Elixir  and  Steri-Vials®. 
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‘In  general,  symptomatic  improvement 
[of  menopausal  symptoms]  was  striking  within 

7 to  14  days  after  treatment.. .’’with 
"Premarin.” 

Gray,  L.:  J . Clin.  Endocrinol.  3:92  (Feb.)  1943. 

Many  clinicians  have  found  that  “Premarin”  therapy  usually  brings  about 
prompt  relief  of  distressing  menopausal  symptoms.  Furthermore,  sympto- 
matic improvement  is  followed  by  a gratifying  sense  of  well-being  in  a 
majority  of  cases.  This  is  the  “plus”  in  “Premarin”  therapy  which  tends 
to  quickly  restore  the  patient’s  normal  mental  outlook. 

Four  potencies  of  “Premarin”  permit  flexibility  of  dosage:  2.5  mg., 

1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg. 
in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  “Premarin” 
other  equine  estrogens... estradiol,  equilin,  equilenin,  hippulin . . . are 
probably  also  present  in  varying  amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  ( water-soluble ) also  known  as 
Conjugated  Estrogens  ( equine ) 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


5013 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


Page  176 


SOUTHWESTERN  MEDICINE 


JUNE,  1950 


DISTINCTLY  DIFFERENT 


the  inside  story 


In  appearance  these  two  tablets  are  the  same,  yet  their 
enteric  coatings  differ  widely  in  principle  and  reliability. 

Release  of  medication  in  the  intestines  is  uncertain  with  coatings  which 
depend  on  gastric  acidity  for  remaining  intact  and  on  an  alkaline  environ- 
ment for  dissolving.  These  conditions  are  variable.  They  are  especially 
altered  in  old  age,  in  certain  diseases,  and  following  the  use  of  many  drugs. 

Reliable  release  in  the  intestines  is  achieved  with  'Enseals'  (Timed  Disin- 
tegrating Tablets,  Lilly).  The  continuous  moisture  of  the  alimentary  tract 
ruptures  their  hydrophilic  coating  after  an  appropriate  interval;  hence, 
'Enseals'  rely  upon  a constant  condition  of  physiology  and  the  inevitable 
passage  of  time. 

SPECIFY 

ENSEALS 


to  avoid  gastric  distress  from  sodium  salicylate 
or  other  irritating  chemicals 

to  delay  the  effect  for  nocturnal  control  with 
such  drugs  as  'Histadyl'  (Thenylpyramine,  Lilly) 

to  smoothen  effect  through  gradual  release  of  such 
potent  agents  as  diethylstilbestrol 


ELI  LILLY  AND  COMPANY  • Indianapolis  6,  Indiana,  u.s.a. 

Complete  literature  on  'Enseals'  is  available  from  your  Lilly  medical 
service  representative  or  will  be  forwarded  upon  reguest. 
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THE  MEDICAL  PRACTICE  IN  MEXICO 


Post-Graduate  Assembly,  Mexico  City,  August  1949,  sponsored  by  the  American 

College  of  Physicians. 


SOUTHWESTERN  MEDICINE  values  its  Lat- 
in-American  readers  highly,  and  is  making  a con- 
centrated effort  to  bring  the  medical  thought  of  both 
Mexico  and  the  United  States  more  closely  together. 
There  is  no  essential  difference  between  the  practice 
of  medicine  in  Mexico  and  the  practice  of  medicine 
in  the  United  States.  In  recent  years  all  of  us  who 
live  in  the  vicinity  of  the  border  have  come  to  realize 
this  much  more  distinctly;  and  very  definite  efforts 
are  being  made  to  knit  the  medical  profession  of 
these  two  great  countries  into  a working  unit  which 
will  maintain  the  great  tradition  of  American  medi- 
cine on  the  North  American  continent. 

Canada  has  contributed  much  to  continental  medi- 
cine, and  Mexico  is  assuming  its  rightful  place.  Those 
of  us  who  have  had  the  opportunity  of  collaborating 
with  the  physicians  in  Mexico  realize  more  and  more 
that  their  problems  are  our  problems,  and  that  there 
can  be  no  real  division. 

DIFFICULTIES  OVERCOME 

Language  difficulties  have  hindered  the  co-oper- 
ation between  the  physicians  of  the  two  countries,  but 
these  are  beginning  to  be  overcome.  Many  of  the 
practicing  physicians  in  both  countries  are  bilinguists; 
and,  because  of  this,  we  are  now  able  to  present 
medical  thought  so  that  it  can  be  adequately  under- 
stood by  all  parties  concerned.  In  this  connection 
it  is  interesting  to  note  that  in  all  probability  the 
most  popular  post-graduate  course  offered  by  the 
American  College  of  Physicians  is  that  given  by  the 
National  Institute  of  Cardiology  in  Mexico  City,  un- 
der the  direction  of  Dr.  Chavez. 

One  cannot  visit  the  Institute  of  Cardiology  in 
Mexico  without  coming  away  with  the  feeling  that 
physicians  interested  in  the  study  of  the  heart,  who 
have  not  visited  this  institution,  are  missing  an  ex- 
tremely profitable  opportunity  to  further  their  knowl- 
edge. 

The  American  College  of  Physicians  requested  each 
member  of  the  College  participating  in  this  post- 


graduate course  to  write  his  comments.  It  is  interest- 
ing to  note  these  comments  in  some  detail: 

COMMENTS  QUOTED 

Quoting  from  some  of  the  reports  received  from 
those  in  attendance:  “I  spent  a very  profitable  two 
weeks.  The  course  was  well-organized  and  well- 
conducted.  I was  very  favorably  impressed  with  the 
well-trained  group  of  men  there.  The  course  gave  me 
just  what  I wanted.” — M.D.,  Tennessee.  “In  my 
opinion,  it  was  the  best  course  in  Cardiology  which 
it  has  been  my  privilege  to  attend.  Its  strong  points 
were  (1)  the  care  with  which  the  program  was  ar- 
ranged; (2)  the  co-ordination  between  the  Director 
and  the  heads  of  each  department;  and  (3)  the  high 
level  of  instruction  which  each  speaker  maintained.” 
— M.D.,  California.  “A,  most  profitable  course  and  en- 
joyable vacation.  The  course  is  highly  recommended, 
especially  for  catheterization  technics  and  angiocardio- 
graphy.” — M.D.,  Texas.  “The  course  was  excellent 
beyond  description.  The  courtesy  of  the  staff  and  the 
zeal  and  interest  of  each  participant  has  set  a goal 
difficult  to  equal.”  M.D.,  New  York.  “The  program 
arranged  by  Dr.  Chavez  was  informative  and  illuminat- 
ing. Not  only  will  the  scientific  program  be  forever 
remembered  but  likewise  the  hospitality  of  the  Dir- 
ector. May  I add  that  the  enthusiasm  and  good  fel- 
lowship displayed  by  Dr.  George  Morris  Piersol,  Dr. 
William  Dock  and  Dr.  George  C.  Griffith,  American 
College  of  Physicians’  guests,  were  deeply  appreciated. 
I wish  to  express  due  thanks  to  The  American  Col- 
lege of  Physicians  for  granting  such  opportunities  to 
its  members.” — M.D., Pennsylvania. 

ANOTHER  COURSE 

During  the  Summer  in  1950  the  American  College 
of  Physicians  are  offering  another  course  in  Mexico 
City*.  This  course  has  to  do  with  nutritional  disease; 
and  it  is  anticipated  that  this  course  will  rival  the 
scientific  interest  which  has  been  aroused  by  the 
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previous  courses  in  diseases  of  the  cardiovascular 
system. 

As  further  evidence  of  the  closer  co-operation 
between  the  Latin-American  countries,  and  the 
United  States,  it  is  interesting  to  observe  that  the 
American  College  of  Physicians  is  offering  fellow- 
ships to  the  recent  graduates  of  the  schools  in  Latin- 
America  for  the  purpose  of  acquainting  these  young 
men  with  research  medicine  as  it  is  conducted  in  our 
country.  These  young  men,  it  is  hoped,  will  return 
to  their  respective  countries  and  serve  as  teachers; 
thus,  of  course,  tightly  cementing  the  medical  thought 
of  the  Americas. 

With  the  speed  of  modern  transportation,  we  are 
no  longer  a unit  unto  ourselves.  The  horse  and  buggy 
days  are  a relic  of  the  dim  past.  We  must  go  for- 
ward and  in  our  progress  we  must  share  its  achieve- 
ments with  all  of  our  brother  practitioners  south  of 
the  Border. 


A Clinical  Study  of  a New  Sulfonamide 
(NU-445)  in  the  Treatment  of 
Urinary  Tract  Infections 

The  effectiveness  of  a new  sulfonamide,  3,  4-dime- 
thyl-5-sulfanilamide-isoxazole  (NU-445)  was  studied 
in  25  cases  of  urinary  tract  infections  involving  seven 
groups  of  pathogenic  organisms.  There  were  18  cases 
with  unmixed  and  7 cases  with  mixed  infections. 
Counting  each  of  the  offenders  separately,  there  was 
a total  of  33  infections,  the  majority  of  which  were 
due  to  B.  pyocyaneus  or  E.  coli. 

NU-445  was  administered  orally  to  all  25  patients 
and,  in  addition,  eight  of  these  subjects  wrere  treated 
with  bladder  instillations.  The  daily  oral  dose  varied 
from  4 to  16  gm.  and  the  average  duration  of  treat- 
ment was  25  days.  One  patient  received  as  much  as 
1680  gm.  over  a period  of  140  days  and  the  average 
total  intake  per  patient  wras  259  gm. 

Results  were  as  follow's:  The  infecting  organisms 
were  eradicated  in  20  instances,  or  60.6  per  cent; 
NU-445  was  ineffective  in  10  instances,  or  30.3  per 
cent;  and  results  in  the  remaining  three  infections 
were  equivocal. 

The  high  incidence  of  positive  responses  to  treat- 
ment with  NU-445  in  Pyocyaneus  and  coli  infections 
is  remarkable.  The  drug  proved  effective  in  cases  in 
which  sulfadiazine  and/or  streptomycin  had  failed  to 
eradicate  these  pathogens. 

The  good  solubility  of  NU-445  obviates  the  need 
for  concomitant  alkali  medication  even  if  very  large 
doses  are  administered.  In  none  of  the  cases  studied 
was  crystalluria  or  hematuria  observed.  Similarly, 
there  was  no  evidence  of  deposition  of  crystals  in  the 
urinary  tract.  In  general,  NU-445  was  tolerated  with- 
out serious  complications.  Discontinuation  of  treat- 
ment became  necessary,  howrever,  on  account  of  un- 
toward effects  in  two  instances. 


The  Erythrocyte  Sedimentation  Rate  in 
Human  Subjects  Receiving  Dicumarol 

“Therapeutic  doses  of  Dicumarol  do  not  signifi- 
cantly influence  the  erythrocyte  sedimentation  rate 
in  normal,  ambulatory  subjects. 

“Therefore,  the  clinical  value  of  the  sedimentation 
rate  in  patients  receiving  Dicumarol  therapeutically 
remains  unaltered.’’ — Hyman,  I.  and  Harris,  R.,  Am. 
Ht.J.  39:321,  1950. 


Pc  Prints 

iBrlticis  pt  Politicis 

By  ROBERT  B.  HOMAN,  JR.(  M.  D„  EL  PASO,  TEXAS 

T Member  of  the  House  of  Delegates  of  the 

T American  Medical  Association.  <$* 

$ $ 

MEDICAL  IDEOLOGY 

Perhaps  the  greatest  inheritance  of  the  medical 
profession  is  that  philosophy  which  provides  for  the 
free  interchange  of  knowledge,  of  research,  of  ex- 
perience, and  of  methods  of  treatment,  medical, 
surgical,  or  otherwise.  Among  ethical  physicians  there 
are  no  “secret  cures”,  patented  medicines,  patented 
appliances,  in  fact,  no  secrets,  except  the  confidences 
of  the  patient,  which  are  held  inviolate.  This  ideology 
is  founded  on  the  Hippocratic  Oath,  and  further 
strengthened  by  the  Code  of  Ethics  of  the  American 
Medical  Association  and  by  similar  codes  of  all  free 
medical  societies. 

The  basic  concept  of  medical  ideology  is  that  man- 
kind— every  living  person — must  have  the  benefit  of 
the  combined  knowledge  and  experience  of  every 
physician.  A second  concept  of  this  sacred  philosophy 
is  that  each  physician  must  be  his  brother’s  teacher. 
A third  concept  is  that  the  financial  welfare  of  the 
physician  is  entirely  secondary  to  the  medical  wel- 
fare of  his  patients. 

JAUNDICED  EYE 

It  is  sometimes  difficult  for  the  laymen,  in  this 
highly  industrialized  and  competitive  world,  to  grasp 
the  significance  of  our  medical  ideology.  The  jaundiced 
eye  of  competition  blinds  him  to  the  fact  that  this 
ethical  behavior  of  a profession  can,  and  does  exist. 

The  internationl  aspect  of  this  ideology  is  exempli- 
fied in  this  issue  of  SOUTHWESTERN  MEDICINE. 
The  scientific  articles  from  our  sister  Republic  of  Mex- 
ico, printed  herein,  are  but  a small  example  of  the  ex- 
cellent and  authoritative  contributions  which  the 
profession  in  Mexico  is  making  to  world-wide  medical 
knowledge.  Physicians  from  the  United  States  who 
have  attended  Clinical  Sessions  in  Mexico  are  high  in 
their  praise  of  Mexican  medicine. 

Unfortunately,  this  spirit  of  medical  co-operation 
does  not  exist  in  every  country  today.  The  profession 
behind  the  Iron  Curtain  is  no  longer  free  to  dis- 
seminate its  knowledge  throughout  the  world.  The 
all-powerful  polit-buro  dictates  the  policies;  and  the 
ideology  of  Communism  overcomes  medical  ideology. 

WORST  EXAMPLE 

By  far  the  worst  example  of  degradation  of  the 
medical  profession  is  exemplified  by  the  Germans 
under  Hitler.  The  ideology  of  Nazism  and  Aryan 
supremacy  so  engulfed  the  German  people  and  the 
German  doctors  and  scientists  that  medical  ideology 
went  out  the  window.  As  a result,  important  German 
discoveries  are  just  now  reaching  the  world.  The 
supreme  result  of  this  incident  was  that  the  formerly 
great  medical  profession  of  Germany  lowered  itself 
to  the  medical  atrocities  of  Dachau  and  Buchenwald. 

The  profession  is  made  up  of  human  beings  who, 
as  individuals,  are  subject  to  the  usual  human  frail- 
ties of  conduct.  Some  of  these  frailties,  such  as  the 
love  of  money,  are  detrimental  to  all,  and  will  in- 
evitably lead  to  a much-needed  house  cleaning.  As  long 
as  the;  vast  majority  is  free  to  revere  a sacred  medical 
ideology  and  not  false  idols,  medical  progress  shall 
continue  unabated  and  mankind  shall  profit  thereby. 
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NEW  MEXICO  SOCIETY  MEETING 


New  officers  of  the  New  Mexico  Medical  Society  recently  elected  at  the  annual  con- 
vention in  Los  Cruces  are,  from  left,  Coy  Stone,  M.  D.,  Hobbs,  vice-president;  L.  G. 
Rice  Jr.,  M.  D.,  Albuquerque,  secretary-  treasurer;  I.  J.  Marshall,  M.  D.,  Roswell,  president ; 
and  L.  S.  Evans,  M.  D.,  Las  Cruces,  president-elect. 


More  than  100  members  of  the  New  Mexico 
Medical  Society  attended  the  group’s  annual  meeting 
in  Las  Cruces,  May  4-6,  to  hear  outstanding  speakers 
in  the  field  of  medicine  present  papers  on  a variety 
of  pertinent  subjects.  Many  physicians  from  El 
Paso  also  attended  the  meeting  as  visitors. 

Officers  elected  for  the  1950-51  year  include  Dr. 
I.  J.  Marshall  of  Roswell,  president;  Dr.  L.  S. 
Evans,  Las  Cruces,  president-elect;  Dr.  Coy  S.  Stone, 
Hobbs,  vice-president;  and  Dr.  L.  G.  Rice,  Albuquer- 
que, secretary-treasurer. 

Dr.  A.  S.  Lathrop  of  Santa  Fe  and  Dr.  C.  H. 
Gellenthien  of  Valmora  were  re-elected  as  Councilors 
to  serve  for  three  years.  Dr.  John  F.  Conway  of 
Clovis  was  named  delegate  to  the  American  Medical 
Association  for  1950-51,  with  Dr.  Gellenthien  as  alter- 
nate. 

Drs.  W.  A.  Stark  of  Las  Vegas,  A.  C.  Shuler  of 
Carlsbad,  and  Dr.  Lathrop  were  re-elected  to  the 
Board  of  Trustees  for  the  New  Mexico  Physicians 
Service. 

Elected  to  the  Board  of  Supervisors  for  two 
years  were  Dr.  C.  Pardue  Bunch  of  Artesia;  Dr.  H. 
L.  January,  Albuquerque;  Dr.  V.  E.  Berchtold,  Santa 


Fe;  and  Dr.  Conway.  Selected  to  serve  on  the  board 
for  one  year  were  Dr.  H.  L.  Mortimer,  Las  Vegas; 
Dr.  W.  E.  Badger,  Hobbs;  Dr.  L.  J.  Whitaker, 
Deming;  and  Dr.  Frank  Parker,  Gallup. 

Dr.  Marshall  welcomed  members  to  the  meeting 
and  in  his  opening  address  warned  physicians  about 
the  need  for  taking  an  active  part  as  individuals  in 
politics.  He  emphasized  the  dangers  that  can  develop 
from  the  charging  of  excessive  fees  and  advised 
physicians  to  set  up  a procedure  by  which  the  public 
can  obtain  a doctor  at  all  times. 

Guest  speakers  at  the  meeting  were  Dr.  James 
Spencer  Speed,  Dr.  Willard  R.  Cooke,  Dr.  Russell 
J.  Blattner,  Dr.  Henry  M.  Winans,  Dr.  Allen  J. 
Enelow,  Dr.  Nathan  A.  Womack  and  Dr.  Ralph  T. 
Gampell. 

Dr.  Gampell,  who  voluntarily  exiled  himself  from 
British  socialized  medicine,  told  in  striking  fashion  the 
developments  in  England  under  socialized  medicine. 

Members  of  the  Dona  Ana  County  Medical  Society 
under  the  leadership  of  Dr.  James  C.  Sedgwick,  pres- 
ident, assisted  in  plans  for  the  meeting. 

Retiring  president  of  the  New  Mexico  Medical 
Society  was  Dr.  J.  W.  Hannett  of  Albuquerque. 
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PRE-  AND  POST-OPERATIVE  CARE  IN  CHILDREN* 

By  J.  Lozoya  S.,  M.  D. 

Chief  Surgeon,  Hospital  Infantil,  Mexico  City 


To  date  there  are  few  hospitals  in  the  world  with 
well  established  surgical  pediatric  services.  In  the 
majority  of  hospitals,  and  more  often  in  private 
practice,  the  general  surgeon  takes  care  of  both 
adults  ami  children.  In  this  field  we  are  in  the  same 
state  that  medical  pediatrics  was  twenty-five  or  thirty 
years  ago,  when  the  family  doctor  took  care  of  both 
parents  and  children.  Things  have  started  to  change, 
and  today,  in  big  cities,  not  only  the  family  phyisican 
but  the  public  itself  demands  pediatricians  to  take  care 
of  children. 

There  is  now  a great  movement  in  pediatric  centers 
to  care  for  surgical  problems  of  infancy  and  childhood 
on  a strictly  pediatric  basis.  Dr.  Sidney  Farber  and 
Robert  Gross  are  working  hard  in  the  project  of  the 
Children’s  Medical  Center  of  Boston  where  great 
departments  of  Surgery  and  Pathology  are  pre- 
dominant. Dr.  Herbert  E.  Coe  and  the  speaker  have 
finally  succeeded  in  organizing  the  Surgical  Section 
of  the  American  Academy  of  Pediatrics  last  Novem- 
ber in  Atlantic  City.  The  Hospital  Infantil  of  Mexico 
City  has  around  250  beds  (out  of  600  total)  dedicated 
to  surgical  problems  of  children  (general,  bone,  E.N.- 
T.,  etc.)  Because  of  the  limited  number  of  pediatric 
surgeons,  it  is  still  impossible  to  have  one  on  every 
pediatric  service;  so  it  is  very  important  that  all 
pediatricians,  general  practitioners,  and  general  sur- 
geons be  familiar  with  the  fundamental  precepts  of 
pediatric  surgery  in  the  interest  of  their  small  patients. 

CARE  IN  OPERATION 

The  pre-  and  post-operative  care,  as  well  as  the 
care  during  the  operation,  is  determined  by  the 
characteristic  responses  of  the  organism  at  this  age, 
and  this  may  be  summarized  as  depending  on  the 
hyper-reactivity  of  the  child.  This  seems  to  make 
surgical-problems  in  infancy  more  difficult  from  the 
point  of  view  of  the  public  and  even  of  the  general 
physician,  but  it  is  really  the  best  guaranty  the 
pediatric  surgeon  has,  if  well  understood  and  utilized. 
The  response  of  the  baby  to  therapeutic  measures  is 
prompt  and  precise,  either  favorable  or  unfavorable. 
The  margin  of  safety  in  pediatric  surgery  is  not  very 
wide,  but  knowing  it  well,  one  can  perform  all  sorts 
of  operations  on  the  smallest  baby,  even  in  pre- 
matures weighing  less  than  1500  grams.  There  is  no 
prohibitive  age  for  surgery  today. 

EXAGGERATED  RESPONSES 

The  younger  the  child,  the  more  exaggerated  are 
the  responses.  Realizing  this  fact,  the  pre-,  post- 
operative and  operative  care  is  determined  on  the 
basis  of: 

Thermolability. 

Hydrolability. 

Hypersensitivity  to  hemorrhage. 

Hypersensitivity  to  hvpoproteinemia. 

Hypersensitivity  to  anoxemia. 

Hypersensitivity  to  trauma. 

Hypersensitivity  to  nervous  stimuli. 

Organism  in  a period  of  rapid  growth. 

General  reactions  marked,  either  favorable  or  un- 
favorable. 

Thermoregulation  is  difficult.  The  infant  may  quick- 
ly develop  hyperthermia  or  hypothermia;  and  the  sur- 

•This  paper  delivered  at  Post-Gradute  Medical  Assembly,  San 
Antonio,  Texas,  January  1949. 


geon  has  to  be  very  careful  regarding  temperature 
control.  Hyperthermia  can  be  combatted  with  (1) 
small  ice  cold  enemas  of  20  to  50  c.c.  given  every 
five  minutes  until  the  temperature  approaches  normal; 
(2)  ice  caps  applied  to  the  head  or  those  zones  where 
the  great  vessels  are  close  to  the  skin;  (3)  intravenous 
isotonic  solutions  at  a degree  lower  than  body  tem- 
perature; (4)  aspirin  in  any  way  we  can  administer  it. 
Aspirin  can  be  given  in  the  following  dosages,  every 
four  to  six  hours  if  necessary. 

0 to  2/12  0.01  grams 

3/12  to  6/12  0.02  to  0.05  grams 

7/12  to  1 yr.  0.05  to  0.10  ” 

1 to  3 yrs.  0.10  to  0.15  ” 

4 to  8 yrs.  0.15  to  0.25  ” 

9 to  12  yrs.  0.25  to  0.35  ” 

12  years  on  0.50  grams 

ROOM  TEMPERATURE 

Room  temperature  must  be  adequate.  Do  not 
cover  the  patient  too  much.  We  never  use  cold 
baths  because  they  require  special  equipment  and  are 
very  often  followed  by  upper  respiratory  infections. 
Ether  sprays  are  also  useful.  Low  temperatures  can 
be  controlled  by  heating  the  environment,  iby  warm 
wrappings,  hot  water  bottles,  blankets,  alcohol  rubs 
and  hot  tea  with  brandy.  It  is  well  to  note  here  that 
in  children,  traumatic  or  surgical  shock  is  almost  al- 
ways accompanied  by  hyperthermia  and  very  seldom 
by  hypothermia,  contrary  to  the  response  of  the 
adult  patient. 

It  is  known  that  a great  part  of  the  body  weight 
of  the  adult  is  composed  of  water.  In  the  child, 
especially  in  the  infant,  it  makes  up  an  even  greater 
part,  corresponding  to  75  per  cent  more  or  less,  as 
shown  by  Gamble.  Because  of  this,  the  infant  be- 
comes readily  dehydrated  and  his  resistance  is  thus 
quickly  lowered. 

ACIDOSIS  AND  ALKALOSIS 

Acidosis  and  alkalosis  should  be  carefully  con- 
trolled. The  easiest  and  cheapest  way  for  determining 
that  status  is  by  means  of  urine  tests,  but  sometimes 
blood  chemistry  is  necessary.  Nevertheless,  the  care- 
ful clinical  study  of  the  patient  is  the  best  guide,  and 
careful  observations  should  be  made  as  to  dryness  of 
skin  and  mucous  membranes,  lack  of  normal  turgor 
of  subcutaneous  tissues,  scanty  and  concentrated 
urine,  type  of  respiration,  hyperthermia  and  odor  of 
the  breath.  Acidosis  or  alkalosis  and  dehydration  can 
be  combatted  with  saline,  5 per  cent  glucose  or  sixth 
molar  lactate  Hartmann  solution,  given  intravenously, 
15  to  20  drops  a minute,  alternatively  and  in  propor- 
tion of  30  to  50  c.c.  per  kilo  of  weight  for  the  first 
intravenous  treatment,  or  150  to  200  c.c.  per  kilo  per 
day. 

It  is  not  wise  to  mix  the  solutions.  It  is  better,  as 
said  above,  to  alternate  them.  In  hypoproteinemia, 
low  hemoglobin,  anemia  and  intoxication,  blood  and 
plasma  transfusions  should  be  given.  Give  blood  at  the 
rate  of  10  to  20  c.c.  per  kilo  for  the  initial  dose,  or  30 
to  50  c.c.  per  kilo  a day,  and  plasma  at  half  the  rate 
of  blood.  The  improvement  of  the  patient,  however, 
is  a better  guide  to  the  amount  which  should  be  given, 
than  arbitrary  figures.  Blood  can  be  mixed  with 
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physiological  saline  but  not  with  glucose  solution, 
because  it  makes  small  clots  that  produce  severe 

shock. 

ADVANTAGES  NEEDED 

These  surgical  patients  need  every  possible  physio- 
logical advantage;  and  any  adverse  reaction,  which 
under  other  circumstances  would  be  of  minor  im- 
portance, can  at  such  a time  be  fatal.  Internes  work- 
ing with  children  should  be  familiar  with  the  technique 
of  giving  intravenous  solutions,  so  that  venoclysis  may 
be  maintained  throughout  the  operation  and  after- 
wards. Needles  Nos.  20  or  22  are  used  for  the  veins  of 
the  hand,  wrist,  forearm,  foot,  head  or  neck.  Any 
available  or  visible  vein  may  be  used,  except  the 
longitudinal  sinus  and  the  internal  jugular.  We  never 
cut  for  a vein,  never  use  the  peritoneal  or  rectal  clysis, 
and  very  seldom  use  the  subcutaneous  route.  We 
often  use  a nasal  catheter  to  give  fluids,  by  drop,  into 
the  stomach.  We  believe  the  best  route  for  administer- 
ing fluids  to  a child  is  by  mouth,  and  next  best  is  by 
vein. 

CONSTANT  CHECK 

During  the  operation  the  circulating  nurse  must 
watch  carefully  the  venoctysis  and  control  the  tem- 
perature. At  the  same  time  she  must  check  the 
amount  of  blood  lost  by1  means  of  the  sponges  and  the 
blood  in  the  aspirator  container.  The  surgeon  must 
watch  hemostasis.  In  children  100  or  200  c.c.  of  blood 
lost  may  be  fatal.  If  severe  shock  occurs,  it  is  best  to 
use  washed  red  cells,  especially  in  children  who  have 
received  many  transfusions.  The  viscera  should  be 
handled  gently  and  kept  moist  with  warm  saline. 
Adequate  incisions  should  be  made  no  bigger  than 
necessary  and  no  smaller  than  sufficient.  Dissection 
should  be  made  by  layers,  avoiding  large  unnecessary 
incisions,  or  brutal  bites  with  forceps. 

The  problem  should  be  considered  as  a whole,  with 
the  least  possible  destruction  and  laceration  of  tissues. 
Use  conservative  surgery,  strictly  anatomo-physio- 
logical,  and  consider  that  when  operating  on  a child  we 
are  intervening  in  an  organism  in  its  stage  of  rapid 
growth.  Use  fine  adequate  instruments,  and  avoid 
deep  bites.  Use  fine  suturing  material  between  0 and 
6-0  Suture  by  layers,  making  an  anatomical,  physio- 
logical and  aesthetic  reconstruction.  All  through  the 
operation,  maintain  strict  regulation  of  temperature, 
hydration  and  blood  volume.  These  three  items  are 
decisive  in  serious  operations.  Safety  must  never  be 
sacrificed  to  time.  Prudence  comes  before  haste. 

MAJOR  SURGERY 

In  major  surgery,  especially  in  prematures  and  small 
infants,  the  surgeon  has  to  have  keen  control  of  all 
his  team  in  such  a way  that  when  the  crucial  moment 
arrives,  he  can  obtain  the  integral  assistance  of  his 
team  with  a slight  movement,  look  or  word.  He  is 
the  pilot  responsible  for  the  life  of  the  patient. 

It  is  of  fundamental  importance  to  relieve  pain. 
Generally  aspirin  and  barbiturates  will  accomplish 
this.  Barbiturates  are  seldom  used  in  the  first  two 
weeks  of  life.  A few  drops  of  whiskey  are  used 
instead.  After  two  weeks  of  age  one  miligram  of 
barbiturate  per  kilo,  can  be  given  up  to  two  years, 
then  one  centigram  per  kilo.  This  dose  is  sufficient 
not  only  to  relieve  pain  but  to  act  as  pre-anesthetic 
medication.  We  never  have  to  go  beyond  15  centi- 
grams, even  if  the  weight  should  be  above  the  stated 
ratio.  This  medication  can  be  given  orally,  rectally 
or  intramuscularly.  We  seldom  have  to  use  morphine, 
but  it  can  safely  be  used  after  twro  years  of  age. 
Morphine  hydrochloride  is  better  than  sulfate  or 


sedol.  Ampules  of  0.01  grams  are  used  in  the  following 
dosages. 

2 to  4 years  1/4  of  an  ampule 
5 to  7 ” 1/3 

8 to  10  ” 1/2 

11  to  13  ” 3/4 

After  14  ” 1 ampule 

It  is  necessary  to  check  the  history  to  determine 
sensitivity  to  this  drug. 

PSYCHIATRY  ESSENTIAL 

Rudimentary  knowledge  of  child  psychology  and 
psychiatry  are  essential.  Emotional  fever  and  even 
shock  are  not  infrequent  in  pediatric  surgery,  when 
the  surgeon  does  not  consider  this  factor.  It  is  entirely 
wrong  to  believe  that  pain  is  less  marked  in  children 
than  in  adults. 

Drainage  of  the  gastrointestinal  tract  is  indispens- 
able. Wangensteen’s  syphon  either  with  Levin’s  or 
Muller-Abbott’s  tubes,  works  marvelously  in  older 
children,  but  is  not  easy  to  control  in  very  small 
infants,  where  suction  with  a syringe  and  a Nelaton’s 
catheter  is  more  useful. 

Anoxemia  is  always  dangerous  in  children.  Postural 
drainage  of  the  respiratory  tract  during  the  operation 
and  immediately  after  is  essential.  The  electrical  suc- 
tion apparatus  must  be  used  frequently.  The  position 
of  the  patient  must  be  comfortable  and  should  permit 
easy  respiration  and  a free  working  field  for  the 
anaesthetist.  The  surgical  fields,  as  well  as  the 
instruments  and  the  surgeons’  hands  must  not  weigh 
heavily  on  the  chest  and  abdomen  of  the  patient. 

RESPIRATORY  CAPACITY 

The  child’s  respiratory  capacity  is  always  propor- 
tionately small  and  under  anaesthesia  is  decreased. 
Before,  during,  and  after  operation  the  child  must 
have  plenty  of  oxygen.  Avoidance  of  hemoconcen- 
tration  is  imperative.  There  should  be  an  adequate 
amount  of  red  cells  and  oxygen  in  the  pulmonary 
alvoelae  during  each  respiratory  phase.  This  optimum 
condition  can  be  obtained  by  means  of  supplying 
plenty  of  oxygen  and  an  adequate  proportion  and 
circulation  of  erythrocytes. 

As  for  anaestheisa,  no  matter  what  kind  of 
anaesthetic  is  used,  oxygen  must  be  given  in  large 
quantities  and  anoxemia  carefully  avoided.  Ether  is 
is  preferred,  though  cyclopropane  is  also  very  good. 
Chloroform  or  mixture  containing  it  must  not  be  used 
in  children.  In  very  small  infants  it  is  better  to  use 
ether  by  open  mask  method,  if  the  operation  permits; 
in  any  way  oxygen  may  be  given  by  nasal  catheter. 
Ethyl  chloride  is  very  good  for  induction  in  older 
children. 

PREMEDICATION 

Premedication  is  based  on  the  use  of  homatropine 
compounds  orally  and  (zetalcaloid)  intramuscularly, 
with  barbiturates  by  oral,  rectal,  intramuscular  or 
intravenous  routes.  Intravenous  picrotoxin  is  the 
antidote  for  barbiturate  poisoning.  In  special  cases 
and  in  older  children,  sodium  pentothal  and  curare, 
intravenously,  are  very  good.  Prostigmine  is  the 
antidote  for  curare.  The  abrupt  passing  from  one 
plane  of  anaesthesia  to  another  should  be  avoided. 

Local  or  regional  anaesthesia  is  not  very  much 
used,  because  the  child  becomes  upset  by  all  the  work 
and  movement  of  the  operating  room  and  restless 
with  prolonged  immobilization. 

After  the  operation: 

Drainage  is  used  only  when  it  cannot  be  avoided. 
We  do  not  use  dressings  in  our  patients  unless  the 
wound  is  draining  or  when  compression  is  necessary. 
Dressings  cost  money  for  the  hospital,  extra  work 
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for  the  staff  and  are  of  no  real  advantage  to  the 
patient.  In  this  manner  the  wounds  can  often  be 
cleaned  very  easily  by  the  nurse  or  the  mother. 
Sulfas,  penicillin  and  streptomycin  are  used  freely,  but 
with  sound  clinical  judgment.  Frequent  checks  should 
be  made  on  the  patient  to  be  sure  that  respiratory, 
urinary  and  gastro-intestinal  tracts  are  functioning 
normally.  Temperature  control,  hydration  and  trans- 
fusions should  be  used  as  needed. 

EARLY  AMBULATION 

Allow  the  patient  to  move  spontaneously,  freely, 
as  soon  as  possible,  in  bed  and  also  out  of  bed. 
Pediatric  surgeons  were  the  first  to  start  “early 
ambulation”  many  years  ago,  because  children  made 
the  decision  themselves. 

Give  food  soon,  provided  the  correct  diet  is  given 
in  accordance  with  pediatric  precepts.  Hyper- 
caloric diets  in  small  volume  and  in  tasty  form  should 
be  prescribed.  Cereal  gruels  with  soya  flour  and 
condensed  milk  are  especially  good.  There  is  no 
better  way  to  give  proteins  and  fluids  than  by  mouth. 

Every  one  in  the  service  must  keep  in  mind  that 
pediatric  surgery  must  be  strictly  conservative,  be- 
cause the  child  is  an  organism  in  a stage  of  rapid 
growth.  It  is  of  paramount  importance  to  remember 
that  the  child  reacts  intensely  to  all  therapeutic  mea- 
sures, favorably  or  unfavorably.  “Keep  close  to  the 
patient  all  the  time”  is  the  first  and  most  valuable 
rule  in  a surgical  pediatric  service. 

Of  course  there  are  many  special  techniques  that 
cannot  be  outlined  in  a paper  of  this  length. 

Good  pediatric  nursing  care  and  precise  co-ordina- 
tion of  all  hospital  services  are  decisive  factors.  With- 
out them  we  should  be  lost.  The  time  of  “individual 
surgery”  is  definitely  past.  It  must  give  way  to 
“Institutional  surgery.” 


Penicillin  with  Dental  Extractions 

Heitzman,  E.  J.,  and  Cutts,  F.  B.:  Sub- 
Acute  Bacterial  Endocarditis;  a Review  of 
45  Cases,  Rhode  Island  M.J.  32:611  (Nov.) 
1949. 

That  recent  dental  extractions  without  the  prophy- 
lactic use  of  penicillin  is  apparently  an  important  pre- 
cipitating cause  of  subacute  bacterial  endocarditis  is 
concluded  from  an  analysis  of  the  records  of  45  pa- 
tients with  subacute  bacterial  endocarditis  studied  in 
the  Rhode  Island  Hospital  during  a 10-year  period. 

43  of  the  patients  had  rheumatic  heart  disease, 
2 congenital  heart  disease. 

19  patients  were  treated  from  1939  to  1943  inclu- 
sive, 26  from  1944  to  1948.  Only  1 patient  in  the 
1939-43  group  gave  a history  of  recent  tooth  extrac- 
tion, as  compared  with  8 in  the  1944-48  group.  The 
authors  state  that  in  many  instances  the  record  con- 
tained no  statement  regarding  tooth  extraction.  None 
of  the  patients  had  received  prophylactic  antibiotics 
prior  to  oral  surgery.  The  authors  state  that  they 
were  unable  to  discover  any  patient  who  underwent 
dental  extraction  with  the  preoperative  administration 
of  penicillin  who  subsequently  developed  subacute 
bacterial  endocarditis. 

Prior  to  1944,  65%  of  the  patients  with  subacute 
bacterial  endocarditis  died  and  the  remainder  left  the 
hospital  unimproved  and  in  poor  condition.  Since  1944, 
12  of  the  26  patients  died;  2 of  these  had  received  no 
penicillin.  14  patients  were  apparently  cured. 


Famous  Physician  to  Edit  Family 
Doctor  Journal 

Dr.  Walter  Alvarez,  senior  consultant  in  the  divi- 
sion of  medicine  in  the  Mayo  Clinic  and  widely 
known  author  and  medical  lecturer,  has  been  ap- 
pointed medical  editor  of  “GP”,  published  by  the 
American  Academy  of  General  Practice. 

The  first  issue  of  the  medical  association’s  signifi- 
cant new  journal  has  been  mailed  to  its  12,000  mem- 
bers and  other  subscribers. 

The  selection  of  Doctor  Alvarez  to  succeed  Dr.  F. 
Kenneth  Albrecht,  who  died  following  an  automobile 
accident  last  month,  was  announced  by  Mac  F.  Cabal, 
Executive  Secretary  of  the  Academy  and  Managing 
Publisher  of  “GP”. 

Doctor  Alvarez  is  one  of  the  nation’s  best  known 
physicians.  He  has  been  referred  to  as  the  “Twenti- 
eth Century  Osier”  by  those  who  would  compare  him 
with  the  famous  Johns  Hopkins  physician  who  was 
knighted  by  the  British  king. 

NATIVE  CALIFORNIAN 

A native  of  California,  Doctor  Alvarez  received 
his  M.D.  degree  from  Stanford  University  Medical 
School  and  later  studied  at  Harvard.  Since  1926  he 
has  been  associated  with  the  Mayo  Clinic  in  Roch- 
ester, Minnesota,  and  has  held  the  position  of  Profes- 
sor of  Medicine  of  the  Mayo  Foundation  of  the  Uni- 
versity of  Minnesota  since  1934.  Doctor  Alvarez  has 
been  a prolific  writer  on  medical  subjects  for  many 
years  and  has  served  as  editor  on  both  “The  American 
Journal  of  Digestive  Diseases”  and  “Gastroenter- 
ology”. He  has  been  contributing  author  to  several 
important  books  and  has  more  than  650  articles  in 
the  medical  literature  throughout  the  country. 

Having  reached  the  age  of  retirement  at  the  Mayo 
Foundation,  he  is  moving  his  residence  to  Chicago 
where  he  will  assume  the  duties  of  medical  editor  of 
“GP”. 

The  journal  is  published  by  the  Academy’s  head- 
quarters office  in  Kansas  City,  Broadway  at  Thirty- 
Fourth  Street. 

The  appointment  of  the  new  editor  from  among 
several  outstanding  candidates  was  made  following 
a meeting  of  the  Academy’s  Publication  Committee  in 
Chicago.  Dr.  Stanley  R.  Truman,  Oakland,  California, 
president  of  the  Academy,  is  chairman  of  the  com- 
mittee. Other  members  are:  U.  R.  Bryner,  M.  D.,  Salt 
Lake  City,  Utah,  Arthur  N.  Jay,  M.  D.,  Indianapolis, 
Indiana,  and  D.  G.  Miller,  Jr.,  M.  D.,  Morgantown,  j 
Kentucky. 


Pernicious  Anemia  Relapse 

Erf  and  Wimer11  (Jefferson  College  Medical  School, 
Philadelphia)  treated  a pernicious  anemia  patient  in 
relapse  using  vitamin  B12  in  doses  of  25  micrograms 
intramuscularly  on  two  successive  days.  The  patient 
was  followed  for  114  days  and  the  peak  level  of  red 
blood  cells  occurred  on  the  eighty-sixth  day.  They 
also  treated  two  other  patients  with  pernicious  anemia 
in  relapse,  one  of  whom  had  severe  subacute  com- 
bined degeneration.  Following  a single  dose  of  32 
micrograms  of  vitamin  B12  from  Streptomyces  griseus 
the  patient  without  neurologic  complaints  had  a good 
hematologic  response.  The  dose  was  repeated  in  the 
patient  with  combined  degeneration  and  ultimately 
definite  neurologic  as  well  as  hematologic  improve- 
ment took  place. 
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A CASE  OF  EXTREME  SPONDYLOLISTHESIS  WITH 
COMPLETE  LUMBO-SACRAL  DISLOCATION 
AND  DOWNWARD  OVERRIDING  OF  THE 
DISPLACED  FIFTH  LUMBAR  VERTEBRA 

Bv  Dr.  Alvaro  Rodriguez  Villarreal 
Torreon,  Coahuila,  Mexico 


The  author  wishes  to  present  a radiologic  study  of 
an  interesting  case  and  accompany  this  with  a rather 
incomplete  clinical  history.  It  is  being  presented  be- 
cause in  reviewing  the  literature  there  was  not  even 
mentioned  another  case  with  similar  characteristics 


Fig.  1 — Antero-posterior  view  of  the  lumbo- 
sacral area  showing  the  extreme  spondy- 
lolisthesis with  the  presence  of  an  ovoid 
shadow  representing  the  bodies  of  the  lower 
lumbar  vertebrae  projected  against  the 
sacrum. 

to  the  one  being  presented.  I believe  this  unusual 
case  will  very  well  compensate  for  what  is  lacking 
in  the  history  and  clinical  story. 

This  is  a radiologic  study  of  the  lumbo-sacral  area 
of  the  vertebral  column  on  a Mrs.  P.  C.  referred  to 
me  by  Dr.  Jose  Gonzalez  Villarreal,  who  aroused  my 
curiosity  as  to  the  lesion  which  had  been  discovered. 
With  the  help  of  Dr.  J.  G.  Villarreal  who  supplied 
me  with  the  necessary  information  and  physical  ex- 
amination data,  I will  describe  the  roentgenograms 
and  interpret  them. 

CASE  REPORT 

The  films  will  be  described  first  and  these  may 
be  seen  in  the  accompanying  illustrations,  Figures  1 
and  2.  These  consist  of  an  anterior-posterior  view 


and  a lateral  view  of  the  lumbo-sacral  area.  It  will  be 
noted  in  the  A-P  view  that  at  first  glance  there  ap- 
pear to  be  only  two  lumbar  vertebrae  with  the  ribs 
situated  practically  on  top  of  the  iliac  crest.  In  the 
region  of  the  sacrum,  there  is  observed  the  presence 
of  a dense  shadow  that  was  interpreted  finally  as  re- 
sulting from  the  superposition  of  the  x-ray  images  of 
the  third,  fourth  and  fifth  lumbar  vertebrae  in  front 
of  the  sacrum.  The  lateral  x-ray  shows  clearly  the 
complete  subluxation  of  the  vertebral  column  with 
the  fifth  lumbar  vertebra  lying  squarely  in  front  of 
and  beneath  the  upper  portion  of  the  sacrum. 

The  patient  was  a female,  of  Mexican-Indian  de- 
scent, thirty-eight  years  old,  married,  and  by  occupa- 
tion, a cook.  At  the  time  she  came  to  my  office  she 
was  walking  in  an  erect  position.  It  was  immediately 
apparent  that  she  was  of  very  short  stature  with  her 
trunk  being  out  of  proportion  to  her  legs,  and  much 
shorter,  apparently,  than  her  lower  extremities.  She 
solicited  the  services  of  Dr.  Gonzalez  Villarreal 
originally  because  of  a vaginitis.  The  etiology  of  this 
was  unknown.  The  gynecologist  ordered  a radio- 
logical survey.  On  vaginal  examination,  however, 
there  was  felt  a prominent  mass  in  the  posterior 
fornix  of  the  vagina  which  was  felt  to  be  an  unusually 
prominent  promontory  of  the  sacrum. 

GENERAL  INSPECTION 

In  the  general  inspection  of  the  undressed  patient, 
the  disproportion  of  the  lower  extremities  to  the  trunk, 
and  the  proximity  of  the  last  ribs  to  the  iliac  crest 
were  immediately  apparent.  A marked  depression  in 
the  patient’s  back  in  the  lumbo-sacral  area  was  found 
also.  The  patient,  when  questioned,  stated  that  she 
had  pain  where  the  ribs  pressed  on  the  iliac  crests 
whenever  she  did  moderate  or  heavy  exercise  There 
was  also  some  pain  in  the  lumbo-sacral  region  itself 
with  exertion. 

Further  investigation  of  the  history  revealed  that 
some  years  prior  to  the  present  illness,  she  had  what 
was  called  rheumatism  and  was  in  bed  for  a period 
of  one  year.  Before  that  the  patient  was  well.  She 
stated  that  she  was  normal  in  stature,  and  had  never 
had  any  injury  or  illness  which  might  account  for  her 
present  trouble.  She  was  married  when  she  was 
eighteen  and  became  pregnant  during  her  first  year 
of  marriage.  After  a difficult  childbirth  which  ended 
in  a crouching  position,  she  noticed  a sudden  pain 
in  the  vertebral  column  in  the  lower  part  of  the  back. 
Since  then  she  had  low  back  pain  off  and  on  and  some 
of  the  time  quite  disabling  in  degree.  The  backache 
radiated  down  into  both  legs.  The  pain  gradually 
increased  in  intensity  and  her  attacks  of  severe  pain 
came  more  frequently.  Approximately  six  years  after 
the  birth  of  her  child,  the  patient  developed  crural 
paraplegia  with  incontinence  of  the  bladder  and  rec- 
tum. She  was  in  this  state  for  approximately  one 
year.  Toward  the  end  of  the  year,  the  incontinency 
disappeared  and  she  also  regained  the  ability  to  use 
her  legs.  No  medicines  appeared  to  be  effective  in 
producing  this  improvement.  During  the  time  in 
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which  she  was  disabled  so  badly  she  walked  in  a 
peculiar  position  with  her  trunk  thrust  forward. 

COMMENT 

The  history  given  by  the  patient,  in  the  opinion  of 
the  author,  does  not  satisfactorily  explain  the  path- 
ology found  in  the  lumbo-sacral  joint  in  the  x-rays; 
for  it  is  felt  that;  there  should  be  a history  of  a severe 
trauma  to  produce  so  much  displacement. 

There  existed  undoubtedly  and  originally  a con- 
genital spondylolisis  (a  bilateral  fissure  of  the  inter- 
articular  portion  of  the  vertebral  arch,  the  inter- 


Fig.  2 — Lateral  view  of  the  lumbo-sacral 
area  showing  the  complete  forward  and 
downward  displacement  of  the  fifth  lumbar 
vertebra  on  the  sacrum  so  that  it  lies  well 
beloiv  the  upper  end  of  the  sacrum. 

apophyseal  isthmus)  which  may  have  been  in  effect 
a true  asymptomatic  spondylolisthesis  with  less  dis- 
placement than  was  found  in  the  films.  It  is  felt  that 
this  spondylolisthesis  was  aggravated  at  the  time  of 
labor,  and  it  became  symptomatic  in  the  form  of 
chronic  low  back  pain  and  later  on  in  the  other 
symptoms  innumerated  above  in  the  case  report.  The 
dis-alignment  of  the  fifth  lumbar  vertebra  over  the 
sacrum  became  more  and  more  severe  with  the 
anterior  portion  of  the  neural  arch  of  the  vertebrae 
going  forward  with  the  body  and  the  posterior  por- 
tion of  the  neural  arch  and  spinous  process  remaining 
posterior.  This  progressive  subluxation  resulted  in 
compression  of  the  nerve  root  possibly  between  the 
articular  surface  of  the  sacrum  and  the  apophyseal 
joint  surfaces  of  the  fifth  lumbar  vertebra  and  in 
addition  to  this  probably  there  was  pressure  by  the 
displaced  vertebrae. 


The  disappearance  of  the  paraplegia  later  could  be 
explained  by  supposing  that  these  isolated  portions 
of  the  bone  were  resorbed  over  a period  of  time  re- 
leasing the  pressure  on  the  cauda  equina. 

The  foregoing  interpretation  may  explain  in  part 
the  clinical  history  as  related  by1  the  patient  but  there 
are  still  left  a great  quantity  of  “hows”  and  “whys” 
which  are  unanswerable.  It  is  to  be  hoped  that  some 
of  the  readers  of  this  article  better  acquainted  with 
such  subjects  than  I am  may  be  better  able  to  inter- 
pret this  case  and  if  so,  it  is  hoped  that  they  will 
write  me  and  inform  me  of  their  opinion. 

SUMMARY 

1.  A very  unusual  case  of  severe  spondylolisthesis 
is  reported  in  which  the  fifth  lumbar  vertebra  slipped 
forward  and  then  downward  on  the  sacrum  until  the 
fifth  lumbar  vertebra  lay  completely  in  front  of  and 
below  the  upper  portion  of  the  sacrum. 

2.  These  x-ray  findings  were  encountered  in- 
cidentally in  a gynecological  patient. 

3.  Her  presenting  symptoms  as  far  as  her  skeletal 
deformities  were  concerned,  were  pain  where  her  ribs 
pressed  on  her  iliac  crests  and  some  low  back  pain. 

4.  There  was  no  ldstory  of  trauma  in  this  case, 
although  she  had  a sudden  severe  onset  of  symptoms 
at  the  termination  of  a difficult  labor  with  her  first 
pregnancy. 

5.  A very  interesting  feature  of  the  history  was 
that  the  patient  had  a partial  paraplegia  with  in- 
continence of  the  bladder  and  rectum  for  a period  of 
one  year,  thirteen  years  before  she  was  seen  by  the 
author. 

6.  It  is  difficult  to  reconcile  the  clinical  and  x-ray 
findings  with  the  history,  and  so  ne  comments  are 
made  upon  this  by  the  author. 


Editorial  Comment 

T bis  is  an  excellent  paper  reporting  a very  rare  case  of 
spondylolisthesis  uitb  extreme  downward  displacement  of  the 
fifth  lumbar  vertebra.  The  editors  of  SOUTHW'ESTERN 
Al EDICINE  have  taken  the  liberty  of  making  a free  and 
liberal  translation  of  the  paper  as  originally  submitted  in 
Spanish.  They  have  felt  this  necessary  in  order  to  make  it 
more  readable;  for  literal  translations  are  always  awkard 
and  less  pleasant  for  the  reader. 


Pr.  <15.  If.  Jfttjgerali) 

Dr.  Guy  Harlan  Fitzgerald,  Tucson  physician  for 
the  past  18  years,  died  recently.  He  was  76  years  old. 

Born  in  Cleveland,  Ohio,  Dr.  Fitzgerald  came  to 
Bisbee  in  1914,  where  he  practiced  until  coming  to 
Tucson  in  1932. 

Survivors  are  his  wife,  Alice  W.,  Tucson;  three 
brothers,  J.  E.,  Washington,  D.  C.,  Dr.  Fred  S., 
Morris,  111.;  Dr.  Charles  A.,  Clarion,  Pa;,  and  three 
sisters,  Mrs.  Mildred  Knapp,  Clarion,  Miss  Irene  Fitz- 
gerald, Houston,  Tex.,  and  Mrs.  Avis  McClow, 
Chicago. 

Dr.  Fitzgerald  graduated  from  the  Western  Re- 
serve Medical  School  in  Cleveland  in  1898.  He  was 
a member  of  the  American  Medical  Association,  The 
American  College  of  Surgeons,  the  Arizona  and  Pima 
County  Medical  Societies.  The  physician  was  a life 
member  of  the  Ballut  Abyad  Temple,  Albuquerque, 
N.  M.,  a member  of  the  Perfect  Ashlar  No.  12,  F & 
AM.  Bisbee,  and  the  Bisbee  commandery  No.  4 
Knights  Templar. 
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CHRONIC  ULCERATIVE  COLITIS  WITH  CASE  REPORTS 

(Estudio  Sobre  "Colitis  Ulcerosa  Cronica”  con  Presentacion 
de  Algunos  Casos  Clinicos) 

By  Dr.  Roberto  Castaneda  a la  Torre 
Ciudad  Juarez,  Chihuahua,  Mexico.  Feb.  11,  1949 


Anatomically,  colitis  is  separated  into  two  main 
groups,  the  so-called  false,  or  functional  colitis,  and 
true  or  organic  colitis.  We  further  divide  organic 
colitis  into  two  sub-groups,  namely,  ulcerative  colitis 
of  known  cause,  and  ulcerative  colitis  of  unknown 
etiology,  termed,  usually,  chronic  ulcerative  colitis. 
Historically  we  find  that  the  first  cases  were  reported 
by  Wilks  in  Moxon  in  1875.  Hale  White  mentioned 
the  subject  in  1888.  Later  in  1912,  Segond  Cade 
Hutinel,  and  Nobecourt  reported  a small  number  of 
cases.  However,  on  the  North  American  continent, 
real  credit  for  the  recognition  of  this  lesion  must  be 
given  to  Dr.  A.  H.  Logan,  who,  in  1919,  presented 
117  cases.  Dr.  A.  E.  Rargen  from  the  Mayo  Clinic 
in  1942,  presented  3,600  cases.  In  Mexico  this  subject 
has  been  brought  to  the  front  by  two  physicians,  Dr. 
Jorge  Flores  Espinoza,  and  Dr.  A.  Acevedo. 

Great  emphasis  is  placed  on  the  variety  which 
exists  in  the  nomenclature  of  this  disease,  such  as: 
Ulcerative  rectocolitis  of  unknown  etiology;  colitis 
gravis  (German  School);  streptococci  chronic  ulcer 
active  colitis  ( North  American  School  with  A.  Bargen); 
Idiopathic  ulcerative  colitis;  colitis  ulcerosa  grave; 
rectocolitis  ulcerosa  grave  hemorragica;  etc. 

CLINICAL  STUDY 

Our  Clinical  study  has  been  conducted  as  follows: 
Critical  analysis  of  the  history;  complete  physical  ex- 
amination; sigmoidoscopy  with  histopathological  ex- 
amination; radiographic  examination  and  microscopic 
examination  of  the  stools.  In  the  critical  examination 
of  the  history  one  must  consider  first  the  general 
conceptions  of  the  disease. 

In  this  study  it  has  been  noted  that  this  particular 
type  of  colitis  is  much  more  frequent  than  is  generally 
thought;  the  diagnosis  is  often  missed  because  one 
fails  to  consider  the  possibility  and  to  look  for  it.  In 
our  series  of  cases  there  is  essentially  no  difference 
as  regards  the  sex. 

It  was  found  to  be  more  frequent  between  the 
ages  of  twenty  and  forty  years,  but  was  not  in- 
frequently seen  in  children,  and  in  the  aged.  In  the 
group  of  cases  presented,  the  ages  varied  from  six 
to  sixty-six.  It  should  be  noted  here  that  when  the 
disease  has  developed  prior  to  puberty,  it  causes  ar- 
rest of  the  somatic  and  psychical  development  of  the 
individual. 

CONSTIPATION 

Heredity  apparently  does  not  play  a part,  and 
there  was  no  predisposition  as  regards  race.  It  was 
found  that  episodes  of  constipation  with  acute  at- 
tacks of  simple  diarrhea  were  among  the  first  ob- 
jective symptoms  noted  by  the  patient.  The  history 
of  these  patients  revealed  that  essentially  all  of  them 
had  symptoms  referable  to  the  gastro-intestinal  tract, 
such  as  dysentery,  gastro-duodenitis,  or  post-prandial 
discomfort.  It  was  felt  that  social  and  hygienic  con- 
ditions might  well  play  a part,  and  that  in  some  of 
these  cases  the  bacterial  and  parasitic  colitises  seen 
during  the  summer  months  may  well  have  been  per- 


haps an  instigating  factor.  In  some  cases,  focal  in- 
fection was  considered  to  play  a part,  and  in  other 
cases  indiscretions  in  diet  which  continually  traumatize 
the  large  bowel  were  considered  to  be  of  etiological 
significance. 

It  is  considered  that  there  are  four  cardinal  symp- 
toms as  regards  the  dysenteric  syndrome;  namely, 
pain,  false  desire  to  move  the  bowels,  tenesmis,  and 
so-called  false  diarrhea.  In  this  connection  it  may 
safely  be  said  that  the  prognosis  in  the  acute  form, 
manifesting  these  four  cardinal  symptoms,  has  been 
greatly  improved  since  modern  chemo-therapeutic 
agents  have  been  employed  in  the  treatment.  The 
same  applies  to  some  degree  to  the  group  of  chronic 
disease,  and  several  chronic  cases  are  reported  with 
periods  of  good  health  for  over  a period  of  ten  years. 

This  type  of  colitis  is  very  often  accompanied  by 
complications.  For  purposes  of  study,  these  can  be 
divided  into  local  and  general  complications  as  fol- 
lows : 

LOCAL  COMPLICATIONS 

1.  Poliposis. 

2.  Obstruction  and  stenosis  of  large  bowel. 

3.  Perirectal  or  perisygmoid  abscesses. 

4.  Cancer  of  the  large  bowel. 

5.  Perforation  of  the  large  bowel. 

6.  Massive  hemorrhage. 

7.  Fistulas. 

8.  Prolapse  of  rectus. 

9.  Fissures  of  anus. 

10.  Hemorrhoids. 

11.  Pruritus  ani. 

GENERAL  COMPLICATIONS 

1.  Arthritis. 

2.  Muco-cutaneous  manifestations. 

3.  Renal  insufficiency. 

4.  Endocarditis. 

5.  Hemiplegia  due  to  embolism. 

6.  Phlebitis. 

7.  Splenomegaly. 

8.  Edema  due  to  hypoproteinemia. 

9.  Neuritis  of  different  types. 

10.  Thromboangiitis  obliterans. 

11.  Abscesses  in  the  liver. 

12.  Acute  yellow  atrophy  of  the  liver. 

13.  Parenchymatous  degeneration. 

14.  Suppurative  parotiditis. 

15.  Cachexia  and  anemia. 

16.  Physical  and  mental  infantilism. 

In  the  cases  considered  pseudopolyposis  was  the 
most  frequent  complication,  and  it  was  noted  that 
many  of  the  cases  had  complications  which  could  be 
classified  both  under  the  heading  of  local  and  gen- 
eral. 

SIGMOIDOSCOPY 

Sigmoidoscopic  examination  is  considered  to  be 
of  prime  importance,  and  probably  of  more  import- 
ance in  this  series  of  cases  than  the  radiographic  ex- 
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amination.  Microscopic  examinations  of  the  stool,  if 
carefully  done,  were  found  to  be  of  great  importance. 
Two  other  procedures  which  were  found  to  be  bene- 
ficial were  the  lipo-soluble  albumin  reaction,  and  the 
technique  used  to  isolate  the  diplo-streptococcus  of 
Bargen. 

It  was  impossible  to  reach  any  exact  conclusion 
as  regards  the  etiopathogenesis.  Various  theories, 
such  as  co-existing  allergy,  nutritional  deficiency, 
bacterial  invasion,  and  even  psychosomatic  problems 
were  considered.  It  is  interesting,  however,  to  note 
that  on  several  occasions  amoebic  dysentery  had  been 
present  prior  to  the  inception  of  true  chronic  ulcerative 
colitis.  As  to  the  prognosis,  the  opinion  is  expressed 
that  the  word  “control”  should  be  used  instead  of 
“cured”.  As  regards  treatment,  the  usual  medical 
treatment,  consisting  of  support  and  anti-biotic  and 
chemotherapeutic  agents  was  stressed,  and  the  place 
of  surgery  was  discussed  at  some  length,  especially 
as  regards  Ileostomy,  which  in  two  of  the  reported 
cases  produced  very  adequate  results.  AUTHOR’S 
ABSTRACT. 


Distinguished  Speaker  at  Safford  Meeting 

Dr.  Arthur  E.  Smith,  M.D.,  D.D.S.,  F.A.C.S.,  Los 
Angeles,  noted  oral  and  plastic  surgeon,  was  the 
principal  speaker  at  the  recent  meeting  of  the  Gra- 
ham County  Medical  Society  in  Safford,  Ariz. 

Dr.  Smith  spoke  on,  “The  Detailed  Surgical  Tech- 
nique of  Various  Types  of  Reconstructive,  Plastic, 
Maxillo-Facial  and  Oral  Surgery.”  The  lecture  was 
accompanied  by  several  reels  of  exemplary  and  in- 
structive colored  motion  pictures. 

Dr.  Smith  is  senior  staff  member,  California  Hos- 
pital, Los  Angeles;  senior  staff  member,  St.  Vincent’s 
Hospital,  Los  Angeles;  senior  consultant,  Veterans’ 
Hospital  at  Sawtelle,  Los  Angeles;  consultant,  Mis- 
sion Hospital,  Huntington  Park;  professor  of  re- 
constructive plastic,  maxillofacial  and  oral  surgery, 
University  of  Southern  California. 

ROBERT  S.  KELIER,  M.D.,  President, 
Graham  County  Medical  Society 
Safford,  Ariz. 


“Doctor  of  the  Year’’ 

DR.  JIM  CAMP  WAS  HONORED  at  a banquet 
in  Pecos  last  night.  He  was  named  “Doctor  of  the 
Year”  of  this  district  of  the  State  Medical  Associa- 
tion. 

Dr.  Camp  is  ending  50  years  as  a general  prac- 
titioner. He  has  helped  at  the  births  and  watched 
the  deaths  of  innumerable  people  of  Pecos  and  the 
surrounding  territory.  He  has  grown  to  ibe  the  first 
friend  of  the  community,  a well  beloved  citizen. 

Dr.  Camp’s  tribe  is  all  too  few,  and  it  is  to  be 
hoped  that  they  do  not  disappear.  The  profession 
must  see  that  they  do  not. 

We  do  not  wonder,  either.  We  feel  sure  that  Dr. 
years  in  Pecos,  or  anywhere  else,  under  a system  of 
socialized  medicine  such  as  the  socialists  who  mas- 
querade under  false  labels  would  bring  to  this  country. 

We  do  not  wonder,  either.  We  feel  sure  that  Dr. 
Camp  would  never  have  existed  under  socialized 
medicine.  That  system  makes  bureaucrats  of  phy- 
sicians and  bureaucrats  are  victims  of  the  vocational 
diseases  of  sloth  and  inefficiency.  They  wouldn’t 
work  as  Jim  Camp  has  for  half  a century. 

Many  a time  in  the  cold  darkness,  Dr.  Camp  has 
driven  away  from  his  warm  home  to  deliver  a baby. 
The  mother,  and  the  helpless  father,  welcomed  him, 
trusted  him,  and  worried  no  more  after  his  arrival. 

But  suppose  a bureaucrat  had  arrived  to  do  the  job. 
Reprinted  from 
EL  PASO  HERALD  POST 


Urethane  (Ethyl  Carbamate)  Therapy 
In  Multiple- Myeloma 

“Four  patients  with  multiple  myeloma  have  been 
treated  with  urethane  (ethyl  carbamate)  for  eight  to 
ten  weeks  in  total  doses  of  120-290  gm.  and  observed 
over  periods  ranging  from  seven  to  thirteen  months. 
Striking  benefit  relating  to  all  aspects  of  the  disease 
was  observed. 

“.  . . the  administration  of  urethane  to  patients 
with  multiple  myeloma  alters  the  fundamental  abnor- 
mality of  the  disease  in  a selective  and  beneficial 
way  made  possible  by  previously  available  therapeutic 
agents. 

“The  urethane  was  given  in  divided  doses  by 
mouth  in  the  form  of  an  elixir  or  syrup.  All  four  of 
the  patients  tolerated  the  chemical  exceptionally  well 
with  virtually  no  gastrointestinal  symptoms.  During 
the  first  three  to  four  weeks  they  were  given  4-6  gm. 
per  day.  Three  patients  developed  leukopenia  follow- 
ing which  the  dose  was  reduced  to  about  2 gm.  daily 
or  temporarily  suspended.  Further  fall  in  the  white 
cell  count  did  not  occur.  The  urethane  was  given  over 
a period  of  about  two  months  and  then  discontinued 
. . . . Two  patients  relapsed  and  were  given  a second 
course  of  therapy. — Loge,  J.  P.,  and  Rundles,  R.  W., 
Blood,  J.  Hematology,  4:201,  1949. 


Agranulocytosis 

Cahan,  A.  M.;  Meilman,  E.,  and  Jacobson, 
B.  M.:  Agranulocytosis  Following  Pyriben- 
zamine;  Report  of  a Case,  New  England 

J.Med.  241:865  (Dec.  1)  1949. 

A case  of  agranulocytosis  subsequent  to  pyriben- 
zamine  therapy  successfully  treated  with  penicillin, 
folic  acid  and  supportive  treatment  is  reported. 

The  patient  was  a 39  year  old  woman  who  received 
a total  of  4 Gm.  of  pyribenzamine  over  a period  of 
5y£  weeks  in  treatment  of  a spreading  rash  diagnosed 
as  a contact  dermatitis.  Two  days  before  admission 
to  the  hospital  and  a day  after  onset  of  chills,  fever, 
prostration  and  sore  mouth,  the  patient  discontinued 
the  pyribenzamine  and  took  several  empirin  tablets. 

Treatment  consisted  of  penicillin  in  a dosage  of 
100,000  units  intramuscularly  every  3 hours  for  6 days, 
then  every  8 hours  to  a total  dosage  of  4,800,000  units. 

Supportive  therapy  included  a soft  diet  and  multi- 
vitamin capsules.  Folic  acid  was  started  on  the  3rd 
hospital  day. 

On  the  day  of  admission  the  white  blood  cell  count 
was  3,200  with  8%  neutrophils  and  6%  basal  forms. 
On  the  8th  day  the  white  count  had  risen  to  7,500  and 
70%  neutrophils,  27%  lymphocytes  and  3%  mono- 
cytes. 

The  Effect  of  Procaine  Penicillin  on  the 
Bacteriostatic  Action  of  Sulfadiazine 

“Because  procaine  has  been  reported  to  interfere 
with  the  bacteriostatic  action  of  the  sulfonamides,  it 
seemed  important  to  determine  whether  or  not  the 
amount  of  procaine  administered  in  the  usual  thera- 
peutic dose  of  procaine  penicillin  has  any  demon- 
strable antisulfonamide  effect. 

“Results  obtained  in  this  study  show  that  the 
bacteriostatic  activity  of  sulfadiazine  in  the  serum  of 
children  receiving  therapeutic  doses  of  sulfadiazine 
is  not  affected  by  the  administration  of  presently 
available  procaine  penicillin  preparations  when  the 
latter  are  also  given  in  the  usual  therapeutic  dosage.” 
— Goldberg,  D.,  and  Kagan,  B.M.,  J .Lab. Clin. M.  35:63, 
1950. 
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ADVANTAGES  OF  THE  CERVICAL  TRANSPERITONEAL 
TRANSVERSE  CAESAREAN  SECTION 

( Ventajas  de  la  Cesarea  Cervical  Transperitoneal  TransversaJ 

By  Dr.  Carlos  Miranda  Garzon 
Ciudad  Juarez,  Chihuahua,  Mexico.  Feb.  10,  1950 


The  problem  of  uterine  infection  is  no  longer  con- 
sidered as  great  a menace  to  caesarean  section  as  it 
was  previously,  because  of  the  acquisition  of  modern 
anti-biotic  and  chemo-therapeutic  agents,  plus  the 
great  advances  in  surgical  technique.  There  has  been 
a noticeable  change  in  the  major  condition  and  in- 
dications regarding  this  particular  surgical  procedure. 
This  may  be  stated  as  follows: 

There  has  been  a notable  increase  in  the  percent- 
age of  conservative  sections;  for  the  most  part,  those 
which  have  simplified  technique,  such  as  a trans- 
peritoneal surgical  caesarean  section.  There  has  been 
essentially  complete  abandonment  of  the  extraperi- 
toneal  caesarean  sections.  This  technique  is  con- 
sidered complicated,  useless,  and  not  without  danger. 
It  may  be  stated  that  the  Portes  caesarean  section 
with  exteriorization  of  the  uterus  has  been  essentially 
completely  abandoned,  mainly  due  to  the  fact  that 
there  is  rarely,  if  ever,  an  indication  for  this  particular 
type  of  operation. 

The  Porro  type  of  section  with  removal  of  the 
uterus  is  becoming  a rare  procedure,  and  having  its 
only  justification  perhaps  in  uteri  which  have  neo- 
plastic disease.  Drainage  is  rarely  instituted,  since  it 
has  been  found  that  it  will  not  take  care  of  any  com- 
plications that  cannot  be  solved  by  the  proper  use  of 
anti-biotic  therapy. 

CLASSIC  DESCRIPTIONS 

In  Mexico  the  transperitoneal  caesarean  section 
has  been  used  for  many  years.  The  technique  follow’s 
the  classic  descriptions  (De  Lee,  Williams,  etc.),  with 
a longitudinal  and  retrovesical  incision  of  the  cervical 
segment.  The  work  of  Matus  of  Chile,  and  of  Aguirre 
from  Chihuahua  has  shown  quite  clearly  that  the 
transverse  incision  possesses  certain  advantages;  and, 
since  July,  1949,  when  we  adopted  this  technique,  we 
have  been  able  to  make  the  following  observations 

First,  in  making  the  longitudinal  incision,  a great 
number  of  muscular  fibers,  which  are  cut  perpendi- 
cularly, heal,  producing  considerable  amount  of 
fibrous  tissue,  which  results  in  the  loss  of  the  elasti- 
city and  contractility  in  the  severed  segment,  which, 
of  course,  interferes  with  its  function. 

Secondly,  the  technical  difficulties  in  making  an 
incision  consist  principally  in  havng  to  make  a great 
separation  of  the  bladder,  so  that  the  incision  in  the 
uterus  is  of  adequate  size.  This  is  not  usually  obtained; 
and  because  of  it,  the  superior  angle  is  often  ruptured 
during  the  delivery  of  the  head  which  causes  the 
technique  to  really  lose  its  purpose.  During  the 
closure  the  inferior  angle  is  at  such  a deep  plane  that 
it  may  produce  incomplete  union,  or  even  bladder 
perforation. 

TRANSVERSE  INCISION 

The  transverse  incision  has  a number  of  advant- 
ages. It  does  not  sever  any  muscular  fibers,  and  the 
incision  is  made  in  their  same  direction.  The  dissec- 
tion is  made  with  the  fingers  in  similar  manner  as  one 
separates  the  muscle  fibers  of  the  anterior  abdominal 
wall  during  a laparotomy,  and  of  course,  therefore. 


induces  much  less  trauma.  During  the  delivery  it 
is  really  inconsequential  if  there  is  any  tearing  in  the 
angles,  because  these  will  not  include  the  uterine 
segments,  which  wrould  modify  the  purpose  of  the 
technique.  At  the  time  of  closure,  an  Allis  clamp  is 
placed  on  each  angle  at  the  right  and  left  of  the 
surgery  instead  of  above  and  below,  in  order  to 
facilitate  closure.  The  suture  is  done  in  two  layers. 

It  is  a proven  fact  that  the  loss  of  blood  is  less 
with  the  transverse  incision  than  it  is  with  the 
vertical  type.  In  a large  number  of  sections  using 
this  technique,  only  one  accident  has  been  observed. 
At  the  beginning  of  the  closure,  the  inferior  lip  was 
thought  to  be  bladder  which  had  slipped  from  the 
retractor.  A suture  was  made,  suturing  together  the 
upper  lip  and  the  posterior  wrall  of  the  lowTer  segment 
that  at  that  time  was  folded,  and  simulated  a free 
border  that  was  thought  to  be  the  lower  lip.  The 
mistake  was  caught;  the  retractor  was  removed;  and 
repair  was  made  without  serious  consequence. 

SURGICAL  TECHNIQUE 

Surgical  technique  may  be  described  in  the  fol- 
lowing manner: 

1.  Infra-umbilical  laparotomy  in  the  middle  line. 
Exposure  of  the  uterus  and  protection  of  the  rest  of 
the  abdominal  cavity  with  sponges. 

2.  Transverse  incision  of  the  vesico-uterine  fold 
reaching  in  both  sides  the  border  of  the  cervical 
segment. 

3.  Separation  of  the  bladder  as  low  as  possible, 
taking  advantage  of  the  vesico-uterine  cleavage. 

4.  Retraction  of  the  bladder  with  the  pubic  re- 
tractor. 

5.  Upward  separation  of  the  peritoneal  invest- 
ment until  we  reach  the  contractil  portion  of  the 

uterus. 

6.  Transverse  incision  2 cms.  long  in  the  middle 
of  the  cervical  segment,  affecting  only  the  muscular 
layers  and  leaving  the  membranes  intact. 

7.  Puncture  of  the  membranes  and  suction  of  the 
amniotic  fluid. 

8.  Both  index  fingers  are  introduced  into  the 

incision  with  their  dorsal  surfaces  in  contact.  The 
fingers  are  then  separated,  enlarging  the  incision  until 
there  is  enough  room  for  the  passage  of  the  foetus. 

9.  Delivery  of  the  foetus.  This  maneuver  will 

vary  according  to  the  position  of  the  foetus. 

REST  PERIOD 

10.  Rest  period  during  which  the  uterus  should 
contract  and  slowly  expel  the  placenta.  This  expulsion 
can  be  accelerated  with  slight  pulls  of  the  cord. 

11.  Intra-uterine  toilette  and  careful  hemostasia. 

12.  Closure  of  the  wrench  in  the  uterine  wall 
with  two  layers  of  continuous  sutures.  The  first 
layer  is  invaginated.  Chromic  catgut  No.  1 is  used 
for  these  sutures.  The  mucous  layers  should  not 
be  included  in  these  sutures. 

13.  Removal  of  the  pubic  retractor  and  peritoniza- 
tion with  a purse  string  suture,  in  order  to  leave  a 
surface  as  smooth  as  possible. 
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14.  Removal  of  the  compresses  and  closure  of 
the  abdominal  cavity  as  usual. 

We  have  employed  this  type  of  caesarean  section 
on  several  occasions  because  of  the  following  indica- 
tions: Marginal  placenta  praevia  with  hemorrhage; 
dystocia  due  to  narrow  pelvis  in  a primipara  with  48 
hours  of  labor,  ruptured  membranes,  and  foetal  brady- 
cardia; narrow  pelvis  in  a primipara  with  recent  foetal 
death,  central  and  complete  placenta  praevia;  and  in 
one  case  where  the  dystocia  was  due  to  the  inability 
of  the  cervix  to  dilate  due  to  previous  fulgurations. 
The  case  records  reveal  that  the  post-operative  con- 
valescence was  not  stormy,  and  all  these  patients  were 
dismissed  from  the  hospital  prior  to  the  eighth  post- 
operative day.  AUTHOR’S  ABSTRACT. 


BCG  — What  Is  It? 

An  increasing  number  of  newspaper  stories  are 
appearing  about  the  tuberculosis  vaccine  BCG. 

It  should  be  said,  first  of  all,  that  BCG  is  no  shin- 
ing new  discovery.  It  is  nearly  thirty  years  since  the 
vaccine  (called  Bacillus  Calmette-Guerin  for  the 
French  scientist  who  developed  it,  or  “BCG”  for 
short)  was  first  used  on  human  beings;  more  than 
forty  years  since  experiments  began  on  animals. 

It  has  been  used  on  millions  of  people  in  European 
countries  particularly  in  Denmark.  That  country’s 
chief  of  tuberculosis  control  reports  that  “BCG  vac- 
cination is  absolutely  safe  . . . The  vaccination  gives 
considerable,  but  not  absolute  protection.” 

Similar  findings  have  been  reported  (although  on 
far  fewer  cases)  by  American  and  Canadian  medical 
research  men.  Their  work  has  been  done  mainly  on 
hospital  nurses,  American  Indians  and  infants  who 
had  had  no  known  exposure  to  the  disease. 

Second,  it  should  be  made  clear  that  BCG,  at  best, 
is  a preventive.  It  is  of  no  value  whatever  as  a cura- 
tive agent.  The  thousands  of  patients  who  now  have 
active  tuberculosis  should  stake  their  plans  for  re- 
covery on  sanatorium  care,  with  or  without  surgery, 
the  the  seasoned  judgment  of  their  physician  decides. 

Third,  BCG  is  of  no  value  even  as  a preventive  agent 
when  an  individual  is  already  “positive”  to  the  tuber- 
culin skin  test—  that  is,  has  already  been  infected 
with  tubercle  bacilli.  Approximately  half  of  all  adults 
today  are  believed  to  be  tuberculin-positive,  although 
most  of  them,  let  it  be  added  at  once,  will  probably 
go  through  life  without  active  tuberculous  disease. 

Fourth,  the  vaccine  does  not  give  “absolute  pro- 
tection.” There  is  a great  question  mark  in  many 
investigators’  minds.  Vaccinated  persons  have  now 
been  observed  to  remain  well  for  eight  or  ten  years. 
But  will  their  immunity  remain  good  for  the  thirty 
of  forty  remaining  years  of  life? 

Finally,  the  vaccine  is  not  commercially  available. 
No  drug  manufacturer  produces  it;  no  drug  house 
sells  it.  Private  physicians,  even  if  they  wanted  to, 
could  not  today  obtain  supplies  with  which  to  vac- 
cinate private  patients. 

Up  to  now — and  probably  for  some  years  to  come 
— the  only  vacciation  programs  in  the  United  States 
have  been  carried  on  by  governmental  bodies  like  the 
Office  of  Indian  Affairs,  or  non-profit  laboratories, 
and  under  carefully  planned  arrangements.  One 
program  is  now  under  way  whereby  student  nurses 
and  medical  students  who  are  negative  to  the  tubercu- 
lin skin  test  may  be  vaccinated  to  give  them  some  pro- 
tection against  development  of  active  disease  if  and 
when  they  later  become  infected. 

Today,  after  many  years  of  cautious  observation, 
many  American  public  health  workers  seem  ready  to 
utilize  BCG  more  generally. — Condensed  from  The 
Crusader. 


Spring  Colds 

During  the  Spring  months  the  incidence  of  com- 
mon colds  in  the  United  States  reaches  one  of  its 
three  yearly  high  points,  the  other  two  occurring  in 
January  and  in  October  and  November.  The  com- 
mon cold,  because  of  its  mildly  debilitating  effects 
when  compared  with  diseases  which  elicit  more  dra- 
matic responses  from  their  victims,  has  not  received 
its  due  public  and  scientific  attention.  Research  has 
been  busy  in  less  innocuous  directions,  and  the  con- 
trol of  “coryza”  has  been  left  largely  to  the  unskilled 
discretion  of  the  sufferer  whose  daily  activities  fre-  j 
quently  permit  him  to  seek  medical  advice  only  as 
a final  resort.  Even  though  various  types  of  cold 
therapy,  ranging  from  high-protein,  low-carbohydrate  ! 
diets  to  bactericidal  aerosols,  have  been  found  partial- 
ly effective,  the  guilty  filterable  virus  and  the  mucosa-  j 
invading  micro-organisms  continue  to  defy  a standard 
form  of  management.  Until  the  same  degree  of  in-  j 
vestigative  force  that  has  been  applied  to  the  control 
of  veneral  disease,  childhood  disorders,  tuberculosis, 
and  many  others  is  brought  to  bear  on  the  common 
cold,  and  so  long  as  people  must  get  close  to  one 
another  and  breathe  at  the  same  time,  the  old  Army 
recommendation  of  “drink  lots  of  water  and  get  lots 
of  sleep”  will  retain  its  value,  however  paradoxical 
it  may  sound. 


Lack  of  Negro  Physicians 

The  drive  to  raise  $1,300,000  now  being  conducted 
by  the  United  Negro  College  Fund,  in  which  it  is 
hoped  to  aid  thirty-three  member  colleges  in  increas- 
ing the  number  of  Negro  physicians  and  others  in 
allied  professions,  has  brought  to  light  some  very 
interesting  and  pertinent  information  which  hereto- 
fore has  not  been  generally  known.  A comprehensive 
study  recently  completed  by  the  Fund,  covering  vari- 
ous fields  of  Negro  health  and  welfare  service,  reveals 
that  there  is  only  one  Negro  physician  for  every  4,000 
Negroes,  compared  to  one  white  physician  for  every 
900  of  the  nation’s  population.  As  a result,  William 
J.  Trent  Jr.,  executive  head  of  the  Fund,  estimates 
that  13,000  Negro  physicians  are  needed  today.  He 
declares  further  that  there  are  only  1,400  Negro  den- 
tists compared  with  almost  70,000  white  dental  practi- 
tioners, while  the  number  of  Negro  nurses  is  around 
8,000  of  the  400,000  nurses  in  the  United  States.  In 
its  appeal,  the  Fund’s  report,  in  pointing  out  the  glar- 
ing disparities  which  exist  in  those  fields,  declares 
that  “Americans  who  would  demonstrate  practical 
democracy  to  the  world  must  teach  hope  by  helping 
to  release  our  own  minority  groups  from  despair.” 
This  drive  is  worthy  of  the  support  of  the  various 
colleges  and  universities  throughout  the  United  States. 


Clinical  Experience  with  Thiornerin 

“Thiomerin,  administered  subcutaneously,  is  a 
safe  and  efficient  diuretic.  If  further  observation  war- 
rants it,  the  ultimate  value  of  this  drug  may  soon  be 
realized;  that  is,  administration  in  the  home  by  a 
member  of  the  family  or  by  the  patient  himself.” — 
Enselberg,  C.D.,  Simmons,  H.G.  Am.J.M.Sc.  219:139, 
1950. 

Status  of  Vitamin  E in  Treatment 
of  Heart  Disease 

“The  complete  lack  of  successful  or  even  promising 
results  reported  by  so  many  investigators  leads  to  the 
conclusion  that  the  value  of  vitamin  E in  the  treat- 
ment of  heart  disease  has  not  been  proved.” — Baer,  S., 
and  Heine  W.  I.,  Modern  Concepts  of  Cardiovascular  Di- 
sease 18:53,  1949. 
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THE  DANGERS  AND  DEFENSES  OF  OUR  AIRWAYS* 

By  Ralph  A.  Fenton,  M.  D.,  Sc.  D.,  Portland  Oregon 


Since  the  childhood  of  our  race,  people  have  wor- 
ried about  the  nose  and  throat  as  portals  of  infection; 
and  we  have  used  various  aromatic  spices  and  herbs 
— incense,  sandalwood,  tobacco  — for  toughening 
the  resistance  of  our  respiratory  linings.  During  the 
plague  in  Florence,  doctors  wore  an  impervious  cov- 
erall, with  a helmet  resembling  a bird’s  head,  the  beak 
of  which  was  filled  with  spices.  Lepers  are  still  made 
to  veil  their  noses  and  mouths  in  certain  Eastern 
countries. 

Ancient  notions  of  disease  as  a miasma  arising  from 
foul  night  air,  or  as  an  interference  with  the  ascent 
of  “vital  humors”  from  the  nose  into  the  ventricles  of 
the  brain,  gave  rise  to  similarly  weird  ideas  of  the 
pathology  of  nasal  irritation  and  discharge,  which 
came  to  be  grouped,  even  in  our  own  days,  under  the 
general  name  of  catarrh  — a “down-flowing”,  thick- 
ening and  corruption,  of  normally  “light  and  stimulat- 
ing humors”. 

We  now  know  that  nasal  disease  is  very  ancient, 
since  its  traces  are  evident  in  the  skulls  of  prehistoric 
man.  Development  of  the  frontal  lobes  of  the  brain 
and  crowding  the  eyes  together  to  secure  binocular 
single  vision,  have  caused  anthropoid  apes,  monkeys 
and  ourselves  to  lose  the  roomy  nasal  cavity  and 
extensive  olfactory  organ  of  lower  species  — the 
sinuses  have  become  more  and  more  crowded,  and 
with  our  assumption  of  an  erect  posture  their  primi- 
tive drainage  openings  have  changed  direction  and 
become  narrowed  or  covered  over. 

SINUSES  VULNERABLE 

Like  other  structures  whose  function  has  been 
impeded  or  lost,  the  nasal  sinuses  of  civilized  man 
have  become  extremely  vulnerable.  Even  savages 
with  broad,  open  nostrils,  and  the  large  apes  and 
monkeys,  succumb  to  nasal  disease  unknown  in  their 
native  habitat,  when  they  are  exposed  to  the  crowded 
living  conditions  of  our  civilization,  to  which  we  have 
by  repeated  exposure  acquired  relative  immunity. 

A generation  or  two  ago  doctors  knew  little  about 
nasal  physiology  and  less  about  the  sinuses.  Treat- 
ment was  for  years  directed  to  the  accessible  and  more 
or  less  readily  visible  membranes  of  the  turbinates, 
septum  and  pharynx.  Tonsils  were  sliced  off  level  with 
the  pillars;  adenoids  were  ignored  or  partially  twisted 
out  with  forceps;  Turbinates  were  clipped  out  with 
scissors,  or,  later,  burned  to  the  bone  by  electric 
cautery;  the  nasal  septum  was  sawed,  punched,  frac- 
tured, or  reset  with  perforated  hard  rubber  splints  to 
hold  it  in  place.  Nobody  paid  any  attention  to  the 
mucous  membrane,  which  often  became  dry  and 
crusted  after  such  procedures.  Only  a few  bold  pio- 
neers dared  to  enter  the  antrum,  usually  by  pulling 
a tooth,  after  which  a permanent  fistula  into  the 
mouth  often  remained;  the  other  sinuses,  especially 
the  sphenoid,  resembled  old  maps  of  central  Africa 
or  of  the  “great  American  desert”  — they  were  un- 
known territory.  Local  treatment,  by  forcible  douches 
and  sprays,  often  led  to  middle  ear  and  mastoid 
disease. 

FEW  MASTERS 

Because  few  men  had  mastered  use  of  the  laryn- 
geal mirror,  only  a few  specialists  ever  looked  at  the 
vocal  cords,  and  the  trachea  and  large  bronchi  were 
not  visualized  at  all.  Diphtheritic  membranes  were, 
when  possible,  pulled  out  by  fingers  or  forceps,  and 


(*Read  before  the  International  Post-Graduate  Medical  As- 
sembly, San  Antonio,  Texas,  January  27,  1949.) 


the  O’Dwyer  intubation  set,  often  a life-saver,  was 
used  by  feeling,  not  vision.  Throat  and  larynx  were 
painted  with  camels-hair  brush  applicators.  Quinsy 
was  often  allowed  to  proceed  to  spontaneous  rupture, 
which  sometimes  meant  mediastinal  invasion.  Foreign 
bodies  in  the  air  passages  or  upper  oesophagus  were 
sought  by  bristle  probings  or  side-tipping  bucket- 
like “coin  catchers”,  both  on  whalebone  handles. 

Lacking  roentgen  ray  diagnosis,  but  emboldened 
by  careful  dissections,  surgical  pioneers  of  the  nine- 
ties found  that  the  accessory  sinuses  could  easily  be 
reached  by  radical  operative  procedures.  With  im- 
provements in  technique,  these  methods  were  widely 
adopted;  but  owing  to  sacrifice  of  turbinate  tissue 
much  damage,  scarring,  crusting  and  ultimate  discom- 
fort ensued.  Reaction  from  these  procedures,  with 
the  popularization  of  vaccine  therapy  shortly  after 
1900,  led  to  indiscriminate  use  of  such  agents,  locally 
and  by  injection;  but  in  the  presence  of  unbridled 
propaganda  by  manufacturers,  and  without  standardi- 
zation of  dosage,  vaccine  therapy  and  the  use  of  local 
antiseptics  fell  into  deserved  disrepute. 

EARLY  TEXTS 

As  physicians,  we  tend  to  follow  our  early  texts 
and  teachers,  in  spite  of  things  learned  in  practice, 
or  from  later  graduate  study.  Now-a-days  too,  we 
fall  in  with  the  skillful  emphasis  placed  by  detail  or 
sample  men,  or  by  their  advertising,  upon  their  spe- 
cial applications  of  “new  discoveries”.  Remember, 
for  example,  the  much-touted  “chlorine  bomb”  for 
inhalation,  used  on  the  stuffy  nose  of  Vice-President 
Coolidge  until  the  Army  pathologist,  Colonel  Coupal, 
discovered  that  his  patient  was  allergic  to  the  horse- 
hair binding  of  dusty  old  matting  under  the  carpet  of 
the  Senate  rostrum.  (Hence  Mr.  Coolidge’s  “electric 
horse”.)  More  recently,  we  all  started  to  use  the 
sulfa  drugs,  and  later  penicillin,  for  almost  everything, 
until  adverse  reactions  began  to  show  up.  And  now, 
encouraged  by  some  good  results  of  oxygen  and 
helium  “aerosol”  inhalations  of  penicillin,  one  finds 
that  some  firms  are  already  pushing  the  sale  of  self- 
inhalers for  penicillin  powder. 

But  what  about  diminishing  therapeutic  values  be- 
cause of  indiscriminate  use  of  these  powerful  agents? 
New  pathogens  are  showing  up,  resistant  to  their 
former  conquerors.  Other  antibiotics  are  in  use  or 
coming  soon,  fortunately  too  dangerous  for  general 
use.  We  should  certainly  not  let  the  patient  himself 
select  and  administer  such  medicines. 

It  may  be  worth  while  to  be  reminded  of  some 
of  the  manifold  dangers  besetting  our  respiratory 
pathways.  Be  assured  I shall  not  try  to  mention 
all  of  them. 

MANIFOLD  DANGERS 

Postnatal  influences  in  air  and  food  include  bac- 
teria, viruses,  molds,  dusts,  animal  emanations,  certain 
foods  (as  milk  and  eggs);  and  all  of  these  set  up 
responses  in  the  young  child,  who  either  makes  up 
his  own  circulating  vaccines  against  them,  falls  acutely 
ill  and  is  thereafter  immune,  or  becomes  allergic  to 
one  or  another  of  them,  more  or  less  permanently. 

Inhaled  or  swallowed  foreign  bodies  — seeds, 
chicken  bones,  sand  burs,  pieces  of  carrot,  nut  meats 
(especially  peanuts),  lost  baby  teeth,  coins,  buttons, 
washers,  safety  pins,  tacks,  nails,  screws,  paper  clips 
— any  of  these  may  shut  off  breathing  or  drop  far 
enough  into  the  tracheobronchial  tree  to  shut  off  part 
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of  a lung  and  cause  atelectasis  or  lung  abscess. 

In  the  adult,  occupational  irritants  — silicosis,  soot, 
acid  or  other  chemical  fumes  — may  cause  disastrous 
epithelial  loss  and  secondary  fibrosis,  or  may  open 
fresh  fields  for  bacterial  invasion  by  germs  already 
present  in  the  nose  or  mouth. 

Recreational  dangers,  also  involving  children,  come 
from  water  contamination,  particularly  from  coliform 
bacteria.  Such  dangers  are  made  worse  by  careless 
swimming  or  diving  habits,  which  may  stir  up  nasal 
irritation  leading  to  sinusitis,  or  to  tracheobronchitis. 
Conversely,  overly  strong  chlorination  of  water  in 
swimming  tanks  may  prove  irritating.  Eggs  or  in- 
cubation forms  of  various  protozoa  and  parasites  — 
amoebae,  intestinal  worms,  trichinae  — may  enter  by 
the  mouth,  either  with  impure  water  or  in  contami- 
nated food;  the  ray  fungus  of  actinomycosis  may  get 
in  from  chewing  on  an  infested  straw;  while  the  eggs 
of  ordinary  flies  may  be  deposited  in  the  nasal  dis- 
charges of  neglected  children. 

Paralysis  caused  by  bulbar  poliomyelitis  is  espe- 
cially dangerous,  requiring  the  utmost  in  professional 
and  nursing  skill.  Also  the  residual  paralyses  of 
diphtheria  and  of  multiple  sclerosis  become  serious 
because  of  difficulty  in  clearing  away  secretions. 

ORIGINAL  INFESTATION 

Original  infestation  with  relatively  simple  bac- 
terial flora  may  with  lessened  resistance  develop  bac- 
terial transfers  into  decidedly  aggressive  strains. 
Bovine  tuberculosis,  and  brucellosis  undulant  fever  — 
from  raw,  unpasteurized  milk,  may  enter  the  tonsils 
and  thus  reach  the  cervical  lymphatics,  lungs  and 
digestive  tract.  Streptococci  of  highly  toxic  human 
strains  have  been  experimentally  traced  from  the 
membranes  of  the  nasal  accessory  sinuses  to  the  deep 
cervical  lymphatics,  thence  into  the  thoracic  duct  and 
the  pulmonary  circulation,  finally  reaching  the  lung 
parenchyma  under  the  pleura.  It  has  been  possible 
to  recover  these  still  virulent  germs  within  48  hours 
from  the  liver  and  spleen  of  experimental  animals. 
This  valid  route  for  lung  infection  has  received  little 
attention,  since  many  clinicians  still  feel  that  danger 
to  the  lungs  comes  by  direct  inhalation  of  pathogens 
down  the  trachea. 

The  infectious  granulomata  — tuberculosis,  syphi- 
lis, more  rarely  yaws,  pinta,  Hansen’s  disease  (lepra), 
actinomycosis,  scleroma  — find  easy  access  to  the 
body  through  slight  trauma  in  the  mouth,  throat,  or 
nose.  Lupus  in  the  nose  or  soft  palate,  and  perichon- 
dritis in  the  larynx,  epiglottis  or  trachea,  are  tuber- 
culous complications  of  serious  moment.  In  the  soft 
palate  and  fauces,  round  cell  infiltrations  from  tertiary 
syphilis  may  be  mistaken  for  the  stiffened  tissues  of 
scleroma.  Also,  the  subperichondrial  swelling  of  sep- 
tal gumma  may  resemble  traumatic  septal  abscess,  or 
the  much  slower,  obstructive  lesions  of  scleroma. 
Intractable  bullous  lesions  of  the  cheeks  and  pharynx 
are  suggestive  of  pemphigus. 

IRRITANTS  IMPORTANT 

Irritants  play  an  important  part  in  the  etiology  of 
cancer  of  the  nose,  lips,  tongue,  larynx,  oesophagus 
and  lung.  Among  them  are  excessively  hot  tea  and 
coffee,  and  tobacco,  with  its  content  of  carcinogenic 
tars  and  cresols.  In  the  nose  and  nasopharynx,  dry- 
ness, crusting  and  ulceration  above  the  soft  palate, 
whether  from  ozoena  or  from  alkali  dust,  require 
inspection  by  the  postnasal  mirror  so  as  to  be  differ- 
entiated from  tertiary  lues  or  from  neoplasms  of  the 
posterior  ethmoid  or  of  the  nasopharyngeal  vault. 
Ragged  old  teeth,  loose  in  their  sockets,  may  not  be 
due  to  pyorrhoea  or  “gum  boils”,  but  may  mask 
invasive  cancer  of  the  maxillary  antrum.  Visible 
epitheliomas  of  the  lip  and  tonsil  are  not  often  missed, 
but  it  is  surprising  how  often  large  ulcerated  lesions 


of  the  epiglottis,  base  of  the  tongue  and  upper  larynx, 
are  not  looked  for  early  enough  to  do  much  good. 
Lung  cancer,  whether  metastatic  from  breast  prostate, 
or  uterus,  or  caused  as  many  now  believe  by  ex- 
cessive cigaret  smoking,  may  be  detected  roentgeno- 
logically;  and  if  bronchoscopic  biopsy  proves  negative, 
cancer  cells  in  centrifuged  saline  washings  may  be 
detected  by  pathologists  trained  in  the  technique  of 
Papanicolaou  and  Clerf. 

Another  type  of  malignancy  in  which  the  blood 
picture  is  often  suggestive  may  be  subjected  to  tonsil 
surgery  with  disastrous  results  — early  lymphosar- 
coma, Hodgkin’s  disease,  and  also  infectious  mononu- 
cleosis. Neglected  sarcomata  of  these  regions,  in 
spite  of  early  remissions  under  radiation  therapy,  in- 
vade the  orbit  and  base  of  the  skull  through  the 
sphenoidal  fissure  and  jugular  foramen,  causing  ocular 
paralyses,  blindness  and  speedy  death.  Blood  dys- 
crasias  — aplastic  and  agranulocytic  anemias  — may 
exhibit  vicious  ulcerative  processes  at  first  mistaken 
for  Vincent’s  angina. 

SINUSITIS  EXAGGERATED 

Sinusitis  is  not  nearly  so  frequent  as  vendors  of 
inhalants  and  nose  drops  would  have  people  believe. 
Acute  rhinitis  does  not  often  do  more  than  block  the 
various  sinus  ostia  temporarily;  and,  whether  the 
blockade  be  due  to  chilling,  to  an  upset  digestive  tract, 
or  to  an  unsuspected  allergy,  it  usually  gets  well 
without  requiring  any  very  radical  treatment.  How- 
ever, if  a massive  dose  of  some  potent  pathogen  gets 
in  under  pressure  — dirty  water  from  a deep  dive, 
free  pus  from  a severe  cold  when  doing  altitude  fly- 
ing — the  sinus  ostium  may  get  blocked  by  swelling 
and  relief  must  be  secured.  If  this  is  not  done,  par- 
ticularly when  the  individual  has  nasal  passages  clut- 
tered up  by  a thick  and  twisted  septum  and  bulging 
turbinates,  sever  acute  frontal  headaches  may  occur; 
and  rarely  this  may  foreshadow  the  possibility  of 
invasion  of  the  bony  posterior  wall  of  the  frontal  sinus 
overlying  the  dura,  with  possible  osteomyelitis,  men- 
ingitis or  brain  abscess.  Fortunately,  here  as  else- 
where in  the  skull,  antibiotics  along  with  free  drain- 
age have  almost  abolished  these  terrible  complications. 

Chronic  sinus  involvement  may  be  quiescent,  pain- 
less, and  merely  annoying  because  of  copious  or  foul 
nasal  or  postnasal  discharge.  Many  sorts  of  germs 
are  found  in  such  discharges,  including  the  coliform 
type  and  evil-smelling  saprophytes.  Upper  molar 
teeth  with  root  abscesses  below  the  antra  are  often  to 
blame.  In  others,  blocking  of  secretions  either  by 
allergic  swelling  or  intranasal  deformity  leads  to 
polyp  formation.  By  this  is  meant  the  extrusion  and 
overgrowth  of  vastly  thickened  mucous  membranes 
into  pale  fingerlike  smooth  masses  which  effectively 
shut  off  nasal  breathing.  Invasion  of  the  orbit  by 
acute  anterior  ethmoid  inflammation  is  not  uncom- 
mon in  young  children,  while  low  grade  frontoethmoi- 
dal  infection  in  adults  may  enter  the  orbit  in  the  form 
of  a painless,  slow-growing  mucoid  cyst  — mucocele 
— which  may  show  up  by  causing  lateral  displacement 
of  the  eyeball. 

FASHION  CHANGES 

It  is  not  now  so  fashionable  as  it  was  a few  years 
ago  to  blame  the  sinuses  for  most  of  the  damage  done 
by  so-called  “focal  infection”.  It  would  seem  that 
the  teeth  and  sometimes  the  tonsils  are  more  frequent 
sources  of  upper  respiratory  sepsis.  However,  many 
thickened  old  sinus  membranes  are  found  to  exhibit 
numerous  small  abscesses  in  broken-down  glands  of 
the  submucosal  stroma;  and  in  a small  number  it  is 
found  possible  bv  special  staining  to  demonstrate 
bacteria  in  the  depths  of  the  membrane. 

The  end  results  of  chronic  sinus  disease  are  fami- 
liar to  many  — degenerative  changes  in  their  mucous 
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membranes  with  loss  of  their  cilia  and  fibrosis  of  the 
submucosal  stroma.  Upon  such  unclean  membranes 
mucus  piles  up,  leading  to  secondary  saprophytic  in- 
vasion, while  the  discharge  dries  into  crusts  and  scabs 
and  ulceration  or  fissuring  occurs,  with  shrinkage  and 
atrophy  of  the  submucosal  tissue.  Such  degenerative 
changes  may  reach  the  stage  of  ozoena,  with  accumu- 
lation of  foul  crusts  over  the  turbinates  and  down  into 
the  pharynx  and  larynx.  This  drying  process  and 
constant  irritation  from  infected  discharges  first  brings 
hyperplasia  of  lymphoid  follicles  in  the  pharynx, 
later  the  dry,  shiny  and  burning  red  throat  of  chronic 
pharyngitis,  often  with  annoying  scabs  above  the  soft 
palate.  Similar  changes  in  the  larynx  and  trachea 
cause  alterations  in  the  voice  and  establish  chronic 
cough.  In  the  bronchi,  about  which  clusters  of  en- 
larged glands  are  usually  found  at  the  bifurcation, 
chronic  irritation  even  to  the  point  of  bronchiectasis 
may  occur.  Swallowed  mucus  and  crusts,  containing 
virulent  bacteria  as  well  as  saprophytes,  often  pass 
the  stomach  and  small  bowel,  and  stool  cultures  will 
reveal  streptococci  of  extreme  toxicity  infesting  the 
colon  in  great  numbers,  or  invading  the  gall  bladder 
or  appendix. 

TRANSFERRED  INFECTIONS 

It  will  thus  be  seen  that  many  cases  of  so-called 
“focal  infection”  are  really  transferred  infections, 
comparable  to  the  active  foci  of  arthritis,  themselves 
virulent  long  after  the  initial  focus  in  teeth,  tonsils 
or  sinus  membranes  may  have  been  removed.  In- 
vasion of  the  blood  stream  by  bacteria  or  their  toxins 
through  an  increased  network  of  capillaries  in  the 
subepithelial  stroma  of  the  inflamed  sinus  wall,  and 
invasion  of  the  lymphatic  system  by  dead  cells  — 
tissue  phagocytes  slain  in  the  line  of  duty  and  carry- 
ing within  the  vacuoles  of  their  protoplasm  germs 
still  vicious  enough  to  produce  lymphangitis  and 
glandular  inflammation  extending  along  deep  pharyn- 
geal chains  as  far  as  the  mediastinum  — such  are 
direct  consequences  of  focal  infection  from  the  sinuses. 
Such  infection,  however,  varies  not  at  all  from  focal 
infection  arising  from  the  prostate,  the  uterine  cervix, 
or  intestinal  diverticula;  and  its  control,  once  estab- 
lished in  the  fine  capillary  networks  of  joint  articula- 
tions, of  the  iris  and  ciliary  body,  and  elsewhere,  lies 
with  the  immunologist  in  collaboration  with  the  oph- 
thalmologist, otolaryngologist,  orthopedist,  gynecolo- 
gist or  urologist  who  may  attack  the  local  source  of 
trouble. 

NASAL  ORIGIN 

Headaches  and  neuralgias  of  nasal  origin  are  most 
annoying  to  many  sufferers.  Locations  of  such  pain 
are  rather  characteristic:  maxillary  sinusitis,  the  fore- 
head over  the  eye;  frontal  sinusitis,  on  pressure  below 
the  inner  end  of  the  eyebrow,  referred  up  to  the 
parietal  region,  usually  in  the  forenoon;  ethmoiditis, 
as  if  the  eyes  were  being  pressed  apart;  and  sphe- 
noiditis,  referred  to  the  occiput,  shoulder,  and  espe- 
cially the  mastoid  region  of  the  affected  side.  Naso- 
ciliary neuralgia,  due  to  blockade  of  the  nasofrontal 
duct  by  septal  deviation,  small  bony  tumors,  or  frac- 
tures of  the  bridge  of  the  nose,  is  felt  in  the  same 
region  as  frontal  sinusitis.  Conditions  causing  inhibi- 
tion of  proper  vasomotor  control  in  the  nose  through 
the  sympathetic  system,  often  referred  from  distant 
regions  through  the  sympathetic  plexuses  to  the 
sphenopalatine  ganglion,  may  be  due  to  the  meno- 
pause, to  uterine  malposition  or  enlargement,  espe- 
cially retroversion  or  increased  size  and  weight  due 
to  fibroids  or  old  endometritis,  or  (in  association  with 
attacks  of  mucous  colitis)  to  glandular  hyperplasia  of 
the  large  bowel,  often  associated  with  sacculation  and 
lodgment  of  fecal  masses.  Herein  are  included  and 
associated  many  cases  of  endocrine  disfunction, 
notably  hypothyroidism. 


DEFENSE  BALANCE 

Over  against  this  lugubrious  catalogue  of  dangers 
besetting  our  upper  respiratory  and  digestive  tracts, 
let  us  now  balance  up  the  defenses  arranged  by  nature 
for  our  survival  . . . Most  of  us  begin  life  with  good 
general  resistance,  which  has  come  down  to  us  in  the 
germ  plasm  of  long-living  forbears;  but  others  have 
from  the  start  relatively  poor  constitutions  and  fall 
a prey  to  every  intercurrent  ill.  Personal  habits  — 
and  this  includes  family  habits  and  dietaries  learned 
by  or  imposed  upon  children  — have  a lot  to  do  with 
this  matter  of  individual  immunity  to  disease.  Climatic 
conditions,  such  as  cold  wet  winters,  predispose  some 
people  to  serious  nasal  and  tracheobronchial  trouble, 
while  others  react  well  and  thrive  under  such  adverse 
conditions.  Occupational  exposures,  as  to  irritant 
dusts  or  gases,  of  course  require  special  precautions, 
ventilating  devices  and  inhalers  or  masks. 

Our  most  vital  defensive  apparatus  lies,  however, 
in  the  normally  functioning  linings  of  the  nose  and 
throat.  The  nose  and  its  sinuses  are  lined  by  ciliated 
epithelium,  moistened  by  a film  of  thin,  tenacious 
mucus  secreted  by  goblet  cells  and  serous  glands, 
which  moves  smoothly,  rapidly  and  continuously 
along  the  walls  of  every  sinus,  backward  down  the 
turbinates  and  downward  in  the  pharynx  until  it 
reaches  smooth  epithelium  and  is  carried  into  the 
oesophagus. 

BACTERIA  RESISTANT 

This  mucous  film  contains  antibodies  which  are 
elaborated  in  the  epithelial  cells,  and  is  thus  highly 
resistant  to  bacteria.  Under  normal  circumstances 
the  sinus  cavities  are  practically  sterile.  This  mucin 
film  constitutes  our  first  line  of  defense  against  dust 
and  germs,  changing  as  it  does  every  fifteen  or  twen- 
ty minutes,  day  and  night.  The  second  line  of  defense 
is  the  ciliated  epithelium,  normally  beating  backward 
like  wheat  blown  by  the  wind,  and  provided  with 
numerous  glands.  The  third  defense  line  is  contained 
in  the  submucosal  stroma,  which  is  highly  vascular 
over  the  turbinates  and  can  thus  be  reinforced  by  a 
rapid  influx  of  blood  when  cold,  dust,  or  chemical 
irritants  or  inhibitors  interfere  with  or  stop  ciliary 
action.  Within  the  sinuses,  however,  this  submucosal 
stroma  is  extremely  thin  and  lacking  in  blood  supply; 
hence  the  resistance  of  the  sinus  membranes  is  rela- 
tively low.  Contained  in  the  submucosal  stroma  are 
numerous  fixed  connective  tissue  cells,  the  histiocytes, 
which  are  endowed  with  phagocytic  powers  and  are 
mobilized  to  take  care  of  irritative  substances,  germs 
and  toxins  which  have  passed  the  mucin  film  and  the 
ciliated  epithelium.  Such  tissue  phagocytes,  after  they 
are  called  into  action,  either  migrate  through  the 
epithelium  with  their  loads  of  phagocytized  material, 
or  are  carried  away  by  the  lymphatic  vessels.  Some, 
remaining  in  the  tissue,  become  fibroblasts  and  start 
the  work  of  fibrous  repair. 

NASAL  LYMPHATICS 

Nasal  lymphatics  are  numerous  in  the  turbinates 
and  septum  and  comparatively  few  in  the  sinuses.  With 
severe  infection  they  tend  to  become  choked  with 
phagocytic  and  other  broken  down  cells,  which  are 
carried  to  the  deep  cervical  and  pharyngeal  glands 
along  the  spine  and  under  the  sterno-cleido-mastoid 
muscle,  giving  rise  to  stiff  neck  and  localized  tender- 
ness in  these  regions,  and  occasionally  to  deep  cervi- 
cal suppuration.  Chocking  of  sinus  lymphatics,  pass- 
ing out  of  their  ostia,  leads  to  edems,  thus  further 
impeding  proper  drainage  from  these  cavities.  Visible 
lymphatic  defense  is  also  shown  by  enlargement  of 
the  adenoid  mass,  the  faucial  tonsils,  and  the  follicular 
lymph  glands  of  the  posterior  pharyngeal  wall. 

From  the  retropharyngeal  lymph  nodes  directly 
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there  is  possibility  of  release  of  infectious  organisms 
into  the  surrounding  tissues.  The  local  histiocytes, 
becoming  active  phagocytes,  set  up  tissue  reactions  in 
order  to  wall  off  the  invaders  by  formation  of  fibro- 
blasts and  connective  tissue.  If  the  phagocytes  are 
overwhelmed  but  the  tissue  quarantine  is  rapid  enough, 
a localized  abscess  may  be  the  result.  If  the  cause 
of  the  infection  is  not  stopped  locally,  in  the  retro- 
pharyngeal region,  it  may  continue  downward  in  the 
tissue  spaces  between  the  oesophagus  and  the  prever- 
tebral  fascia,  to  the  upper  mediastinum.  This  an- 
atomic possibility  is  rare,  because  of  the  distance  in- 
volved and  the  numerous  phagocytic  cells  along  the 
way,  with  numerous  opportunities  thus  to  localize 
invading  organisms. 

EFFERENT  LYMPHATICS 

Efferent  lymphatics  from  the  retropharyngeal  nodes 
drain,  however,  into  the  deep  superior  cervical  glands, 
which  constitute  a most  important  part  of  the  main 
third  line  of  defense.  The  retropharyngeal  nodes  can 
be  considered  as  outposts  of  the  deep  cervical  glands, 
of  which  large  ones  are  generally  able  to  cope  with 
infections;  but  if  they  also  break  down,  their  drainage 
is  into  the  cervical  lymph  ducts,  which  drain  into  the 
thoracic  duct  or  the  right  lymph  duct,  and  thus  into 
the  great  veins  tributary  to  the  superior  vena  cava. 
Efferent  drainage  from  the  cervical  lymph  nodes  thus 
reaches  the  right  heart,  and  from  this  point  the  pul- 
monary capillary  bed. 

The  pulmonary  capillary  bed,  the  bronchial  lymph 
follocles,  and  especially  the  bronchial  and  tracheo- 
bronchial lymph  nodes,  constitute  together  a fourth 
barrier  to  material  from  the  upper  respiratory  pas- 
sages, if  such  material  succeeds  in  getting  beyond 
the  superior  cervical  lymph  glands.  Material  that 
enters  the  trachea  and  lungs  directly,  as  by  dripping 
from  the  upper  passages,  or  with  the  inspired  air, 
meets  the  phagocytic  septal  and  “dust“  cells  lining  the 
septa  of  the  air  sacs  without  passing  through  the 
capillary  endothelium.  Such  phagocytic  cells,  actual- 
ly histiocytes,  would  in  the  case  of  such  inspired 
material  constitute  a first  line  of  defense.  Goblet  cells 
and  ciliated  epithelium  in  the  respiratory  bronchioles 
and  larger  air  passages  undoubtedly  serve  the  same 
protective  function  here  as  in  the  upper  respiratory 
tract. 

DECISIVE  BLOW 

Arterial  blood,  through  its  oxygen  content  and  its 
load  of  active  circulating  leukocytes,  furnishes  the 
final,  decisive  blow  to  organisms  which  have  passed 
on  through  the  lung  capillaries  and  have  been  pumped 
on  into  the  liver  and  the  spleen.  Immune  bodies 
arising  from  previous  exposure  to  various  pathogens 
or  from  artificial  immunization  are  present  in  the 
blood  plasma  and  set  up  further  barriers  to  attack. 

The  reflex  mechanism  of  sneezing  and  cough  is 
another  valuable  defense  aid.  In  the  nose  sensitive 
areas  on  the  upper  septum  and  anterior  turbinal  seem 
designed  to  protect  the  olfactory  fissure  high  above. 
In  the  lung,  the  carina  and  each  bifurcation  of  the 
major  bronchi  have  special  end  organs  which  set  off 
the  cough  reflex,  thus  getting  rid  of  mucus,  dust  or 
other  foreign  matter. 

From  these  discursive  observations  it  may  be 
gathered  that  no  sort  of  specialist  — otolaryngologist, 
allergist,  immunologist  or  what  not  — is  solely  quali- 
fied to  pass  on  the  defense  mechanisms  bv  which  our 
noses  and  throats  keep  out  of  trouble.  The  general 
practitioner  must  certainly  train  himself  by  painstak- 
ing observation  for  early  recognition  of  many  sources 
of  danger.  Particularly  is  this  necessary  in  cases  of 
hoarseness.  Possession  of  climatic  advantages  does 
not  absolve  the  physician  for  failure  to  spot  an  early 
cancer  of  a vocal  cord,  or  — even  more  serious  — 


early  roughening  of  the  cords  in  pulmonary  tuber- 
culosis. 

The  prophylaxis  of  upper  respiratory  disease 
should  be  well  understood  by  every  doctor.  Remem- 
bering the  nasal  and  tracheobronchial  mucus,  ciliated 
epithelium  and  connective  tissue  stroma  as  our  three 
first  lines  of  defense,  we  must  preserve  the  function- 
ing of  these  mechanisms.  We  must  avoid  sudden  or 
long-continued  lowering  of  body  temperature  by  ex- 
posure — long  rides  in  open  cars,  winter  sports, 
swimming  and  diving.  Sitting  around  in  a conven- 
tional wet  bathing  suit  lowers  body  temperature  half 
a degree  an  hour.  (Perhaps  this  has  been  responsible 
for  the  reduced  volume  of  recent  bathing  costumes.) 
Driving  home  in  a wet  bathing  suit  with  hair  damp 
from  swimming,  or  after  a warm  shower  with  plenty 
of  drinks  in  the  locker  room  when  tired  from  thirty- 
six  holes,  may  be  responsible  for  a lot  of  trouble. 
Swimming  teachers  now  insist  on  proper  breathing 
habits — inhaling  through  the  mouth,  exhaling  through 
the  nose  — and  people  who  have  not  learned  how  to 
keep  water  out  of  the  nose  should  not  dive,  or  swim 
with  the  crawl  or  side  stroke.  Washing  away  the  pro- 
tective mucous  film,  water  may  carry  harmful  bacteria 
from  the  highly  vascular  and  resistant  breathing 
spaces  deep  into  sinus  cavities  where  resistance  to 
infection  is  low.  Retained  water  in  a sinus,  or  in  the 
eustachian  tube,  leads  to  edema  and  loss  of  epithelial 
cells  and  favors  germ  invasion,  and  sinusitis  or  ear 
involvement. 

DRYING  DANGER 

Drying  up  of  cilia  by  lack  of  humidity,  as  in  over- 
heated buildings  lacking  water-pans,  or  during  hot, 
dry  winds,  or  from  excessive  cigaret  smoking,  in- 
creases the  vulnerability  of  individuals  not  only  to 
their  own  germs,  but  also  to  those  of  others  suffering 
from  colds  or  sinus  disease.  Conversely,  too  great  or 
too  rapid  reduction  of  indoor  temperature  by  cooling 
systems  may  predispose  sensitive  individuals  to  chill- 
ing and  eventual  infection. 

Dental  prophylaxis  should  obviously  include  close 
scrutiny,  electrical  testing  and  roentgenograms  of  all 
dead,  crowned,  crowded  or  otherwise  suspicious  teeth 
whose  roots  may  adjoin  the  maxillary  antrum. 

Persons  with  narrow  or  obstructed  noses  should  be 
given  free  and  open  breathing,  by  operation  if  neces- 
sary. Septal  twists  or  thickenings,  especially  when 
obstructing  the  nostrils  or  pressing  upon  the  middle 
turbinates,  should  be  restored  to  normal  position  and 
thickness  in  people  with  recurrent  sinus  disease.  Oc- 
casionally in  allergic  persons  the  presence  of  swollen 
turbinates  and  of  occlusive  polypoid  growths  may  so 
dam  up  sinus  drainage  that  secondary  purulent  in- 
volvement of  the  sinuses  occurs. 

ALLERGIC  IRRITANTS 

In  such  cases,  not  only  must  the  allergic  irritant 
(whether  house  dust,  animal  emanations,  food  or 
pollen)  be  identified  and  avoided;  sensitiveness  to 
predominant  bacteria  from  the  spheno-ethmoidal  re- 
gion should  be  determined;  but  under  no  circum- 
stances should  the  warming  and  moistening  function 
of  any  of  the  turbinate  structures  be  ruined  by  their 
removal. 

Let  us  frankly  acknowledge  that  we  cannot  yet 
diagnose  or  cure  the  virus  diseases,  including  the 
“common  cold”.  However,  if  we  help  nature  to  do 
her  duty,  and  do  not  interfere  with  her  too  much, 
she  will  take  pretty  good  care  of  us.  For,  as  George 
Draper  once  said: 

“It  is  well  now  and  then  to  take  stock  of  our  ac- 
complishments, lest  we  become  either  complacent  or 
arrogantly  satisfied  with  what  today,  as  well  as  at 
every  past  moment  in  our  professional  history,  has. 
been  called  modern  medicine.” 
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Nnpercainal  Ointment 


for  prompt  and  prolonged  relief  of 
local  pain  and  itching 


NUPERCAINAL  OINTMENT  is  indicated  in 
Hemorrhoids,  Anal  Fissures,  Pruritus  Ani,  Pruritus 
Vulvae,  Fissured  Nipples,  Burns,  Intertrigo, 
Decubitus,  and  Nasal  Furuncles. 


NUPERCAINAL  OINTMENT  contains  1%  Nupercaine 
(dibucaine)  in  a base  of  lanolin  and  petrolatum 
available  in  1 oz.  tubes  with  applicator  and  1 lb.  jars. 

PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 

NUPERCAINAL®  NUPERCAINE®  (brand  of  dibucaine)  2/1564M 
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WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

• 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


Fischbein  Bros. 

Custom  Tailors 

309  N.  OREGON  EL  PASO,  TEXAS 

We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 
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Nutritional... 

yet  FAT  * FREE! 

CERTIFIED,  PASTEURIZED  FAT-FREE  milk 
is  designed  for  those  who  wish  to  trim 
their  weight  — or  those  on  Fat-Free  diets. 


Wholesome  and  pure,  you 
can  recommend  this  finer 
milk  with  confidence. 

Fortified  with  extra  units 
VITAMINS  “A”  and  “D” 


2O00US.P  UNITS  NATURAL  VITAMIN  A 
400  U.S.P.  U NITS  NATURAL  VITAMIN  D 
ADDED  PER  QUART  BY  VITEX  PROCESS 


CERTIFIED  PASTEURIZED 

FAT  FREE  MILK 


CREAMERIES,  Inc. 


710-720  Broadway 

Truth  or  Consequences,  New  Mexico 


Royce  Lodge,  offers  you  ultra-modern  spacious 
apartments,  equipped  with  modern  furnishings, 
electric  range,  refrigeration,  air  conditioned  for 
summer,  radiant  heat  for  winter.  Reasonable 
rates. 

L.  F.  MORRIS  — owner  & mgr. 

PHONE  335 


Royce  Bath,  offers  you  individual  private  baths 
— sanitary  tile  tubs,  competent  courteous  at- 
tendants. Baths  are  administered  according  to 
physicians  prescription.  You  are  invited  to 
inspect  our  place  at  any  time. 

W.  A.  NEVILLE,  mgr. 

PHONE  336 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 


Prompt  24 -Hours 

MARTIN 

Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


MAICO 

OF  EL 

PASO 

* Hearing  Aids 

* Audiometers 

* Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

Home  of 

Finest  Men’s  Shoes 

POPULAR  DRY  GOODS  CO. 

EL  PASO,  TEXAS 


BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

"CADILLAC” 

108  South  Yale  Street  4571  Albuquerque,  N.  M. 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


HARDING  AND 

ORR 

Ambulance  Service 

• 

320  Montana 

3-1646 

EL  PASO,  TEXAS 

It  ’s 

Sweeney’s 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 


GEO.  W.  BUSH,  MCR. 

Free  Delivery 
PHONE  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 
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The  Place  Men  Go 
For  The  Brands  They  Know 

HART,  SCHAFFNER  & 

MARX  CLOTHES 
G.  G.  G.  CLOTHES 
WALK  OVER  SHOES 
STETSON  HATS 
MALLORY  HATS 
MANHATTAN  SHIRTS 
ARROW  SHIRTS 
INTERWOVEN  SOX 
B.  V.  D.  SPORTSWEAR 


216  East  San  Antonio  Street 
Dial  2-2433 
El  Paso,  Texas 


Mail  Orders  Promptly  Handled 


The  McMath 
Co.,  Inc. 

<0~>%intLncj  & Td  oo  f !B  biduicj 

Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


FOR  THE 
PRE-N  ATA 
PATIENT 


CALCIUM 
PHOSPHORUS 
AMD 
VITAMINS 


The 
large 
calcium 
content  per- 
mits the  use 
of  1 capsule  three 
times  a day.  The 
vitamin  C content 
aids  healing  following 
delivery. 

Each  Calvmin  capsule  contains: 


Dicalcium  Phosphate  A: 
Ferrous  Sultate  Exc. 
Thiamin  Hydrochloride 
Riboflavin 
Ascorbic  Acid 
Vitamin  D 500 


hyd  712.8  mg.  (11  gr.) 
22.1  mg.  ( ,6xMDR) 
2.0  mg.  ( 2 x MDR) 
2.0  mg.  ( MDR  ) 
50.0  mg.  (12/3xMDR) 
USP  Units.  (iy4xMDR) 


DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


Mission 

PHARMACAL  CO. 

San  Antonio  6,  Texas 
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For  Those  Delinquent  Accounts  on  Your  Ledger 

Consult-  Jerry  Harris  or  Betty  Gary 
MEDICAL  ARTS  DIVISION 

OF  THE 

CREDITORS  SERVICE  BUREAU 

922-25  Mills  Bldg.  3-3646  El  Paso,  Texas 


Ambulance  Service  at  All  Hours 

Raster  & Maxon 

El  Paso,  Texas  2-3431 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


FOOT  HEALTH  SHOP 

MAX  S.  KATZ, 

FOOT  CORRECTION  1ST 

• FEATHERWEIGHT  ARCH  SUPPORTS 

• SPECIAL  ORTHOPEDIC  LASTS  PROVIDED 

• DOCTORS'  ORTHOPEDIC  PRESCRIPTIONS  FILLED 

308-9  Caples  Bldg.  3-4532  El  Paso,  Texas 


Lobby  — FIRST  NATIONAL  BANK  BUILDING 
Albuquerque,  New  Mexico 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


1$ 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Arts  Bldg. 

P.  O.  Box  1053 
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Southwestern  Physicians’  Directory 


CASA  GRANDE  CLINIC 

THIS  SPACE 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

— GENERAL  PRACTICE  — 

FOR  SALE 

Phones  4495  - 4496 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

J.  A.  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY.  X-RAYS 

P.  C.  CORNISH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

1009  Mills  Bldg  3-1051  El  Paso,  Texas 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

EDWARD  C.  BERNELL,  M.  D. 

BRANCH  CRAIGE,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 
GYNECOLOGY 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

PHONE  2-9312 

1017  First  National  Building  El  Paso,  Texas 

800  Montana  Street  3-6931  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1018  Mills  Building  El  Paso,  Texas 

215  First  National  Bldg.  3-2161  El  Paso,  Texas 

DRS.  BRECK,  BASOM  AND  LEONARD 

HERVEY  W.  DIETRICH,  M.  D. 

PRACTICE  LIMITED  TO 

INTERNAL  MEDICINE 

ORTHOPAEDIC  SURGERY 

520  Montana  Street  3-1671  El  Paso,  Texas 

Medical  Arts  Building  — Phone  2-4782 
415  East  Yandell  Blvd.  El  Paso,  Texas 

BUTLER  CLINIC 

L.  0.  DUTTON,  M.  D. 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

ALLERGY 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

BASIL  K.  BYRNE,  M.  D. 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

PEDIATRICS 

ALLERGY 

DISEASES  OF  THE  CHEST 

800  Montana  Street  3-8487  El  Paso,  Texas 

1025  First  National  Bank  Bldg. 
El  Paso,  Texas 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

HAROLD  EIDINOFF,  M.D. 

A.  E.  LUCKETT,  M.  D. 

ORTHOPEDIC  SURGERY 

PRACTICE  LIMITED  TO  PROCTOLOGY 

First  National  Building  3-3421  El  Paso,  Texas 

404  Banner  Building  3-0861  El  Paso,  Texas 
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LELAND  S.  EVANS,  M.  D. 

A.  DANIEL  MADDOX,  M.  D. 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

INTERNAL  MEDICINE 

GENERAL  PRACTICE  AND  GENERAL  SURGERY 

217  West  Court  St.  Las  Cruces,  N.  M.  Phone  141 

706  West  Second  Street  2275  Roswell,  New  Mexico 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 

Diplomate  American  Board  Internal  Medicine 

WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

GENERAL  SURGERY 

CARDIOVASCULAR  DIStAStS 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

HASKELL  D.  HATFIELD,  M.  D. 

GENERAL  SURGERY 

(Diplomate  American  Board  of  Otolaryngology) 

314  Banner  Building  3-5881  El  Paso,  Texas 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 

ROBERT  FRIEDENBERC,  A.B.,  M.D. 

RUSSELL  HOLT,  M.  D. 

(Certified  American  Board  of  Internal  Medicine) 

B.  LYNN  GOODLOE,  M.  D. 

INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

509  West  Fox  St.  1441  Carlsbad,  N.  M. 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D. 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

DRS.  JELSO  & CORCORAN 

PRACTICE  LIMITED  TO  UROLOGY 

DISEASES  OF  THE  SKIN 

209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

H.  C.  JERNIGAN,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

DISEASES  OF  THE  CHEST 

DIAGNOSIS  — GASTROENTEROLOGY 

701  First  National  Building  2-6221  El  Paso,  Texas 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 

1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

415  Yandell  Boulevard  3-5400  El  Paso,  Texas 
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G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  El  Paso,  Texas 


ROY  T.  LESTER,  M.  D. 

THORACIC  SURGERY 

Residence  2-0744  Office  3221 

1442  North  Third  St.  Abilene,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

1031  First  National  Bldg.  El  Paso,  Texas 


THIS  SPACE 
FOR  SALE 


I.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 
H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 


DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 
310  Banner  Bldg.  3-4478  El  Paso,  Texas 


w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

PHONES 
633  — 460  — 201 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 


BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S„  F I.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
(Certified  by  American  Board  of  Opthalmology) 
(Certified  by  American  Board  of  Otolaryngology) 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 
605  Professional  Building  3-8209  Phoenix,  Arizona 


VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

MILLS  BUILDING  2-3459 

AND 

800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS 


HERMAN  RICE,  M.  D. 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 


624  Mills  Bldg.  2-7642  El  Paso,  Texas 


ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Ceritfied  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 


WILLIAM  I.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 


J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 


PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 


ROY  R.  ROBERTSON,  M.  D. 


INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 


106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 


S.  PERRY  ROGERS,  M.  D. 


ORTHOPEDIC  SURGERY 


202  Banner  Building  3-3551  El  Paso,  Texas 
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WILLARD  W.  SCHUESSLER,  M.  D. 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

(Certified  by  American  Board  of  Urology) 

PLASTIC  AND  MAXILLO-  FACIAL  SURGERY 

UROLOGY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 
General  Dentistry 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

0.  J.  SHAFFER,  D.  D.  S.,  F A.  C.  D. 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

nmi  tUIIATC  AMCDTPAM  DHADHC  DC  } OPHTHALMOLOGY  AND 

DIPLOMATE  AMERICAN  BOARD  OF  ORAL  SURGERY 

DIPLOMATE  AMERICAN  BOARDS  OF  j OTOLARYNGOLOGY 

AND 

PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

R.  C.  RONEY,  D.  D.  S.,  M.  S.  D. 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

ORAL  SURGERY 

H.  H.  VARNER,  M.  D. 

PHONE  3-6742 

GENERAL  SURGERY 

1.101  First  National  Building  El  Paso,  Texas 

213  El  Paso  National  Bank  Bldg. 

Phone  3-7362  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

RICHARD  P.  WAGGONER,  M.  D. 

DRS.  SMITH  AND  GARRETT 

M.  S.  (SURG.),  F.A.C.S. 
GENERAL  SURGERY 

DlbhAbbb  Ub  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

504  N.  Richardson  St.  Roswell,  N.  M.  Phone  208 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

DRS.  WILCOX  AND  DETER 

EYE  - EAR  - NOSE  - THROAT 

GENERAL  AND  THORACIC  SURGERY 

FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

GENERAL  SURGERY 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 

M.  A.  TANNY,  M.  D. 

M.  K.  WYLDER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PEDIATRICS 

ALBUQUERQUE  MEDICAL  CENTER 

PEDIATRICS  AND  OBSTETRICS 

109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

625  First  National  Bank  Bldg. 

Albuquerque,  N.  M.  Phone  6440 
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The  Lodge 

Watts  Clinic 

of  the 

Turquoise  Trail 

Complete  Medical 

1 

and 

A modern  completely  equipped  sanitarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 

Surgical  Service 

perienced,  and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 

• 

rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 
recreational  and  occupational  therapy  programs. 

For  further  information  address: 

Dr.  R.  E.  Watts  Dr.  S.  M.  Ramer 

Dr.  G.  A.  Slusser  Dr.  S.  F.  Baker 

THOMAS  L.  CORE,  M.  D., 

• 

Psychiatrist  and  Medical  Director, 
Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Phone  567 

Town  office  6398  • Residence  3-3234  • Lodge  2-2773 

101  N.  Copper  Silver  City,  J\l.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 

First  National  Bank  Building 

Telephone  2-3671 

El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures: 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 

DELPHIN  VON  BRIESEN,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 

H.  F.  HESLINGTON,  M.D. 

PATHOLOGY  ENDOCRINE  STUDIES 

WILLIAM  D.  FLEMING,  M.D. 
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A Hopeful  Sign Page  21  5 

(An  Editorial) 

Reorganization  Plan  No.  27 Page  216 

By  Robert  B.  Homan,  Jr.,  M.  D.,  El  Paso. 

Egg  Timer  Medicine Page  217 

(An  Editorial) 

New  Ector  County  Hospital Page  218 

SOME  CURRENT  PROBLEMS  IN  DIAGNOSIS  AND 

MANAGEMENT  OF  PNEUMONIA Page  219 

By  Elias  Strauss,  M.  D.,  Dallas 

Antibiotics  and  the  Treatment  of  Virus 

Influenza  Page  225 

By  William  P.  Blocker  Jr.,  Captain,  MC,  U.  S.  A.  and 
Leon  J.  Numainville,  Lt.  Col.,  MC,  U.  S.  A. 

William  Beaumont  General  Hospital,  El  Paso. 

Trends  in  Hospital  Costs - Page  227 


By  Bryce  L.  Twitty  and  T.  S.  Matthews,  Tulsa. 


— or  "as  much  as  you  wish” — when  written  in  a prescrip- 
tion, permits  the  use  of  unlimited  quantity.  Mention  of  this 
privilege  provides  an  opportunity  to  point  out  that  in  every 
prescription  the  minimal  requirements  for  quality  may  be 
exceeded — as  much  as  you  wish. 


There  is  ample  room  for  improvement  over  official  standards, 
which  demand  no  more  than  the  minimum.  The  maximum 
toward  which  Eli  Lilly  and  Company  consistently  directs 
every  conceivable  effort  is  perfection  of  products. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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1 toxicity  and  virtual  elimination  of 

I renal  complications  distinguish  the 

t use  of  Gantrisin*  'Roche’,  a new  and 

l remarkably  soluble  sulfonamide.  Highly 

t effective  in  urinary  as  well  as  systemic 

l infections,  Gantrisin  does  not  require 

\ alkali  therapy  because  it  is  soluble 

. even  in  mildly  acid  urine.  More  than 

• 20  articles  in  the  recent  literature 

1 attest  its  high  therapeutic  value  and 

' the  low  incidence  of  side-effects. 

I 

• Gantrisin  is  now  available  in  0.5  Gm 

I 

* tablets,  as  a syrup,  and  in  ampuls. 

I Additional  information  on  request. 

I 

l HOFFMANN-LA ROCHE  INC  • NUTLEY  10  • N.  J. 

I 

I 

1 Gantrisin 

l * Brand  of  sulfi so xazole  ( 3,4-dimethyl - 

• 5-sulfanilamido-isoxazole) 

'Roche' 

i 

i 

i 

i 
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SULAMYD 

(Sulfacetimide-Schering) 


it  a critical  evaluation 

of  drugs  for  treating 

urinary  tract 
infections 

it  has  been  noted  that: 


DOSAGE  : Therapeutic:  2 tablets  t.i.d.  for  10  days. 
Prophylactic:  1 tablet  t.i.d. 


“combines  the  features  of  good  antibacterial  activity, 
low  toxicity,  and  rapid  renal  elimination  resulting 
in  high  urinary  level.  . . . Sulfacetimide  . . . has  the 
advantage  of  high  solubility  even  in  the  physiological 
acid  range  of  the  urine,  thereby  minimizing  almost 
to  a negligible  point  the  danger  of  concrement 
formation.  . . .”1  Because  of  its  wide  antibacterial 
range  it  is  preferable  to  penicillin  and 
streptomycin.2  Unlike  new  antibiotics,3  it  is  well 
tolerated  and  remarkably  free  from  side  effects.4 


SULAMYD  Tablets  0.5  Gm.  in  bottles  of 
100  and  1000  tablets. 


1.  Nesbit,  R.  M.,  and  Clickman,  S.  I.:  J.  Michigan  State  M.  Soc* 

46: 664,  1947. 

2.  Dodson,  A.  I.:  West  Virginia  M.J.  45:1,  1949. 

3.  Harris,  H.  J.:  J.A.M.A.  742:161,  1950. 

4.  Seneca,  H.;  Henderson,  E.,  and  Harvey,  M. : J.  Urol.  61  :1105,  1949, 


CORP  OR  AT  ION ‘BLOOMFIELD,  NEW  JERSEY 


SI itj 
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fOne-third  to  two-thirds  of  all  patients  who  seek  medical  help 
have  as  the  most  significant  cause  oj  ill  health  an  emotional  01  neu- 
rotic disturbance  . . . nervousness  and  fatigue  are  among  the  commonest 
symptoms. 5,1 


1.  Wilbur,  D.  L : J.A.M.A.  H1:1199  (Dec.  *4)  191,3 


BEPLETE 


elixir  vitamins  b-complex 

WITH  PHENOBARBITAL 


• is.u.s.  r*r 

Each  teaspoonful  (4  cc ■ ) contains: 
"“"oborbitol  . 0.25  Qf°in 

WMHIHO:  May  be  habit  forming. 

nomin  Bi  . , 1,5  mfl- 

^'tansin  B*  ],0  mO- 

Vl'om,n  B6  0.33  "'8' 

^"°nsinB,2  ......  . . 1.66  mC8- 

^,Qcinc.mide  ....  10.0  mS- 

°htothenyl  Alcohol  ..........  0.2  m8- 

Alcohol  1 5% 


IN  A DELIGHTFULLY  APPETIZING  WINE  BASE 


Incorporated  • Philadelphia 


3,  Pa. 
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Cream 

HEOHETRAMINE 

Hydrochloride 


The  soothing  antihistaminic  in  cream  form 
for  the  relief  of  itching  due  to  sunburn,  insect 
bites,  and  ivy  poisoning. 

SIMPLE  TO  USE:  Rub  gently  into  affected 
areas.  CREAM  NEOHETR  AMINE  HY- 
DROCHLORIDE, 2%:  in  I oz.  tubes. 


Neohetramine  is  the  registered  trademark  of  the  Nepera  Chemical  Co.,  for  its  brand 
of thonzylamine — N,  N-dimethyl-N ' p-methoxybenzyl-N  '{2-pyrimidyl)  ethylene  diamine. 


Incorporated  • Philadelphia  3,  Pa. 


r i r 


m two 


Here  is  radiography  reduced  to  practical  perfection 
mr*  easy  steps:  (1)  Set  simple  controls,  (2)  Press  single  button.  The 

Roentgenologist’s  skill  is  concentrated  on  the 
patient  rather  than  on  a maze  of  complicated  dials  and  charts. 


"Telephone  or  Write  For  Complete  Details" 

SOUTHWESTERN  SURGICAL  SUPPLY  CO. 


414  Mills  Street 


Telephone:  3-1454 


El  Paso,  Texas 


143  North  First  Street 
Phoenix,  Arizona 
Telephone:  8-1509 


202  North  Stone  Street 
Tucson,  Arizona 
Telephone:  3-4452 


"The 


estrogen 


preferred  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 

Hamblen,  E.  C.:  North  Carolina  M.J.  7:533  (Oct.)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!  ” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each4cc.  (1  teaspoonful). 

♦Perloff.  W.  H.:  Am.  J.  Obst.  & Gynec.  58:684  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin!’  other  equine  estrogens.. .estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


Sm| 


Estrogenic  Substances  (water-soluble)  also  known  as  Conjugated  Estrogens  (equine) 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 

5003 
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Non-fat,  vitamin -enriched 

MILK 

Nourishing! 

Good-tasting! 

Economical! 


CERTIFIED,  PASTEURIZED  FAT-FREE  MILK 

is  for  anyone  who  likes  good,  nourishing  milk, 
but  who  cannot  eat  fatty  foods.  Infants  and 
older  folks,  too,  sometimes  need  a food  like 
Fat-Free  Milk.  It  fits  almost  every  diet. 
Recommend  this  finer  milk  with  complete 
confidence  in  its  highest  purity  and  quality. 


2O00  US.P.  UNITS  NATURM.  VITAMIN  A 
400  U.S.P.  UNITS  NATURAL  VITAMIN  D 
ADDED  PER  QUART  BV  VITEX  PROCESS 


CERTIFIED  PASTEURIZED 

FAT  FREE  MILK 


ff. . . about  30%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  cause”1 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stress  is 
effected  via  both  branches  of  the  autonomic  nerv- 
ous system.  Therefore,  treatment  consists,  where 
possible,  in  removal  of  the  emotogenic  factor 
(practical  psychotherapy)  and  the  "partial  block- 
ade” of  the  efferent  autonomic  pathways.  The 
family  physician  is  w'ell-qualified  to  help  these 
patients;  his  advice  will  do  much  to  achieve  the 
desired  change  in  habits  and  to  avoid  unhealthy 
situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
ergotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 

Karnosh  and  Zucker 2 state  that,  "Probably  the  best  medica- 
tion for  all  neurovegetative  disorders  is  a combination  of: 
(a)  bellafoline  . . . (b)  ergotamine  tartrate  . . . (c)  pheno- 
barbital . . . A good  commercial  preparation  of  these  ingredi- 
ents is  a tablet  called  bellergal  . . . The  adult  dose  of 
bellergal  is  3 or  4 tablets  daily.”3 

BIBLIOGRAPHY 

1.  WILLIAMS,  V.  P.:  New  England  J.  Med.  236:  322,  1947. 

2.  KARNOSH,  L.  J.  and  ZUCKER,  E.  N.:  A.  Handbook  of  Psy- 
chiatry, St.  Louis,  Mosby,  1945. 
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Antistine-Privine 

NASAL  SOLUTION 


A synergistic  combination 
of  an  Antiliistaminic 


and  Vasoconstrictor 


Antistine-Privine  gives  prompt, 
prolonged  relief  from  allergic  nasal 
congestion. 

This  new  synergistic  combination 
contains  the  effective  antiliistaminic, 
ANTISTINE,  to  block  the  congestive 
action  of  histamine,  and  the  potent 
vasoconstrictor,  PRIVINE,  to  shrink  the 
nasal  mucosa. 

It  has  been  established  that  ”tlie  de- 
congestive  action  of  Antistine-Privine 
on  the  allergic  nasal  mucosa  in  many 
instances  appears  to  he  more  intense 


and  prolonged  than  from  either  solu- 
tion alone.”1 

PRIVINE  is  still  available  for  use  in 
those  conditions  where  the  antihis- 
taminic  component  is  considered  un- 
necessary. 

ANTI STINE-PRI VINE,  aqueous  solution  of  Antistine 
hydrochloride  0.5%,  and  Privine  hydrochloride,  0.025%, 
in  bottles  of  1 fl.  oz.  with  dropper. 

DOSAGE  : 2 to  3 drops  in  each  nostril  3 or  4 times  daily. 

PRIVINE  hydrochloride,  0.05%  solution  in  1 pint  and 
1 oz.  dropper  bottles  for  prescription;  0.1%  solution  re- 
served for  office  procedures,  in  1 pint  bottles  only. 

1.  Friedlaender  & Friedlaender:  Amer.  Pract.  2:643,  June,  1943 
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Swed  is  pleasure  after  pain  — as  Dryden  put  it  — might  well  be  a description  of  the  welcome 
relief  from  discomfort  which  is  bestowed  upon  injured  skin  or  the  mucosa  of  the  genito-urinary 
and  rectal  areas  by  'Surfacaine'  (Cyclomethycaine,  Lilly).  A single  topical  application  usually  pro- 
duces anesthesia  lasting  up  to  eight  hours.  Its  low  toxicity,  however,  permits  more  frequent  use 
in  extremely  severe  conditions.  Available  in  a wide  variety  of  effective  forms: 


OINTMENT  • CREAM  • LOTION  • SUPPOSITORIES  • JELLY 


SURFACAINE 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Complete  literature  on  Surfacaine  is  available  from  your  Lilly 
medical  service  representative  or  will  be  forwarded  upon  request. 
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A HOPEFUL  SIGN 

In  these  hectic  days  when  the  economic  philosophy 
of  the  government  is  such  that  it  is  viewed  with  alarm 
by  numerous  substantial  men,  it  is  refreshing  to  note 
that,  in  the  16th  Congressional  District  of  Texas,  all 
three  aspirants  for  the  Congressional  seat  are  unalter- 
ably opposed  to  socialized  medicine.  When  the  gov- 
ernment sets  its  course  in  such  a manner  that  it 
attempts  to  defend  deficit  spending,  it  becomes  the 
duty  of  all  public  spirited  individuals  to  exercise  their 
franchise.  When  a government  by  its  actions  indi- 
cates it  believes  that  a deficit  is  actually  an  excellent 
policy  because  it  makes  for  more  purchasing  power, 
and  this  in  turn  makes  for  more  business,  one  must 
pause  and  reflect  seriously  on  this  rather  socialistic 
economic  philosophy. 

In  order  that  socialism  gain  a foothold  it  must 
have  roots,  and  these  roots  by  all  indications  are 
manifested  by  the  attempt  to  control  the  physician, 
and  in  turn  the  health  of  the  nation.  The  Honorable 
Ken  Regan,  Congressman  from  the  16th  Congres- 
sional District  of  Texas  has  been  and  still  is  unalter- 
ably opposed  to  socialized  medicine  in  any  form.  His 
views  as  regards  socialized  medicine  have  been  heard 
in  Congress,  and  SOUTHWESTERN  MEDICINE 
in  a recent  issue  has  published  his  views  in  full.  In 
the  coming  Democratic  primary,  Mr.  Regan  is  op- 
posed by  two  candidates,  Mr.  Fred  Hervey,  and  Judge 
Paul  Moss.  In  order  that  fair  play  be  maintained, 
the  Editorial  Board  of  SOUTHWESTERN  MEDI- 
CINE believes  that  its  readers  should  know  the  views 
of  all  concerned,  and  considers  it  a privilege  to  publish 
the  following  statements: 

Fred  Hervey  Candidate  for  Congress  from  the 
16th  District  of  Texas,  says: 

“I  am  unalterably  opposed  to  socialism  in  all  its 
forms.  Therefore,  I am  unalterably  opposed  to  so- 
cialized medicine.  I believe  the  American  people  are 
now  solving  the  problem  of  medical  costs.  Nation- 
wide group  hospital-medical  insurance  grows  by  leaps 
and  bounds.  Costs  to  the  individual  decrease.  Bene- 
fits increase  sharply.  This  is  the  American,  the  Texan 
way.  I believe  our  people,  allowed  to  work  things 
out  their  own  way,  are  capable  of  solving  any  problem 
concerning  their  own  welfare  without  reference  to 
foreign  political  doctrines.” 

Judge  Paul  Moss  in  a letter  to  your  editor  makes 
his  position  very  plain.  He  states: 

“I  have  made  every  county  seat  in  the  nineteen 
counties  in  the  16th  Congressional  District,  and  find 
practically  no  sentiment  in  favor  of  socialized  medi- 
cine. West  Texas  will  be  the  last  place  to  advocate 
socialized  medicine.  As  stated  in  my  opening  cam- 
paign speech,  April  8,  I am  not  in  favor  of  socialized 
medicine,  and  1 will  oppose  any  form  of  legislation 
for  compulsory  health  insurance.” 

It  is  apparent  that  West  Texas  opposes  socialized 
medicine,  or  any  other  form  of  socialism,  and  it  is 
safe  to  say  that  its  neighbors,  Arizona  and  New 
Mexico,  undoubtedly  have  the  same  views.  It  might 
be  well,  however,  for  the  medical  profession  in  the 
aforementioned  states  to  solicit  the  views  of  their 
candidates  for  Congress;  because,  in  the  final  analysis, 
it  is  the  medical  profession,  not  the  politicians,  who 
must  insure  the  health  of  the  community. 


Disaster  and  Welfare  Agency 

Gen.  George  C.  Marshall,  recently  appointed  Presi- 
dent of  the  American  Red  Cross,  ‘‘now  turns  his 
wisdom,  experience  and  great  heart  to  guide  the  offi- 
cial humanitarian  arm  of  the  military  forces  and  the 
nation’s  foremost  disaster  and  welfare  agency.”  — 
New  York  Herald  Tribune. 


Community  Rheumatic  Fever  Programs 

Undoubtedly,  the  best  approach  for  the  control  of 
rheumatic  fever  and  rheumatic  heart  disease  is  a com- 
munity program  such  as  that  advocated  by  Rutstein* 
in  a pamphlet  released  by  the  American  Heart  Asso- 
ciation in  January,  1950.  The  following  benefits  to 
the  community  are  stressed: 

1)  Prevention  of  Acute  Attacks  of  Rheumatic 
Fever  — Treatment  of  streptococcal  infections  with 
penicillin  will  prevent  subsequent  attacks  of  rheumatic 
fever  if  the  prophylactic  treatment  with  penicillin  is 
begun  promptly  after  onset  of  the  streptococcal  in- 
fection. 

2)  Precise  Diagnosis  — Because  rheumatic  fever 
is  a difficult  disease  to  diagnose,  even  for  the  expert, 
and  because  there  is  harm  if  it  is  either  over-diagnosed 
or  under-diagnosed,  a consultation  service  by  physi- 
cians specially  trained  in  rheumatic  disease  would  be 
of  great  value  to  both  the  patient  and  his  private 
doctor. 

3)  Proper  care  of  Patients,  in  All  Stages  of  Rheu- 
matic Fever  — A survey  of  community  facilities,  lead- 
ing to  coordination  of  effort  and  better  organization, 
would  promote  the  best  use  of  facilities  to  give  the 
most  satisfactory  handling  for  individual  cases.  Such 
patient  care  should  include  case  finding  and  registra- 
tion, as  well  as  hospitalization  and  provision  for  home 
nursing  as  indicated. 

4)  Prophylaxis  of  Recurrent  Attacks — This  phase 
of  the  program,  in  addition  to  the  prophylactic  use  of 
sulfonamides,  penicillin  or  aureomycin,  could  stress 
the  advantage  to  the  individual  patient  of  isolation 
from  possible  contact  with  streptococcal  infections. 
Such  protection  might  be  at  the  home  level  or  in  an 
institution. 

5)  Prevention  of  Subacute  Bacterial  Endocarditis 
— Special  arrangements  could  be  provided  for  any 
rheumatic  fever  patient  requiring  operative  interven- 
tion, especially  for  extraction  of  teeth,  tonsillectomy, 
operations  on  lower  gastrointestinal  tract,  or  for  a 
pregnant  woman  at  time  of  delivery.  The  proper 
isolation  and  drug  therapy  could  be  arranged  to  pro- 
tect against  invasion  with  hemolytic  streptococci  or 
Streptococcus  viridans. 

6)  Vocational  Training  and  Education  — It  is 
difficult  for  the  individual  patient  in  a home  to  have 
the  right  guidance  for  either  vocational  help  or  school- 
ing, but  such  can  be  readily  handled  within  a com- 
munity rheumatic  heart  program. 

CONCLUSION 

Rheumatic  fever  with  subsequent  rheumatic  heart 
disease  has  been  the  most  serious  disease  hazard  for 
the  school-age  child.  The  newer  approaches  to  therapy 
which  take  into  consideration  our  modern  concepts 
of  etiology,  together  with  wise  planning  for  prophy- 
laxis in  a carefully  organized  community  health  pro- 
gram, should  markedly  reduce  the  dangers  from  this 
disease.  The  newer  therapeutic  agents  give  promise 
of  soon  aiding  us  to  prevent  this  disease  in  a high 
percentage  of  potential  cases. 

* Rutstein,  D.  D. : Heart  Disease  Programs — Clinical  Basis  and 
Organizational  Aspects.  American  Heart  Association.  1775 
Broadway,  New  York  19,  N.  Y.,  1950. 


Free  Rides 

The  American  Red  Cross  Motor  Service  clocked 
up  more  than  9,tXX),000  miles  last  year  on  assignments 
for  hospitalized  servicemen,  veterans’  military  per- 
sonnel, and  civilians,  including  crippled  children  and 
adults,  transporting  disaster  workers  and  supplies,  as- 
sisting in  the  Red  Cross  blood  program  and  in  other 
Red  Cross  work. 
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©e  debus  slHBebtctS  <lEt  Poltttcis 

BY  ROBERT  B.  HOMAN,  JR.,  M.  D.,  EL  PASO,  TEXAS 

r. EMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


REORGANIZATION  PLAN  NO.  27 


David  Hinshaw*  has  written  the  following  choice 
morsel  for  American  digestion: 

“The  presidency,  first  of  all,  has  become  an  evan- 
gelist’s pulpit.  Over  the  decades  and  the  generations 
the  presidency  has  grown  into  the  nation’s  headquar- 
ters for  making  public  sentiment,  and  after  making 
it  to  channel  it  through  Congress.  Thus  the  presi- 
dent’s job,  rightly  or  wrongly,  has  become  that  of 
leading  the  American  people  — all  one  hundred  and 
fifty  million  of  us,  rich  or  poor,  intelligent  or  dumb, 
kindly  or  vicious.” 

This,  of  course,  means  that  the  executive  branch 
of  the  Republic  has  become  the  sales  department. 
With  the  help  of  “advisors”,  “brain  trusters”,  and 
bureaucrats,  the  President,  as  sales  manager,  attempts 
to  sell  a bill  of  goods  to  the  American  people,  chiefly 
designed  to  keep  the  manager  and  the  bureaucrats, 
et  ah,  employed  by  the  tax-payer. 

“FIRESIDE  CHATS” 

Franklin  Roosevelt’s  “fireside  chats”  were  the  epito- 
me of  this  technique.  His  “trial  balloon”  methods 
through  the  newspaper  columns  of  Eleanor  Roosevelt 
and  other  New  Deal  columnists  were  a close  second. 
Mr.  Truman’s  advisors  know  that  his  type  of  political 
address  would  never  do  for  radio  consumption  as  a 
“fireside  chat”.  Thus  they  put  him  on  the  road,  at 
the  tax-payer’s  expense,  of  course,  to  “tell  the  truth 
to  the  American  people”.  Both  techniques  have  one 
thing  in  common.  They  ask  for  the  purge  of  the 
Congressmen,  elected  by  the  people,  who  have  the 
audacity  not  to  believe  everything  the  sales  manager 
says. 

In  the  summer  of  1947,  Congress  approved  the 
Lodge-Brown  Act,  which  authorized  the  formation  of 
a non-partisan  commission,  now  known  as  the  Hoover 
Commission,  to  reorganize  our  bunglesome  and  extra- 
vagant government.  About  twenty-five  per  cent  of 
the  recommendations  of  this  great  commission  have 
now  been  adopted  by  the  Congress.  If  all  of  them 
were  to  be  accepted,  many  billions  of  dollars  would 
be  saved  annually,  many  bureaucrats  would  be  look- 
ing for  jobs;  and  Americans  would  be  better  served 
by  their  elected  and  appointed  officials. 

CITIZENS’  COMMITTEE 

A Citizens’  Committee  for  the  Reorganization  of 
the  Government  Executive  Branch  was  organized 
shortly  after  the  Hoover  Commission  reported.  This 
committee,  composed  of  men  and  women  in  all  walks 
of  life,  went  to  work  on  the  adoption  of  the  commis- 
sion’s report  — realizing  that  only  the  voice  of  the 
people  could  bring  about  the  vast  and  important 
changes  recommended.  As  a result,  reorganization 
of  the  government  became  a national  and  popular 
issue.  A further  result  was  that  the  administration’s 
advisors  saw  an  opportunity  to  do  a little  re-organiz- 
ing of  their  own  — ostensibly  acting  on  the  report 
of  the  Hoover  Commission. 

Reorganization  Plan  No.  I was  one  such  distortion 

» Author  of  the  new  book,  “Herbert  Hoover,  American  Quaker”. 

Farrar-Straus  & Co. 


of  the  Hoover  Report.  It  was  a coarse  attempt  to 
place  Mr.  Oscar  Ewing,  the  frontman  for  socialized 
medicine,  in  a cabinet  post  with  authority  over  a 
“Welfare  Department”,  to  embrace  medicine,  educa- 
tion, and  social  security.  It  was  not  the  recommenda- 
tion of  the  commission.  It  was  vetoed  by  the  Senate 
by  a vote  of  60  to  32,  largely  through  the  opposition 
of  the  medical  profession.  Immediately  the  adminis- 
tration press  attacked  the  doctors  as  obstructionists 
to  reorganization  and  to  the  Hoover  Commission  re- 
port! This  wras  just  another  attempt  of  the  present 
administration  to  discredit  the  profession  — a habit 
well  formed! 

MANY  AGENCIES 

The  Commission  had  found  that  there  are  forty- 
eight  government  agencies  spending  money  for  health 
and  medical  services!  They  found  no  rhyme  or  reason 
to  hospital  construction,  maintenance,  and  occupancy 
among  Army,  Navy,  Public  Health,  or  Veteran’s 
hospitals.  They  found  federal  hospital  construction 
costs  ran  from  $20,000  to  $51,000  per  bed  while  pri- 
vate construction  cost  averaged  $16,000  per  bed.  They 
found  40%  to  50%  occupancy  of  government  beds 
in  certain  urban  areas,  with  other  federal  agencies 
prepared  to  add  more  thousands  of  beds  in  the  same 
area.  The  waste,  not  only  of  money,  but  of  medical, 
nursing,  and  administrative  personnel  is  appalling. 

For  these  reasons,  and  others,  the  Hoover  Com- 
mission recommended  a United  Medical  Administra- 
tion; which,  among  other  things,  would  administer  all 
of  our  federal  hospitals  in  this  country.  This  adminis- 
tration should  be  under  the  director  of  an  adminis- 
trator, who  would  see  to  it  that  existing  facilities, 
both  public  and  private,  are  used  and  who  would  also 
have  responsibility  for  developing  plans  for  new  hospi- 
tals on  something  other  than  a hit-or-miss  basis. 

PROCEDURE 

Under  the  act,  the  President  may  submit  reor- 
ganization plans  to  Congress  effecting  any  department 
of  the  Executive  Branch.  Unless  a plan  is  vetoed  by 
resolution  in  either  the  Senate  or  the  House,  within 
60  days  after  submission,  the  plan  becomes  effective. 

On  May  31,  1950,  Mr.  Truman  submitted  Reor- 
ganization Plan  No.  27  to  the  Congress.  It  is  almost 
identical  with  the  defeated  Reorganization  Plan  No.  1. 
Plan  No.  27  would  create  a “Department  of  Health, 
Education,  and  Security”,  headed  by  a Secretary  of 
Cabinet  rank.  The  sales  manager  has  simply  dropped 
the  “Welfare  Department”  but  he  still  has  his  eye  on 
Mr.  Ewing  as  a cabinet  Officer. 

NO  MENTION 

In  this  latest  plan  there  is  no  mention  of  the 
“United  Medical  Administration”  recommended  by 
the  Hoover  Commission.  This  was  to  be  a single 
independent  agency  to  administer  medical  problems. 
For  this  reason  the  Citizen’s  Committee  for  the 
(Continued  on  Page  230) 
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EGG  TIMER  MEDICINE 


Dr.  Ralph  H.  Homan,  president  of  El  Paso  County  Medical  Society,  administers  the 
three-minute  egg-timer  treatment  to  a pretty  patient  who  is  being  cured  of  all  thoughts  of 
l socialized  medicine. 


Jerry  Harris,  Manager  of  the  Creditors  Service 
Bureau  of  El  Paso,  is  well  known  to  the  medical 
profession  of  the  Southwest.  Mr.  Harris  is  a business- 
man, and  a devout  advocate  of  free  enterprise.  Re- 
j cently  he  has  in  a very  unique  manner  expressed  his 
i distaste  for  state-controlled  medicine.  He  is  present- 
ing to  each  interested  practitioner  of  medicine  a sim- 
ple egg  timer  which  he  may  place  in  a conspicuous 
place  in  his  office.  He  has  also  placed  in  the  hands 
of  physicians  copies  of  the  following  memorandum 
to  be  presented  to  patients: 

This  is  an  egg-timer. 

It  takes  three  minutes  for  the  sand 
to  flow  from  the  top  to  the  bottom. 
Hardly  time  enough  to  turn  around, 
is  it  ? 

And  yet,  in  England,  under  social- 
ized-medicine,  three  minutes  is  the 
average  time  most  doctors  can  give 
each  office  patient! 

Three  minutes  may  be  long  enough  to  boil  an  egg, 
but  having  only  three  minutes  to  consult  with  a 
doctor,  receive  his  diagnosis  and  have  him  pre- 
scribe, is  not  what  YOU  want  for  yourself  and 
family,  is  it? 

Look  at  it  this  way.  When  you  hear  them  say 
"free”  medicine,  you  ought  to  understand  they're 


only  kidding.  Someone  has  to  pay  for  it.  Know 
who  that  will  be?  Yes,  you’ve  guessed  it — YOU ! 

And  in  more  than  one  way,  too.  Not  just  in 
additional  taxes,  for  you'd  have  to  expect  those 
immediately.  In  addition,  you'd  be  sacrificing  your 
right  as  a citizen  to  select  the  physician  of  your 
choice. 

You'd  be  losing  the  benefit  of  the  research  that 
has  placed  America  in  the  forefront  of  medical 
discovery  and  in  tremendous  advances  in  conquer- 
ing dread  diseases. 

Under  our  free  enterprise  system,  we  lead  the 
world  in  more  hospital  beds  per  capita  popula- 
tion, in  a vastly  lower  death  rate  and  a greater 
life  expectancy. 

Were  we  to  accept  the  stumbling,  fumbling 
British  system  in  place  of  this,  what  would  hap- 
pen? 

EGG-TIMER  MEDICINE! 

Is  that  what  YOU  want?  We  think  NOT. 
SOUTHWESTERN  MEDICINE  takes  this  op- 
portunity of  thanking  Mr.  Harris  for  his  interest  in 
the  preservation  of  good  medicine,  and  sincerely 
hopes  that  its  readers  will  avail  themselves  of  his 
offer.  It  is  dramatic.  When  the  patient  watches  the 
sand  flow,  and  oegins  to  realize  that  in  three  minutes 
his  visit  with  his  physician  is  finished,  he  then  at  least 
has  doubts  as  to  the  ability  of  his  physician’s  render- 
ing him  the  type  of  service  which  he  desires. 
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NEW  ECTOR  COUNTY  HOSPITAL 


{ 


This  handsome  new  Hospital  located  in  Odessa,  Texas,  one  of  the  Southwest’ s fastest 
growing  cities,  teas  built  by  Ector  County  officials  without  the  aid  of  either  private  or  fed- 
eral contributions. 


SOUTHWESTERN  MEDICINE  wishes  to  ex- 
tend its  heartiest  congratulations  to  the  citizens  of 
Ector  County  on  the  occasion  of  the  activation  of  the 
Ector  County  Hospital.  This  is  indeed  a unique 
project;  for  this  hospital  was  built  and  paid  for  by 
Ector  County  without  federal  financial  aid,  and  with- 
out voluntary  donations.  The  physical  plant  is  most 
modern,  and  was  built  at  a cost  of  one  million  dollars. 
Its  equipment  leaves  nothing  to  be  desired  and  fur- 
nishes adequate  facilities  for  expert  medical  care. 

The  County  Commissioners  may  well  be  proud  of 
their  part  in  the  realization  of  this  fine  institution, 
because  to  realize  such  an  undertaking  entails  consid- 
erable work.  The  members  of  the  commission  are: 
H.  R.  Bethel,  Tine  Davis,  W.  W.  Orchard,  and  O.  E. 
Gerron.  Judge  Stoker  heads  the  commissioners  court. 
Other  officials  who  work  closely  with  the  court  are 
County  Auditor  J.  C.  Hamilton  and  County  Treasurer 
S.  R.  McKinney. 

The  management  of  the  hospital  is  directed  by  a 
lay  board  of  hospital  managers.  Chairman  Hardwick, 
Vice  Chairman  Charles  B.  Perry,  Secretary  W.  Mapp 
and  members  Gene  Cody,  Paul  Salter,  and  H.  L. 
Cooper,  with  Judge  Stoker  serving  as  an  Ex  Officio 
Member,  constitute  the  Board  of  Managers. 

The  administration  of  the  hospital  is  directed  by 
C.  C.  Gibson.  Mr.  Gibson  with  his  trained  and  effi- 
cient personnel  has  been  able  to  give  the  citizens  of 
Ector  County  an  institution  of  which  they  can  be 
justly  proud. 

The  medical  staff  is  headed  by  Dr.  J.  K.  Wood 
with  Dr.  O.  A.  Fulcher  serving  as  vice  president, 
and  Drs.  Thomas  B.  Abney,  Gordon  V.  Lillie  and 
Ranier  as  executive  members.  Twenty-two  doctors 
are  on  the  staff.  The  city  of  Odessa  is  one  of  the 
most  progressive  and  most  rapidly  growing  communi- 
ties in  the  Southwest,  and  its  civic  pride  cannot  help 
from  being  enhanced  by  this  institution.  The  doctors 
of  Odessa  are  to  be  congratulated,  as  this  represents 


a forward  step  in  the  practice  of  good  medicine  under 
the  system  of  free  enterprise.  If  we  are  to  maintain 
the  high  standards  of  the  profession,  we  must  all  go 
forward  and  not  be  satisfied  with  anything  except 
the  most  modern  and  best. 

The  citizens  of  Ector  County  have  amply  demon- 
strated that  they  had  faith  in  the  medical  profession, 
and  have  no  wish  to  have  the  Federal  Government 
enter  into  the  practice  of  medicine.  This  is  as  it 
should  be,  and  constitutes  a hopeful  sign  in  the  right 
direction. 


Contraindications  to  Dicumarol  Therapy 

The  contraindications  for  using  dicumarol  must 
always  be  clearly  recognized.  They  may  be  sum- 
marized : 

1.  In  renal  disease  the  effect  of  dicumarol  may 
be  abnormally  prolonged  and  difficult  to  control  and 
therefore  should  not  be  used. 

2.  In  ulcerative  lesions  and  open  wounds  includ- 
ing ulcerative  colitis,  and  also  in  patients  undergoing 
tube  drainage  of  viscera. 

3.  In  patients  with  recent  operations  on  the  brain 
or  spinal  cord  hemorrhage  might  be  disastrous. 

4.  In  deficiency  of  vitamins  C or  K;  in  liver 
disease  with  prothrombin  deficiency;  and  in  blood 
dyscrasias  or  purpura. 

5.  In  subacute  bacterial  endocarditis  because  the 
hemorrhagic  tendency  is  increased. 

6.  In  patients  with  hypertension  having  retino- 
pathy. 


“Thrombophlebitis”  — Fay  Le  Fevre,  M.  D.,  Department  of 
Cardiorespiratory  Disease,  Cleveland  Clinic  Quarterly,  January, 
1950. 
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SOME  CURRENT  PROBLEMS  IN  DIAGNOSIS  AND 
MANAGEMENT  OF  PNEUMONIA* 


By  Elias  Strauss,  M. 

The  falling  death  rate  from  pneumococcal  pneu- 
monia and  the  equally  remarkable  decline  in  the  in- 
cidence of  this  disease  attest  the  efficacy  of  modern 
chemotherapeutic  and  antibotic  agents.  Nevertheless, 
the  use  of  these  drugs  does  not  exempt  the  practi- 
tioner from  his  responsibility  for  accurate  diagnosis, 
nor  does  it  always  solve  the  problems  of  management 
of  pneumonia.  Indeed  there  are  not  uncommon  in- 
stances in  which  the  use  of  potent  therapeutics  adds 
to  the  difficulties  and  complexities  of  diagnosis  and 
management. 

Intelligent  treatment  is  based  upon  etiologic  diag- 
nosis. In  hospital  practice,  pre-treatment  blood  cul- 
ture and  culture  of  the  sputum  should  be  obtained, 
although  it  is  not  necessary  to  await  the  results  of 
these  tests  before  therapy  is  undertaken.  At  the  pres- 
ent time,  blood  cultures  yield  information  of  value 
in  prognosis  only  in  exceptional  circumstances;  and 
hence,  they  may  generally  be  omitted,  when  difficult 
to  obtain,  without  prejudice  to  the  patient’s  welfare. 
However,  the  value  of  properly  performed  sputum 
examinations  cannot  be  overstated.  The  sputum 
should  be  streaked  on  the  surface  of  a blood  agar 
plate;  and,  after  suitable  incubation,  the  predominant 
flora  identified. 

I his  practice  enables  one  to  recognize  the  unusual 

* Read  before  the  Texas  Academy  of  Internal  Medicine,  Dallas, 
Dec.  10,  1949. 

**  From  the  Department  of  Preventive  Medicine  and  Public 
Health.  Southwestern  Medical  College.  Dallas,  Texas. 


D.,  Dallas,  Texas** 

cases  of  staphylococcus  and  Friedlander  bacillus 
pneumonia,  which  cannot  be  expected  to  respond  to 
treatment  with  penicillin.  There  are  few  patients  who 
produce  no  sputum,  when  the  effort  is  made  to  obtain 
it;  and  there  are  few  laboratories  so  ill-equipped  that 
cultures  cannot  be  made.  When  circumstances  do  not 
permit  cultural  studies,  the  practitioner  may  still  ob- 
tain information  of  value  in  the  diagnosis  and  manage- 
ment of  pneumonia,  if  he  himself  will  examine  a 
simple  gram-stained  smear  of  sputum  to  determine 
whether  the  bacterial  flora  is  pre-dominately  gram- 
positive or  gram-negative. 

It  should  not  be  forgotten  that  the  bacterial  flora 
may  change  during  the  course  of  pneumonia  and  as  a 
result  of  treatment.  This  point  is  illustrated  in  the 
first  case  to  be  presented. 

REPORT  OF  CASES 

CASE  1 

An  18-year-old  colored  boy  was  admitted  to  Park- 
land Hospital  on  October  7,  1949.  For  three  days  he 
had  been  feverish,  weak  and  dizzy  with  pain  in  the 
right  side  of  the  abdomen.  Later,  the  pain  involved 
the  chest  and  was  aggravated  by  breathing  and  cough- 
ing, and  he  began  to  raise  blood-streaked  sputum. 
When  admitted  he  appeared  acutely  ill,  dyspneic, 
splinting  the  right  side  of  the  chest,  and  had  a temper- 
ature of  102.6,  pulse  rate  of  100,  and  respiratory  rate 
of  30  per  minute.  Signs  of  lobar  consolidation  and 
pleural  friction  rub  were  elicited  over  the  middle  of 
the  right  side  of  the  chest.  The  blood  culture  yielded 


Figure  1.  Case  1.  Poster o-antenor  and  lateral  views  of  chest  on  admission  to  the  hos- 
pital. Note  lobar  consolidation  involving  loiver  portion  of  right  upper  lobe. 
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Figure  2.  Case  1.  Lobar  pneumonia  due 
to  pneumococcus  type  1 ivith  slotv  or  doubt- 
ful response  to  penicillin,  sulfadiazine  and 
aureomycin.  Recurrence  of  fever  and  spread 
of  pneumonia  associated  with  finding  of 
Friedlander  bacilli  in  sputum.  Response  to 
streptomycin. 

pneumococcus,  Type  1.  and  the  sputum  culture  also 
revealed  pneumococcus,  Type  1,  as  the  predominant 
bacterial  organism.  The  leukocyte  count  was  12,000 
cu.mm,  with  88%  polymorphonuclear  leukocytes.  The 
results  of  urinalysis  were  not  unusual.  X-ray  exami- 
nation of  the  chest  revealed  lobar  consolidation  involv- 
ing the  lower  portion  of  the  right  upper  lobe  (Figure 


1).  The  course  of  illness,  and  the  treatment  given  are 
depicted  graphically  in  Figure  2. 

Penicillin  was  injected  intramuscularly,  100,000 
units  every  6 hours.  However,  after  48  hours  of  this 
treatment  the  patient  still  appeared  acutely  ill,  the 
temperature  was  103  degrees,  and  physical  signs  and 
x-ray  studies  indicated  a spread  of  the  disease  to  the 
right  middle  and  lower  lobes.  Accordingly,  sulfadia- 
zine was  administered  by  mouth,  beginning  with  an 
initial  dose  of  4 grams  and  then  one  gram  every  4 
hours.  He  continued  to  receive  penicillin  also.  Despite 
this  combined  therapy,  and  with  blood  concentrations 
of  12  to  14  mgs  per  cent  of  sulfadiazine,  no  clinical 
improvement  was  observed. 

At  this  point  aureomycin  was  administered,  4 grams 
a day  in  divided  doses,  while  both  penicillin  and  sulfa- 
diazine were  continued.  The  temperature  then  gradu- 
ally declined  and  reached  normal  on  the  7th  hospital 
day. 

Fever  recurred  several  days  later  and  on  the  11th 
hospital  day,  the  temperature  rose  to  103  degrees. 
Decision  was  required  as  to  whether  this  represented 
drug  fever  or  a complication  of  the  infection.  Treat- 
ment with  aureomycin  and  sulfadiazine  was  discon- 
tinued. Because  of  the  possibility  of  atelectasis, 
bronchoscopy  was  performed  with  aspiration  of  in- 
spissated secretions  from  the  middle  and  right  lower 
lobe  bronchi.  At  this  time  it  was  observed  that  the 
sputum,  which  at  the  time  of  admission  was  thin  and 
blood  streaked,  had  now  become  purulent,  copious 
and  very  tenacious.  Gram-stains  of  the  sputum  re- 
vealed a predominance  of  gram-negative  coccobacilli. 

Cultures  subsequently  showed  that  the  pneumo- 
cocci had  disappeared,  and  that  the  chief  organisms 
present  were  Friedlander  bacilli  (Klebsiella).  Ac- 


Figure  3.  Case  2.  Left:  November  15,  1958.  Diffuse  bilateral  broncho-pneumonia 
due  to  leptospirosis  (Weil’s  disease). 

Right:  Dec.  23,  1958.  Complete  recovery;  clear  lung  fields. 
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Figure  U.  Case  2.  Weil’s  disease.  Note 
time  of  appearance  of  jaundice  and  of  bleed- 
ing tendency  in  relation  to  onset.  Azotemia 
and  oliguria  prominent  features.  Diagnosis 
established  by  serological  tests. 

cordingly,  the  patient  was  now  treated  with  strepto- 
mycin, with  slow  resolution  of  the  pneumonia  and 
gradual  decrease  in  the  amount  of  sputum. 

COMMENT 

This  case  was  instructive  in  several  respects.  It 
is  apparent  from  inspection  of  the  temperature  chart 


that  the  disease  was  not  obviously  influenced  by  peni- 
cillin. Likewise,  it  would  be  difficult  to  prove  that 
either  sulfadiazine  or  aureomycin  were  responsible  for 
the  favorable  outcome.  In  fact  the  temperature  re- 
turned to  normal  by  lysis  at  about  the  anticipated 
time,  even  if  no  specific  treatment  had  been  given. 
Although  it  is  sometimes  difficult  to  explain,  the  fact 
is  recognized  that  some  patients  with  proved  pneu- 
mococcal infections  respond  slowly  and  incompletely 
to  treatment  with  penicillin.  The  usual  clinical  rule- 
of-thumb  that  pneumonia  which  does  not  respond 
favorably  to  penicillin  within  48  hours  is  “virus”  pneu- 
monia is  by  no  means  a safe  guide  for  diagnosis  or 
treatment. 

This  case  also  illustrated  the  problem  of  differen- 
tiation between  drug  fever  and  a complication  of  the 
disease  itself.  This  is  a problem  which  increases  in 
difficulty  as  polyvalent  antibiotic  therapy  becomes 
more  popular.  In  this  instance  three  drugs  were 
being  administered,  any  one  of  which  could  have  been 
responsible  for  the  recurrence  of  fever. 

Finally,  the  case  demonstrated  a phenomenon 
which  is  becoming  more  prevalent  since  the  use  of 
potent  chemotherapeutics,  namely,  the  replacement  of 
one  species  of  bacteria  by  another,  resulting  in  perpe- 
tuation or  recrudescence  of  the  disease.  Penicillin  is 
so  potent  a bactericidal  agent  against  most  gram- 
positive cocci  that  it  is  capable  of  eliminating  them, 
or  nearly  so,  from  the  respiratory  tract.  Under  such 
circumstances,  and  for  reasons  which  are  as  yet  ob- 
scure, gram-negative  flora  may  become  pre-dominant 
and  may,  in  themselves,  and  as  in  this  case,  perpe- 
tuate the  infection.  A number  of  cases  of  this  nature 
are  already  on  record  (1)  and  more  will  be  found 


Figure  5.  Case  3.  Tularemic  pneumonia.  Note  that  in  postero-anterior  view  lesion  be- 
hind the  cardiac  shadow  is  not  readily  apparent.  In  lateral  vieiv,  wedge-shape  consolida- 
tion in  left  lower  lobe  can  be  seen. 


Page  222 


SOUTHWESTERN  MEDICINE 


JULY,  1950 


Table  1.  — Choice  of  Antibiotics  Today  (Nov.  1,  1949) 
in  Infections  by  Microorganisms 


1.  Pneumococcus  (Pneumonia, 

Peni- 

cillin 

Strepto- 

mycin 

Aureo- 

mycin 

Chloram- 

phenicol 

Mastoiditis,  Meningitis) 

2.  Streptococcus 

a.  Group  A beta  hemolytic 

A 

c 

B 

C? 

(most  human  infections)-- 
b.  alphahemolytic  or  viridans 

A 

c 

B 

0 

(SBE  & chronic  infections) 
c.  Group  D,  "entero-cocci" 

A 

c 

B 

0 

(strep,  fecalis) 

d.  Anaerobic  (post-partum, 
skin  infections,  pneumonia 

B 

0 

A 

0 

& empyema) 

A 

-- 

— 

-- 

3.  Staphylococcus  

If  severe  infection  such 

A 

0 

B 

0 

as  bacteremia 

A + 

0 

B + 

0 

4 B anthracis  (Anthrax) 

5.  Clostridia  (Gas  Gangrene, 
tetanus)  (Surgery  of  most 

A 

( + S.D.) 

0 

importance  here) 

A 

( + S.D.) 

0 

““ 

? 

6.  M.  tuberculosis  

0 

A 

(PAS) 

0 

0 

7.  Meningococcus 

A 

( -F  S.D.) 

0 B? 

(1  case 
bacteremia) 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A  = sulfacetimide. 


when  physicians  learn  to  recognize  the  phenomenon. 
Only  by  repeated  cultural  studies  and  examinations 
of  stained  smears  can  this  be  detected  and  appro- 
priate therapy  instituted. 

The  following  two  cases  illustrate  the  point  that 
pneumonia  may  he  caused  by  a great  variety  of  infec- 
tious agents.  There  is  often  a tendency  to  oversim- 
plify the  etiologic  varieties  of  pneumonia  and  to  think 
of  them  in  terms  of  either  pneumococcal  or  “virus” 
types.  When  looked  for,  many  other  causes  of  pneu- 
monia can  be  found. 

CASE  2 

A 61-vear-old  woman  was  admitted  to  Parkland 


Figure  6.  Case  3.  Tularemic  pneumonia. 
Response  to  Chloromycetin,  relapse  when 
therapy  discontinued,  and  response  when  re- 
administered. 


Hospital,  critically  ill,  on  Nov.  11,  1948.  All  that 
could  be  obtained  from  relatives  of  the  patient  was 
the  information  that  she  had  shaking  chills  4 days 
before  admission  and  since  then  had  high  fever, 
muscle  aching,  increasing  respiratory  distress  and 
finally  became  semicomatose. 

When  admitted  the  patient  had  a temperature  of 

99  degrees,  pulse  rate  of  120  per  minute,  and  a respi- 
ratory rate  of  80  per  minute.  She  was  an  obese, 
cyanotic  and  severely  dyspneic  woman.  Moist  sticky 
rales  were  detected  throughout  both  lung  fields.  The 
liver  edge  was  palpated  2 finger-breaths  below  the 
costal  margin.  X-ravs  of  the  chest  were  interpreted 
as  showing  bilateral  bronchopneumonia,  although  the 
possibility  of  pulmonary  edema  was  also  considered 
(Figure  3).  The  graphic  temperature  chart  and  perti- 
nent laboratory  data  are  recorded  in  Figure  4.  It 
was  at  first  considered  that  the  patient  was  in  con- 
gestive heart  failure.  However,  rapid  digitalization 
was  accomplished  without  symptomatic  benefit. 

The  temperature  rose  to  105  degrees  on  the  3rd 
hospital  day;  and  at  this  time  the  skin  and  sclerae 
were  visibly  but  slightly  icteric.  For  a time,  the  pos- 
sibility of  acute  pancreatitis  was  entertained.  The 
temperature  returned  to  normal,  rose  again  by  the 
8th  day  to  104  degrees  and  then  slowly  fell  to  the 
normal  level.  During  most  of  this  time  the  patient 
was  in  a shock-like  state.  The  outstanding  thera- 
peutic problem  centered  about  the  maintenance  of 
water  and  electrolyte  balance.  Azotemia  was  present 
throughout  the  course  of  illness.  The  blood  urea  was 
105  mgs%  at  the  time  of  admission  and  rose  on  the 
6th  hospital  day  to  320  mgs%. 

Severe  oliguria,  with  24  hour  urine  volumes  of 

100  to  200  cc.  were  present  in  the  early  stages  of  the 
illness;  later  as  the  azotemia  subsided,  a diuresis  was 
recorded.  The  urine  contained  considerable  quanti- 
ties of  protein,  many  red  blood  cells,  and  many  granu- 
lar and  hyaline  casts.  On  the  9th  hospital  day  a non- 
descript generalized  skin  eruption  was  observed  and 
on  the  same  day,  several  tarry  stools  were  passed. 


Table  2.  — Choice  of  Antibiotics  Today  (Nov.  1,  1949) 
in  Infections  by  Microorganisms 


8. 

Gonococcus  

Peni- 

cillin 

A 

Strepto- 

mycin 

B 

Aureo-  Chloram- 
mycin  phenicol 

C C 

9. 

Pertussis 

(S.D.) 

0 

A 

? 

10. 

H.  Influenzae 

Moderate 

0 

0 

(in  mice) 
A 

(A  in 
vitro) 

Severe  (Meningitis) 

0 

B 

A 

-- 

11. 

Klebsiella  pneumoniae  (Fried- 
lander's,  B.  mucosus 
capsulatus) 

0 

( + S.M 
or  S.D.) 

A 

. ( + S.M. 
or  S.D.) 

0 

B? 

12. 

Aerobacter  aerogenes 

(B.  lactis  aerogenes) 

0 

(S.M.) 

B 

A 

A 

13. 

E.  Coli  

0 

B 

A 

A 

14. 

E.  typhosa  

0 

0 

B 

A 

15. 

Salmonella  Group 
(Paratyphoid)  - 

0 

0 

C 

A 

16. 

Dysentery  Bacilli 

0 

0 

-- 

A?? 

17. 

B.  tularense  (Pasturella 
tularense)  

0 

B 

A 

A? 

18. 

B.  pestis  (Pasturella  pestis) 
(plague) 

0 

A 

__ 



19. 

Brucella  (Acute  stage) 
(Undulant  Fever) 

0 

0 

A 

A 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  (--),  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide. 
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Table  3.  — Choice  of  Antibiotics  Today  (Nov. 

1,  1949) 

in  Infections  by 

Microorganisms 

Peni-  Strepto- 
cillin  mycin 

Aureo- 

mycin 

Chloram- 

phenicol 

20.  Pseudomonas  Aeruginosa 

(B.  pyocyaneus)  

0 

A 

0 

A or  B 

21  Proteus  vulgaris 

0 

B 

0 

A 

22.  Ducrey's  bacillus  (chancroid)-  - 

0 

A 

A 

0 

23.  Rickettsiae  (typhus,  scrub 
typhus.  Rocky  Mt.  spotted. 

Q.  fever,  Rickettsial  pox) 

0 

0 

A 

A 

24.  Ornithosis  (Psittacosis) 

B 

0 

A 

A? 

25.  Lymphogranuloma  Venereum- 

B 

0 

A 

A 

26.  Virus  of  atypical  Pneumonia-- 

0 

0 

A 

A 

27.  Virus  of  Influenza 

0 

0 

0 

0 

28.  Common  Cold 

0 

0 

0 

0 

29.  Rat  Bite  Fever 
(Haverhill  Fever) 

a.  Spirillum  minus 

B 

0 

A 

-- 

b.  Streptobacillus 

monoliformis 

0 

A 

-- 

-- 

30.  Treponema 

a.  Syphilis  

A 

0 

B 

0 

b.  Yaws  

A 

0 

(in  vitro  & 
in  animals) 

31.  Leishmaniasis  (Granuloma 

inguinale,  Oriental  sore) 

0 

A 

A 

A 

32.  E.  histolytica 

0 

0 

A 

0 

33.  Trachoma 

A 

--  A (local) 

-- 

(orS.  D. 
orally  or 
S.  A.  locally) 

Legend:  A,  first  choice;  B,  second  choice;  C, 

third  choice;  D 

, fourth 

choice;  0,  of  no  value;  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide. 


The  white  blood  cell  count  rose  to  22,000  per  cu.mm, 
with  a left  shift.  Numerous  other  laboratory  studies 
were  performed  and  were  either  normal  or  contrib- 
uted no  pertient  information. 

It  is  believed  by  all  who  saw  the  patient  that  the 
tireless  and  judicious  attention  of  the  house  staff, 
particularly  with  regard  to  the  proper  administration 

* Reported  with  the  permission  of  the  Clinical  Director,  Veter- 
ans’ Hospital. 


Table  4.  — Choice  of  Antibiotics  in  Certain  Clinical  Conditions 


1.  Pneumonias  (Remember  that 
shifts  in  bacterial  flora  oc- 

Peni- 

Strepto- 

Aureo- 

Chloram- 

cur  in  debilitated  patients) 

ciilin 

mycin 

mycin 

phenicol 

a.  Pneumococcic 

A 

c 

B 

C? 

b.  Strep,  beta  hemolytic 

(S.D.) 

A 

c 

B 

0 

c.  Staphylococcic 

(S.D.) 
A + 

0 

B + 

0 

d.  Friedlander's 

(K.  pneumoniae) 

0 

A 

0 

B? 

e.  H.  Influenzae 

0 

( + S.M 
or  S.D.) 
B 

A 

f.  Tularemic 

0 

( + S.M. 
S.D.) 

B 

( + S.M. 

S.D.) 

A A? 

g.  Atypical  Types 

(1)  Virus  

0 

0 

A 

A 

(2)  Rickettsiae  - Q fever-- 

0 

0 

A 

A 

h.  Tbc.  

0 

A 

0 

0 

( + PAS) 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M . = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide.  S.T.  = sulfa- 
thalidine. 


of  fluids  and  electrolytes,  was  largely  responsible  for 
her  eventual  recovery.  Penicillin  and  streptomycin 
were  administered  throughout  most  of  the  illness. 

COMMENT 

The  diagnosis  of  Weil’s  disease  was  established 
by  the  results  of  serum  agglutination  tests  performed 
at  the  National  Institute  of  Health,  Bethesda,  Mary- 
land. For  many  days,  the  correct  diagnosis  in  this 
case  was  unsuspected.  In  retrospect,  however,  the 
case  is  entirely  typical  of  Weil’s  disease  and  could 
have  been  recognized  on  clinical  grounds  alone.  The 
patient  had  an  illness  with  sudden  onset,  chills,  high 
fever,  and  muscle  aching.  The  outstanding  manifes- 
tations were  those  of  acute  nephritis,  ie,  oliguria, 
azotemia,  and  albuminuria,  hematuria  and  cylinduria. 
In  addition  there  was  evidence  of  hepatomegaly,  jaun- 
dice and  a bleeding  tendency.  Diffuse  bronchopneu- 
monia is  also  a recognized  feature  of  this  disease.  (2) 

In  Dallas,  Weil’s  disease  is  probably  not  rare. 
Several  cases  have  been  recognized  in  local  hospitals 
in  the  past  few  years,  and  undoubtedly  other  cases 
have  not  been  diagnosed  correctly.  The  most  impor- 
tant aspect  of  treatment  is  the  maintenance  of  normal 
fluid  and  electrolyte  equilibrium,  and  in  this  regard 
the  treatment  is  identical  with  that  advocated  cur- 
rently for  “lower  nephron  nephrosis”.  (3)  Whether 
or  not  penicillin  or  streptomycin  were  of  value  in  the 
survival  of  the  patient  is  debatable.  Recent  investi- 
gations suggest  that  aureomycin  might  be  preferable 
as  a spirochetocidal  agent.  (4). 

CASE  3 

A 21 -year-old  white  man  was  admitted  to  the 
Veterans’  hospital  at  McKinney,  Texas,  on  June  7, 
1949,  with  the  complaints  of  fever  and  cough.*  The 
patient  was  a river  fisherman,  and  in  the  course  of  his 
occupation  often  drank  water  from  untested  sources, 
and  had  numerous  tick  bites. 

He  became  ill  on  June  2,  1949  with  repeated  chills, 
high  fever,  muscle  and  joint  pains,  abdominal  pains, 
headaches,  and  a hacking  unproductive  cough. 

At  the  time  of  admission  he  appeared  acutely  ill, 
lethargic,  but  rational,  with  temperature  of  105  de- 
grees. The  important  physical  findings  elicited  were 
medium  moist  rales  and  dullness  over  the  left  lower 
portion  of  the  chest,  posteriorly.  The  initial  white 
blood  cell  count  was  3700  per  cu.mm,  with  normal 
differential  count.  Urinalysis  revealed  normal  find- 
ings. Blood  cultures  were  subsequently  reported  as 
yielding  no  growth.  Sputum  cultures  were  not  made. 

The  initial  clinical  impression  was  that  of  “virus” 
pneumonia.  However,  the  abrupt  onset  with  high 
fever  and  repeated  chills  (twice  daily)  are  unusual  in 
this  disease.  In  addition,  chest  x-rays  disclosed  an 
area  of  lobar  consolidation  in  the  left  lower  lobe, 
rather  than  the  usual  type  of  feathery  peribronchial 
infiltration  (Figure  5).  These  x-rays  also  demon- 
strate the  not-uncommon  finding  that  lesions  in  the 
left  lower  lobe  of  the  lung  may  be  obscured  by  the 
superimposed  cardiac  shadow,  and  readily  can  be 
overlooked  by  the  unwary.  Lateral  (or  sometimes 
oblique)  views  may  be  necessary  to  demonstrate 
lesions  in  this  location. 

Typhoid  fever  was  also  considered  as  a likely 
diagnosis  at  the  time  of  admission.  It  is  well  known 
that  lobar  or  bronchopneumonia  may  be  one  of  the 
prominent  early  manifestations  of  this  disease.  The 
occupational  exposure  and  the  leukopenia  were  con- 
sistent with  typhoid  fever,  but  the  abrupt  onset  and 
absence  of  rose  spots  or  splenomegaly  on  the  fifth 
day  of  illness  were  at  variance  with  the  usual  course 
of  typhoid  fever. 

Finally,  murine  typhus  was  suspected  and  actually 
the  history  and  findings  were  entirely  compatible  with 
this  diagnosis,  except  for  the  absence  of  the  charac- 
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Table  5.  — Choice  of  Antibiotics  in  Certain  Clinical  Conditions 


Peni- 

Strepto-  Aureo- 

Chloram- 

cillin 

mycin  mycin 

phenico! 

2. 

Sub-acute  Bacterial  Endo- 
carditis 

a.  Alpha  hemoly.  strep 

(viridans)  

A 

c? 

B 

0 

b.  Beta  hemoly.  strep 

A 

c? 

B 

0 

( -j-  S.D.) 

c.  Streptococcus  fecalis 

- B + 

C7 

A + 

0 

d.  Staphylococcic 

e.  Micrococcus  (Staph) 

- A + 

0 

B T" 

0 

Tetragenus  45 

A + 

B + 

-- 

-- 

f.  Gram-Negative  Bacilli  — 

0 

A + 

A + 

A + 

3. 

Urinary  Tract  infections 
(Remember  surgery  often 
more  important) 
a.  E coli 

0 

B 

A 

A 

(S.A.  or  S.D.) 

b.  Aerobacter  aerogenes 

(B.  lactis  aerogenes) 

0 

B 

A 

A 

(S.A.  orS  D.) 

c.  Proteus  vulgaris  

0 

B 

0 

A 

(S.A  or  S.D.) 

d.  Pseudomonas  aeruginosa 

(B.  pyocyaneus)  

0 

A 

0 

A or  B 

e.  Streptococcus  fecalis  — 

B 

0 

A 

0 

f.  Staphylococcus 

A 

0 

B 

0 

Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A  = sulfacetimide.  S.T.  = sulfa- 
thalidine. 


teristic  rash  on  the  fifth  day  of  illness. 

Because  all  three  of  the  diseases  considered  most 
probably  respond  favorably  to  treatment  with  Chloro- 
mycetin, this  tlrug  was  administered  in  adecpiate 
dosage.  As  can  be  seen  in  Figure  6,  there  was  an 
apparently  prompt  response  with  a return  of  the  tem- 
perature to  normal  in  48  hours.  After  several  days 
of  decreased  dosage,  chloromycetin  was  discontinued, 
following  which  the  temperature  rose  again  to  102 
degrees.  Upon  the  re-administration  of  chloromy- 
cetin there  was  again  a prompt  response  to  treatment 
and  convalescense  proceeded  uneventfully. 

None  of  the  original  diagnostic  suggestions  were 
confirmed  by  laboratory  tests.  Instead  there  was  an 
unequivocal  and  diagnostic  rise  in  the  titer  of  serum 
agglutinins  against  B.  tulerense. 


pneumonia  in  recent  years,  and  the  waning  of  “virus” 
pneumonia  as  an  epidemic  disease,  a greater  emphasis 
should  be  put  on  the  proper  recognition  of  other  etio- 
logic  varieties  of  pneumonia.  Potent  chemotherapeu- 
tics  sometimes  complicate,  rather  than  simplify,  prob- 
lems in  the  management  of  pneumonia,  and  are  cap- 
able of  suppressing  the  growth  of  one  type  of  bacterial 
flora,  permitting  the  overgrowth  of  another. 
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Table  6.  — Choice  of  Antibiotics  in  Certain  Clinical  Conditions 


4.  Preoperative  & Postoper- 
ative in  Intestinal  Surgery-- 

5.  Preoperative  & Postoper- 
ative in  Pulmonary  Surgery-- 

6.  Ulcerative  Colitis 

(Idiopathic) 

7 Otitis  Media  

8.  Poliomyelitis 

9.  Guillain-Barre's  Syndrome — 

10.  Hepatitis 

11.  Infectious  Mononucleosis  — 


12.  Ocular  Infections 

a.  Staphylococcus,  Pneu- 

mococcus, H.  Influenzae, 
Morax-Axenfeld 

b.  Inclusion  conjunctivitis, 
trachoma,  other  viruses- - 

c.  Herpetic  conjunctivitis 

d.  Epidemic  kerato- 
conjunctivitis — 


Peni-  Strepto-  Aureo-  Chloram- 


cillin 

mycin 

mycin 

phenicol 

0 

B 

A? 

A 

(S.T.) 

A 

A 

-- 

— 

0 

0 

0 

7 

A 

C 

(sulfa) 

B 

— 

0 

0 

0 

-- 

0 

0 

0 

— 

0 

0 

0 

— 

0 

0 0 
Borate  0.5% 

sol.  locally 


Not 

desirable  A 

locally  A 

A? 

A 


COMMENT 

Tularemia  is  a not  uncommon  disease  in  the  South- 
west. Infection  may  be  contracted  by  the  handling 
of  infected  wild  animals  or  by  tick  bites.  One-quarter 
or  more  of  cases  of  tularemia  exhibit  pulmonary 
lesions  (5).  Local  ulcers  of  the  skin  or  eye  and  re- 
gional lymphadenopathy  often  are  absent.  This  di- 
sease should  be  considered  in  the  differential  diag- 
nosis of  “virus”  pneumonia,  typhoid  fever,  typhus,  etc. 

Streptomycin  is  highly  effective  in  the  treatment 
of  tularemia.  Chloromycetin  is  believed  to  be  effec- 
tive as  well,  although  clinical  experience  as  yet  is 
quite  limited.  On  the  basis  of  comparative  laboratory 
studies  aureomycin  is  thought  to  be  the  specific  treat- 
ment of  choice.  In  the  small  number  of  cases  on 
which  it  has  been  used,  the  response  to  treatment 
has  been  satisfactory  (6). 

CONCLUSIONS 

The  objective  in  these  case  presentations  has  been 
to  re-emphasize  a few  facts  regarding  pneumonia. 
Good  treatment  still  requires  knowledge  of  the  speci- 
fic causative  agents.  A large  number  of  bacteriaf 
species,  viruses,  rickettsias,  spirochetes,  and  fungi  are 
capable  of  producing  pneumonia  in  man.  With  the 
remarkable  decline  in  the  incidence  of  pneumococcal 


Legend:  A,  first  choice;  B,  second  choice;  C,  third  choice;  D,  fourth 
choice;  0,  of  no  value;  (--),  value  is  unknown;  (?),  indi- 
cates choice  is  questionable  because  cases  reported  are  too 
few;  ( + ),  indicates  combined  therapy  necessary.  S.D.  = 
sulfadiazine.  S.M.  = sulfamerazine.  PAS  = para- 
aminosalicylic  acid.  S.A.  = sulfacetimide.  S.T.  = sulfa- 
thalidine. 

— 

Undulant  Fever 

Six  patients  with  active  undulant  fever  (brucello- 
sis), 5 proven  by  positive  blood  cultures,  have  been 
treated  with  Chloromycetin.  The  average  duration  of 
fever  after  the  administration  of  this  antibiotic  was 

2.4  days.  The  drug  was  administered  over  a period  of 

8.5  days  and  the  mean  total  dosage  per  patient  was 
17:5  Gm. 

The  dosage  recommended  in  treatment  of  this 
disease,  on  the  basis  of  the  above  experience  as  well 
as  in  additional  cases,  is  the  initial  administration  of 
60  mg.  per  Kg.  of  bodyweight  and  0.25  Gm.  every 
three  hours  thereafter  for  at  least  seven  days  of  nor- 
mal temperature.  Chloromycetin  would  be  expected 
to  exert  some  beneficial  effect  in  the  chronic  disease, 
but  treatment  will  probably  have  to  be  prolonged. 
Therapeutic  effectiveness  in  the  chronic  state  may  be 
difficult  to  evaluate. 
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ConsideraH^  difference  of  opinion  exists  regard- 
ing the  chemotherapeutic  agent  or  antibiotic  of  choice 
in  the  treatment  of  virus  influenza.  With  this  in 
mind,  a Control  study  was  undertaken  to  evaluate  the 
effectiveness  of  the  commonly  used  agents  in  the 
treatment  of  virus  influenza.  The  material  used  in 
this  study  was  146  patients  admitted  for  influenza  out 
of  an  estimated  5000  cases  in  the  surrounding  area. 
All  patients  in  this  study  had  symptoms  of  influenza 
and  sufficient  temperature  elevation  to  warrant  hospi- 
talization. The  conditions  for  study  were  optimal  as 
all  patients  were  admitted  at  the  onset  of  their  di- 
sease, without  receiving  previous  medication  and 
were  under  constant  supervision  for  the  duration  of 
this  study.  For  treatment  purposes,  patients  were 
divided  into  six  groups,  each  of  which  received  one 
of  the  following  forms  of  therapy:  aureomycin,  peni- 
cillin, streptomycin,  sulfadiazine,  combined  antibiotics 
and  symptomatic  therapy. 

The  offending  virus  in  this  epidemic  was  found  to 
be  “influenza  A,  Ft.  Monmouth  strain”  as  determined 
by  the  Fourth  Army  Area  Medical  Laboratory,  Fort 
Sam  Houston,  Texas,  utilizing  the  Hirst  Test,  (1)  (2) 
which  measures  the  level  of  neutralizing  antibodies  in 
the  serum  of  patients  with  virus  influenza. 

METHOD  OF  STUDY 

1.  All  patients  were  isolated  in  wards  alloted  to 
the  infectious  and  contagious  disease  section.  Medical 
and  nursing  personnel  in  attendance  were  thoroughly 
familiar  with  the  care  and  management  of  contagious 
diseases. 

2.  Chest  x-rays  were  made  on  all  cases  either  on 
the  day  of  or  the  day  following  admission  and  re- 
peated as  warranted  by  symptoms  suggestive  of  pul- 
monary complications. 

3.  Complete  history  and  physical  examination 
was  done  at  time  of  admission.  Each  patient  was 
questioned  carefully  as  to  previous  inoculation  for 
influenza,  especially  as  regards  date  and  type  of 
vaccine. 

4.  Routine  laboratory  procedures  consisted  of  a 
complete  blood  count,  including  a Schilling  differen- 
tial and  a urinanalysis.  An  erythrocyte  sedimenta- 
tion rate  was  done  on  10%  of  the  group;  5%  received 
agglutination  tests  for  infectious  mononucleosis  and 
brucellosis;  20%  of  the  study  group  had  the  Hirst 
test  for  virus  influenza;  another  3%  had  blood  cultures 
and  liver  function  studies,  including  thymol  turbidity, 


DURATION  OF  PATIENTS  TEMPERATURE  ELEVATION  IN  HOURS 
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icterus  index  and  cephalin  cholesterol  flocculation 
test. 

5.  Of  the  146  patients,  Group  I,  comprising  46%, 
were  placed  on  200,000  - 300,000  units  of  aqueous 
penicillin  G,  every  3-6  hours,  varying  with  the  severity 
of  the  initial  clinical  manifestations.  Group  II,  com- 
prising 22%,  were  placed  on  aureomycin,  3000  mg. 
per  24  hour  period  as  the  adult  dose.  For  children 
syrup  of  aureomycin,  50  mg.  per  dram  was  given, 
dosage  depending  on  weight  of  child.  Group  III, 
comprising  2%,  received  Streptomycin  1-1 grams 
daily,  by  intramuscular  injection.  Group  IV,  com- 
prising 5%,  received  only  symptomatic  treatment  and 
no  antibiotics.  Group  V,  comprising  2%,  received 
symptomatic  therapy  in  addition  to  sulfadiazine,  fol- 
lowing an  initial  dose  of  2 grams,  1 gram  was  given 
every  four  hours.  Group  VI,  comprising  23%,  were 
mainly  women  and  children  and  treated  in  a separate 
wing  of  the  infectious  and  contagious  disease  section, 
received  aureomycin  1500  mg.  and  procaine  penicil- 
lin in  oil  300,000  - 600,000  units  per  24  hour  period. 
The  dosage  of  aureomycin  for  children  varied  with 
their  weight.  Twenty  percent  of  these  cases  initially 
received  penicillin  for  less  than  twenty-four  hours, 
then  aureomycin  was  begun.  The  effect  of  the  peni- 
cillin in  these  cases  we  feel  was  negligible.  However, 
in  as  much  as  they  did  receive  some  penicillin  they 
are  included  here.  Their  inclusion  in  Group  II  would 
have  raised  this  group  percentage  to  27%. 

CLINICAL  PICTURE 

The  clinical  picture  presented  by  this  epidemic 
appears  to  be  typical  of  those  described  elsewhere, 
(3)  (4),  in  which  the  etiological  agent  was  influenza 
virus,  type  “A”.  In  the  majority  of  cases  the  onset 
was  abrupt,  with  the  following  sequence  of  symptoms: 
chilliness  or  chills,  fever,  vertigo,  anorexia,  headaches, 
lassitude,  muscular  pains  and  aches,  non-productive 
cough,  nausea  and  vomiting.  Less  frequent  symp- 
toms observed  wTere:  sneezing,  nasal  irritation  with 
coryza,  substernal  discomfort,  hoarseness  and  in  6ne 
case,  epistaxis.  In  this  epidemic  high  temperature 
elevations  were  common  and  frequently  elevated  to 
105  degress  F.  However,  the  calculated  average  was 
102.2  degrees  F. 

PHYSICAL  EXAMINATION 

In  this  epidemic  physical  findings  were  few,  con- 
sisting of  moderately  injected  faucial  pillars,  soft  pal- 
ate, conjunctiva,  nasal  mucosa,  and  posterior  pharyn- 
geal walls. 

A flushed  face  and  enlarged  tender  cervical  lymph 
glands  were  routinely  observed.  Many  of  these  pa- 
tients had  a dry  non-productive  cough  and  some 
vague  chest  discomfort.  However,  on  auscultation  of 
the  chest,  there  was  no  evidence  suggestive  of  pul- 
monary involvement. 

LABORATORY  FINDINGS 

All  patients  were  submitted  to  routine  laboratory 
procedures  and  the  majority  of  these  cases  exhibited 
either  a normal  leukocyte  count  or  a moderate  leuk- 
openia. Schilling  differentials  showed  moderate  lym- 
phocytosis to  be  a common  finding. 
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BREAK  DOWN  OF  146  CASES  OF  VIRUS  INFLUENZA 


20*7.  OF  THESE  CASES  RECEIVED 
PENICILLIN  FDR  LESS  THAN  24  HOURS 
WHICH  INCREASES  THE  AUREOMVCIN  CROUP 
BY  5%.  (27%  VIRTUALLY  HAP  AUREOMVCIN 
r»RRApY  ALONE  i 

All  blood  cultures  were  sterile  after  13  days.  Ag- 
glutination test  for  infectious  mononucleosis  and  bru- 
cellosis were  negative.  Liver  function  tests  were 
within  normal  limits.  Routine  urinanalyses  were  done 
on  all  admissions,  all  of  which  were  within  normal 
limits  except  for  a slight  albuminuria  which  was  a 
constant  finding  for  the  first  day  of  the  disease  only. 

All  patients  admitted  to  the  hospital  had  a mini- 
mum of  one  roentgenogram  of  their  chest  made  on 
day  of  or  day  following  admission.  In  30%  of  the 
cases,  these  x-rays  were  repeated  to  rule  out  the  de- 
velopment of  any  pulmonary  complication.  All  chest 
films  were  interpreted  to  be  within  normal  limits 
except  for  one  case  admitted  with  rheumatic  heart 
disease,  who  exhibited  marked  cardiac  hypertrophy 
and  pulmonary  edema  complicated  by  the  influenza. 

DISCUSSION 

Prior  to  evaluating  which  of  the  antibiotics  or 
chemo-therapeutic  agents  appearted  to  be  of  most 
value  in  the  treatment  of  Influenza  Type  “A”,  all 
charts  diagnosed  as  influenza  were  reviewed  in  re- 
gards to  symptoms,  physical  and  laboratory  findings, 
prior  to  making  the  final  diagnosis  of  virus  influenza, 
and  a tabulation  made  in  regard  to  maximum  tem- 
perature, type  of  therapy,  duration  of  temperature, 
elevation,  age,  laboratory  and  roentgenographic  find- 
ings and  complications  incurred.  Following  review 
of  the  maximum  temperatures  and  their  duration 
under  each  of  the  aforementioned  forms  of  therapy, 
the  following  data  was  found: 

Of  those  patients  receiving  large  doses  of  aqueous 
penicillin  G,  the  average  maximum  temperature  eleva- 
tion was  102.2  degrees  F.  The  average  duration  of 
the  temperature  elevation  under  this  form  of  therapy 
was  sixty-two  hours.  Patients  who  were  placed  on 
standard  dosages  of  aureomycin  supplemented  with 
procaine  penicillin  in  oil  twice  daily  had  an  average 
maximum  temperature  of  103  degrees  F.,  and  a dura- 
tion of  temperature  elevation  of  30.8  hours.  The 
third,  and  most  significant,  group  of  patients  were 
those  who  received  large  doses  of  oral  aureomycin 
(3,000  mg.  daily).  The  average  maximum  tempera- 
ture for  this  group  was  102.2  degrees  F.,  and  the 
average  duration  of  the  temperature  of  this  group 
was  18  hours.  The  controlled  group  who  received 
symptomatic  therapy  alone,  and  who  unfortunately 
consisted  of  those  with  apparently  the  least  severe 
cases  of  influenza,  had  a maximum  temperature  aver- 
age of  101.2  degrees  F.,  and  an  average  duration  of 
temperature  of  56  hours.  In  the  2 smaller  groups, 
which  received  streptomycin  or  sulfadiazine,  we  were 
unable  to  see  that  these  drugs  were  of  any  value  at 
all.  In  two  of  the  cases,  the  disease  progressed  after 


36  hours  to  such  severity  that  we  found  it  necessary 
to  supplement  the  patient  with  aureomycin  in  order 
to  control  the  temperature  elevation. 

CONCLUSION 

From  the  material  gathered  in  this  epidemic  of 
influenza  A,  aureomycin  appears  to  be  the  antibiotic 
of  choice  in  the  therapy  of  this  disease.  Aureomycin 
given  in  large  doses  (3,000  mg.  per  24  hour  period) 
lowered  the  temperature  elevation  and  ameliorated  the 
symptoms  of  the  disease  in  approximately  30%  of  the 
time  that  was  required  by  penicillin  G,  and  in  ap- 
proximately 50%  of  the  time  that  was  required  by 
aureomycin  given  in  small  doses  supplemented  by  ! 
600,000  units  of  procaine  penicillin  in  oil. 

It  is  unfortunate  that  a larger  group  could  not  be  j 
studied  on  symptomatic  therapy  alone  so  that  we 
would  be  better  able  to  evaluate  the  usefulness  of  this 
drug  as  well  as  other  antibiotics  in  preventing  com- 
plications. 

In  this  group  studied  there  were  only  three  pa- 
tients with  complications.  There  was  one  case  of 
otitis  media,  one  of  acute  mastoiditis  and  one  with  a 
staphylococcus  lobar  pneumonia.  Each  of  these  pa- 
tients had  been  receiving  penicillin  prior  to  the  de- 
velopment of  the  complication,  but  at  the  time  the 
complications  developed  were  on  symptomatic  thera- 
py only. 

Allergic  manifestations  to  massive  doses  of  aureo- 
mycin have  been  reported  in  the  current  medical 
literature.  (5)  (6)  (7)  In  the  groups  receiving  aureo- 
mycin, (Groups  II  and  VI)  comprising  45%,  approxi- 
mately 4%  complained  of  nausea,  pruritus  and  rectal 
excoriation  and  drug  rash.  The  patients  receiving 
aqueous  penicillin  G exhibited  no  allergic  manifesta- 
tions. Of  those  receiving  procaine  penicillin  in  oil, 
three  developed  allergic  manifestations,  manifested  by 
severe  itching  and  giant  urticaria. 

Further  controlled  study  is  needed  in  the  use  of  1 
aureomycin  in  virus  influenza  and  other  virus  diseases 
before  a definite  conlusion  can  be  reached  as  to  its  I 
value  in  their  treatment.  Flowever,  from  our  study  | 
of  aureomycin  therapy  in  the  treatment  of  type  A, 
virus  influenza,  it  appears  to  be  a most  effective  drug. 
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TRENDS  IN  HOSPITAL  COSTS  AND  COMPENSATORY 

MEANS  TO  MEET  THEM 

By  Bryce  L.  Twitty,  B.  A.,  M.  A.,  F.  A.  C.  H.  A.,  Adm. 

and 

T.  S.  Matthews,  B.  S.,  C.  T.  A.,  Controller,  Hillcrest  Memorial  Hospital 

Tulsa,  Oklahoma. 


A speech  delivered  by  Malcolm  T.  McEachern,  M.  D.,  F.  A. 
C.  S.,  Chicago,  director  of  the  American  College  of  Surgeons,  at 
the  Surgeons’  Regional  Meeting  in  El  Paso,  13  February  1950. 

Thanks  to  good  doctors,  the  cost  of  hospital  care 
today  is  the  lowest  in  the  history  of  our  nation.  The 
percentage  of  the  family  income  spent  for  hospital 
care  in  major  surgery  is  less  today  than  it  was  forty 
years  ago,  or  even  twenty-five  years  ago  when  I first 
came  into  hospital  management.  Forty  years  ago, 
for  abdominal  surgery  the  average  stay  in  the  hospital 
was  fifty-four  days;  today  for  the  same  operation  the 
average  stay  is  between  five  and  six  days.  Therefore, 
this  patient  is  nine  times  better  off  from  the  stand- 
point of  time  spent  in  the  hospital  than  he  was  40 
years  ago.  In  addition  to  better  professional  care, 
the  patient  has  improved  comforts,  better  nursing  and 
better  service  in  every  way,  not  mentioning  the  im- 
proved chances  of  going  out  alive  and  well.  If  hospi- 
tals should  charge  $25  per  day,  the  American  people 
would  still  get  their  hospital  bill  for  less  than  they 
got  it  40  years  ago. 

Forty  years  ago  for  delivery  of  a baby  the  average 
stay  was  fifteen  days;  today  it  is  four  days.  This  is 
due  to  the  advance  in  medical  science,  for  which  we 
are  grateful.  If  the  patient  pays  $25  per  day,  which 
would  be  an  equitable  charge  for  maternity  care,  he 
still  gets  his  hospital  bill  for  less  money  than  he  did 
twenty  years  ago,  even  though  the  cost  per  day 
was  less. 

TRENDS  IN  COSTS 

The  trends  in  costs  are  still  higher  and  higher  per 
day  for  hospital  care  but  less  and  less  for  operation 
per  patient.  Here  again  we  pay  tribute  to  our  great 
medical  profession,  to  the  chemists  and  scientists  for 
their  contribution  in  making  this  possible.  The  trends 
are  this  way  because  of  concentrated  pharmaceutics 
that  have  been  brought  to  bear  in  addition  to  the 
marvelous  techniques  developed  by  our  surgeons.  Let 
me  explain  why  the  concentrated  drugs  are  so  ex- 
pensive (and  this  is  something  every  person  should 
know).  Few  people  realize  that  it  takes  seven  thou- 
sand pounds  of  fox  glove  leaves  to  make  a gram  of 
digitalis;  that  it  takes  eight  thousand  pounds  of  liver 
to  make  one  gram  of  vitamin  B-12,  known  as  the  red 
vitamin;  that  it  takes  the  pancreas  glands  of  seven- 
teen cows  to  make  one  ounce  of  insulin;  that  it  takes 
fifty-four  tons  of  radium  ore  to  make  a gram  of 
radium.  These  are  a few  examples  of  why  these 
articles  cost  so  much.  Mr.  Harold  B.  Clemenko  had 
a splendid  article  in  Look  Magazine  of  January  17th 
concerning  the  plight  of  hospitals  and  in  which  he 
stated  that  for  $1.30  worth  of  penicillin  it  costs  $1.55 
to  administer  it.  Therefore,  not  only  the  cost  of  the 
concentrated  pharmaceutics  themselves  but  the  ad- 
ministering of  the  drugs  is  often  times  two  to  three 
times  as  much  as  the  inventory  price.  Occasionally 
a person  will  say,  “I  can  get  an  aspirin  for  a nickel 
at  a drug  store”,  which  is  perhaps  true,  but  in  the 
drug  store  a diseased  soda  jerker  hands  him  an  aspirin 
and  if  the  person  buying  the  aspirin  falls  dead  when 
he  takes  it,  the  soda  jerker  has  no  responsibility  for 
what  happened,  whereas,  in  the  hospital  the  aspirin 
is  administered  by  a professional  person  who  knows 


whether  or  not  the  aspirin  would  kill  the  patient  if 
he  takes  it. 

ADDED  COST 

One  of  the  added  costs  of  operating  hospitals  is 
that  it  is  impossible  to  hire  and  fire  employees  in 
proportion  to  the  increase  and  decrease  in  patient 
load.  In  other  words,  our  load  depends  on  the  health 
barometer  of  the  community.  One  week  the  hospital 
will  be  running  over,  with  beds  in  the  halls,  sun 
parlors,  etc.,  and  the  next  week  the  hospital  will  have 
one-third  of  the  beds  empty.  Yet,  its  personnel  being 
professional  people  and  hard  to  secure,  must  be  kept 
on  the  payroll  whether  the  hospital  is  full  or  not. 
Consequently,  this  adds  to  the  increased  cost  of  hospi- 
tal care  to  the  patient. 

The  American  people  get  more  for  their  money 
in  a hospital  than  any  other  place  on  the  American 
market.  Their  dollars  go  further  and  buy  more  in 
a hospital  than  any  other  place.  For  instance,  if  the 
patient  is  paying  $12  per  day  for  a private  room  in 
a hospital,  he  is  only  paying  500  per  hour,  because 
he  gets  twenty-four  hours  of  care.  For  this  500  per 
hour,  he  is  bathed  in  bed,  fed  in  bed  and  gets  toilet 
service  in  lied,  and  by  actual  count  the  average  pa- 
tient is  served  37  times  in  twenty-four  hours  in  a 
hospital  by  three  8-hour  shifts  of  professional  people 
and  other  employees.  Ninety  per  cent  of  those  who 
serve  the  patient  have  spent  from  three  to  ten  years 
preparing  themselves  for  this  service.  In  comparison, 
what  can  we  buy  in  the  commercial  world  for  500  an 
hour?  A housewife  cannot  get  her  dishes  washed  for 
500  or  get  the  lawn  mowed.  Other  times  a person  will 
say,  “I  can  get  the  same  room  in  a hotel  for  $5.00”, 
which  is  probably  true,  but  that  is  all  he  gets  in  a hotel. 
If  in  a hotel  in  your  $5.00  room  they  should  wait  on 
you  37  times,  you  would  have  paid  out,  in  addition  to 
the  $5.00,  $9.25  for  tips  making  $14.25  paid  out,  and 
then,  in  the  hotel  if  they  should  bathe  you  in  bed, 
feed  you  in  bed,  give  you  toilet  service  in  bed,  change 
the  linens  from  6 to  10  times,  catheterize  you  in  bed, 
you  would  have  to  float  a bond  issue  to  get  out. 

The  public  should  remember  the  most  sacred  thing 
in  life  is  life  itself.  No  man  I know  of  works  as  hard  or 
disciplines  himself  as  much  as  a practicing  physician. 
I have  served  and  worked  with  the  medical  profession 
for  over  twenty-five  years,  and  they  are  the  greatest 
men  on  earth.  The  average  doctor  charges  less  per 
hour  for  calling  on  a patient  than  a master  plumber. 
It  costs  nine  times  as  much  to  have  your  house  painted 
by  a union  painter,  if  painted  around  the  clock,  than 
it  does  to  stay  in  the  finest  room  in  the  finest  hospital 
in  our  city.  The  trouble  is,  people  do  not  know  how 
to  judge  values.  A man  will  give  $25,000  to  hire  a 
criminal  lawyer  to  defend  him  from  the  electric  chair, 
where  he  should  probably  go,  and  yet  a doctor  can 
charge  him  $1,000  for  saving  his  life  and  he  will  tell 
everybody  in  the  country  about  it  and  refuse  to  pay 
the  bill. 

RECENT  STUDY 

A study  which  we  made  recently  of  representative 
items  used  by  the  hospital  showed  that  from  1940  to 
1949  food  had  increased  over  300%  on  some  items. 
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To  be  exact  the  range  was  from  87%  on  the  food  item 
with  the  smallest  increase  to  306%  on  the  items  with 
the  greatest  increase.  Drugs  had  increased  all  the 
way  from  10%  to  170%.  Practically  the  same  was 
true  of  dressings,  linens,  laundry  and  hospital  sup- 
plies. Labor  had  increased  all  the  way  from  105%  to 
243%,  and  no  consideration  was  given  in  this  compu- 
tation to  shorter  hours  worked.  Since  this  study  was 
made,  there  have  been  further  increases  in  labor  costs. 

While  in  recent  months  there  have  been  slight 
decreases  in  some  items,  such  as  food,  for  instance, 
our  prognostigators  of  economic  trends  are  practically 
unanimous  in  their  predictions  that  in  order  to  pro- 
duce the  taxes  to  meet  what  appears  to  be  a perma- 
nent national  budget  of  astronomical  proportions  it  is 
going  to  be  necessary  to  maintain  high  prices,  high 
wages  and  a high  level  of  economic  activity.  They 
predict  that  further  money  tinkering  may  be  resorted 
to  by  the  Congress  and  the  Administration  in  order 
to  accomplish  this.  We  may  assume  then  that  the 
high  prices  and  high  wage  costs  may  be  with  us  for 
several  years  to  come.  Necessity  is  the  mother  of 
invention.  Such  means  as  have  been  placed  in  effect 
in  the  past  to  control  and  offset  these  rising  costs 
must  be  continued  and  new  means  developed. 

We  have  spared  no  effort  or  money  to  secure  top 
caliber  people  to  head  the  different  departments  of 
our  hospital.  That  this  has  paid  off  in  dividends  is 
evidenced  by  a study  which  was  recently  made  by  us, 
comparing  our  costs  with  the  cost  of  operating  hospi- 
tals of  comparable  size  and  located  in  the  South  Cen- 
tral part  of  the  United  States.  This  study  showed 
that  while  our  administrative  costs  were  higher  than 
the  average  of  other  hospitals  in  this  area,  our  over-all 
costs  were  lower.  Cheap  management  is  no  economy. 

DEPARTMENTS  MEET 

Each  Monday  morning  we  have  a meeting  of  all 
these  department  heads  of  the  Hospital.  All  problems 
pertaining  to  service  to  patients,  safety,  expense  con- 
trol, public  information,  etc.,  are  discussed  in  detail 
and  policies  established.  A stenographer  takes  notes 
of  all  discussion  and  action  taken  at  these  meetings. 
These  minutes  are  read  at  the  succeeding  meeting  to 
make  sure  that  the  procedures  decided  upon  are  duly 
placed  into  effect. 

We  recently  placed  into  effect  an  air-tight  purchase 
order  system  and  hired  a purchasing  agent  of  high 
ability  and  with  previous  experience  in  this  line.  This 
purchase  order  system  provides  that  all  requisitions 
for  purchases  must  be  signed  by  the  head  of  the  origi- 
nating department  and  approved  by  the  administrator 
before  passing  to  the  purchasing  department  for  se- 
curing quotations,  bids,  and  issuance  of  purchase 
order.  Requisitions  for  items  issued  from  stock  must 
be  signed  by  the  department  head  before  presentation 
to  the  storekeeper.  We  have  not  overlooked  com- 
petitive bids  and  any  institutional  discounts  to  which 
we  are  entitled.  Neither  have  we  overlooked  the  fact 
that  food  and  drugs  comprise  a large  portion  of  the 
cost  of  supplies.  Since  our  hospital  is  a non-profit 
community  institution,  we  have  made  application  to 
share  in  the  surplus  food  distributed  by  the  U.  S. 
Department  of  Agriculture.  Also,  we  are  considering 
at  the  present  time  the  possibility  of  establishing,  in 
collaboration  with  other  hospitals  in  the  area,  a central 
purchasing  agency.  If  prices  continue  to  advance,  we 
may  be  forced  to  take  definite  action  in  this  respect. 

Some  time  ago  we  made  a study  of  discounts  on 
billing  allowed  to  various  organizations  and  indivi- 
duals. A number  of  these  were  reduced  and  some 
discontinued  entirely.  We  have  adopted  the  use  of 
plastic  dishes  throughout  the  hospital  and  this  has 
reduced  replacement  of  dishes  to  practically  nil. 

ACCOUNTING  DEPARTMENT 

In  the  accounting  department,  too,  we  have  adopt- 
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ed  short-cuts  and  machine  operations.  While  these 
have  not  reduced  expenses,  they  have  had  the  effect  of 
avoiding  additional  expenses  as  the  hospital  enlarges 
or  have  released  effort  which  has  been  employed  to 
give  management  additional  statistical  and  accounting 
information  for  its  use  in  controlling  expenses.  As 
examples;  we  now  use  composite  rates  of  depreciation 
for  the  various  classifications  of  property  and  this  de- 
preciation computation'  is  made  annually  instead  of 
monthly  and  on  each  item  of  equipment.  Our  reports 
are  presented  in  even  dollars  only.  Some  are  pre- 
sented in  even  $100.  This  saves  time  in  typing  or 
makes  possible  more  information  in  the  same  report. 
Also,  we  have  presented  certain  reports  in  graph  form 
only.  This  eliminates  typing  entirely  and  gives  a 
better  picture  at  a glance  of  comparisons  and  trends. 

In  the  case  of  some  reports  the  figures  are  copied  on 
the  duplicating  process  in  pencil  and  are  duplicated 
without  typing. 

The  County  charity  load  at  our  Hospital  is  almost 
as  large  as  all  other  hospitals  in  the  County  combined. 
The  County  pays  only  a fraction  of  the  cost  of  ser- 
vicing these  patients.  We  have  taken  definite  steps 
to  secure  at  least  the  cost  of  these  cases.  We  have 
been  informed  that  in  cases  where  legal  action  has 
been  taken  against  the  County,  reimbursement  for  full 
billing  has  been  secured,  however,  we  have  not  taken 
this  action  to  date  but  rather  are  attempting  to  work 
the  matter  out  in  an  amicable  manner  with  all  con- 
cerned. 

The  Finance  Committee  of  the  Board  of  Trustees 
require  that  we  operate  under  a budget.  Prior  to  the 
beginning  of  each  year  we  are  required  to  submit  to 
this  Committee  for  its  approval  our  operating  cash 
and  construction  budgets.  This  has  been  a very 
beneficial  step  in  that  it  enables  us  to  plan  consider- 
ably in  advance  to  meet  certain  situations  and  get  full 
utilization  of  our  cash  resources. 

LABOR  COSTLY 

We  have  not  overlooked  the  fact  that  labor  usually 
comprises  from  55%  to  60%  of  the  total  operating 
cost  of  hospitals.  The  system  of  controlling  payrolls 
which  we  have  partially  installed  and  are  in  process 
of  completing,  provides  approval  of  personnel  man- 
ager, department  head  and  administrator  for  new  em- 
ployment. A medical  examination  is  also  a prerequi- 
site. This  system  provides  that  each  regular  position 
is  numbered.  New  authorizations  are  not  required  in 
the  case  of  these  regular  employees  unless  change  in 
rate  of  pay  of  position  occurs.  In  the  case  of  tem- 
porary employees  new  authorizations  must  be  turned 
in  every  15  days.  It  often  occurs  in  the  case  of  a 
temporary  employee  that  he  or  she  becomes  a per- 
manent employee  merely  because  there  is  no  follow- 
up on  the  part  of  the  management.  This  system  will 
make  it  necessary  to  review  these  cases  at  frequent 
intervals  to  make  sure  that  a new  position  has  not 
been  created  without  full  knowledge  and  consent  of 
the  management. 

Some  commercial  concerns  have  been  able  to  off- 
set rising  costs  by  mechanization,  however,  hospitals 
cannot  employ  this  means  to  an  appreciable  extent 
because  most  patients  require  the  personal  services  of 
highly  trained  professional  people.  Our  new  building 
and  modernization  plans  do  provide  a number  of 
mechanical  improvements  which  will  save  a lot  of 
time  and  steps,  such  as,  intercommunication  system 
between  patients  rooms  and  the  nurses’  stations,  pneu- 
matic tubes  for  dispatching  charts,  charge  tickets,  etc., 
to  and  from  the  floors. 

The  plans  for  construction  now  in  progress  pro- 
vide for  a pay  cafeteria  and  we  believe  that  this  will 
reduce  considerably  the  cost  of  food.  We  also  plan 
a central  admitting  system  and  this  provides  for  the 
heading  of  every  form  produced  in  the  hospital  at  one 
typing  at  the  time  the  patient  is  admitted. 
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Castration  and  Breast  Cancer 

Castration  as  an  adjunct  to  the  treatment  of  breast 
cancer  was  suggested  independently  by  Schinzinger 
in  1889  and  by  Sir  George  Beatson  in  1886.  The  re- 
sults of  such  treatments  have  been  reexamined  recent- 
ly. According  to  Adair,11  transient  beneficial  response 
may  be  expected  in  15  to  30  per  cent  of  castrated  pa- 
tients who  have  advanced  recurrent  or  metastatic 
disease,  and  little  or  no  response  is  to  be  expected  in 
the  primary  tumor  or  in  lymph  gland  metastases.  The 
patients  who  improve  are  almost  entirely  in  the  pre- 
menopausal group.  X-ray  castration  may  produce 
good  results.  In  some  in  whom  it  fails  the  failure  is 
suspected  to  be  due  to  incomplete  castration  effects 
of  the  x-ray.  A good  result  is  manifested  by  relief 
of  pain,  increase  in  appetite  and  weight,  regression  of 
bone  metastases,  and  occasionally  pulmonary  metas- 
tases. Unfortunately,  beneficial  response  is  transient. 


“The  Use  of  Sex  Hormones  in  Cancer”  — E.  Perry  McCul- 
lagh,  M.  D.,  Cleveland  Clinic  Quarterly,  January,  1950. 


Congenital  Polycystic  Disease  of  the  Kidney 

“ . . . the  typical  patient  with  congenital  polycystic 
disease  of  the  kidneys  will  have  a family  history  of 
renal  disease  and  may  expect  symptoms  to  appear 
during  the  fourth  or  fifth  decade  of  life.  ...  A history 
of  recurrent  infections  of  the  urinary  tract  and  pos- 
sible renal  colic  may  be  elicited.  On  examination  one 
or  both  kidneys  may  be  palpated  as  irregular,  hard 
masses.  The  blood  pressure  will  probably  be  found 
to  be  moderately  elevated  with  minimal  to  moderate 
hypertensive  changes  in  the  ocular  fundi.  Laboratory 
examinations  may  reveal  albuminuria  and  pyuria  of 
varying  degrees.  The  intravenous  pyelogram  will  show 
elongated  calices  with  some  blunting  and  irregularity 
of  outline.  Such  a patient  ordinarily  will  have  a life 
expectancy  of  approximately  10  years  after  the  onset 
of  symptoms  and  has  a fair  chance  for  a normal  life 
span.  A poor  prognosis  is  indicated  by  increase  in 
the  size  of  the  kidneys,  increase  in  severity  of  symp- 
toms, progression  in  associated  hypertensive  vascular 
disease  or  advancing  impairment  of  renal  function.” — 
Rail,  J.E.,  and  Odel,  H.M.,  Am.J.M.Sc.  218:399,  1949. 
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Attened  Conventions 

We  have  leaned  over  backwards  in  a liberal  policy 
of  sending  our  department  heads  to  national,  regional 
and  state  conventions.  I don’t  believe  that  there  has 
been  a single  case  where  the  department  head  did  not 
bring  back  information  for  the  hospital  of  far  more 
value  than  the  cost  of  the  trip.  I wager  that  by  the 
time  this  convention  is  over  each  one  in  attendance 
will  carry  back  to  your  hospital  information  that  will 
more  than  pay  for  your  time  and  expenses. 

As  a general  rule,  hospital  employees  live  like 
sharecroppers.  They  do  not  enjoy  pensions  and  other 
benefits  enjoyed  by  persons  in  industrial  employment. 
This  is  true  because  the  charity  load  of  the  hospital 
must  come  out  of  the  sick  man  who  does  pay  his  bill 
and  out  of  sub-standard  wages  and  benefits  of  hospi- 
tal employees.  We  must  be  on  the  alert  to  increase 
these  benefits  to  employees  just  as  fast  as  conditions 
will  permit. 

A large  portion  of  the  financial  troubles  of  volun- 
tary hospitals  is  due  to  the  fact  that  the  sick  and 
those  who  care  for  the  sick  do  not  have  grandeur. 
Men  and  women  of  wealth  have  put  their  money  into 
such  things  as  football  stadiums,  race  tracks,  foun- 
tains and  statues.  Many  wealthy  oil  men  think  noth- 
ing of  giving  $30,000  for  a white-faced  bull,  but  ask 
them  for  $100  for  a red-headed  child  and  they  have 
such  a hard  luck  story  that  before  they  are  through 
with  you,  you  are  about  to  pass  the  hat  for  them. 
Our  hospitals  in  the  South  are  not  endowed;  they  are 
in  debt.  The  only  way  we  can  get  money  to  operate 
is  to  twist  it  out  of  the  backs  of  sick  people,  there- 
fore, we  have  a moral  duty  to  make  sure  that  we  as 
hospital  employees  make  full  utilization  of  our  talents 


and  resources  and  thereby  give  to  the  people  we  serve 
the  maximum  service  at  the  least  possible  cost. 


NU  - 445 

Urinary  excretion  studies  revealed  that  NU-445  is 
eliminated  promptly. 

It  is  concluded  that  the  new  drug  is  a valuable 
adjuvant  in  the  treatment  of  urinary  tract  infections 
caused  by  B.  pyocyaneus  and  E.  coli. 

Joseph  A.  Lazarus  and  Lewis  H.  Schwarz,  B.S., 
875  Park  Ave.,  New  York,  N.  Y. 


REORGANIZATION  PLAN  NO.  27 

(Continued  from  Page  216) 

Hoover  Report  has  issued  a statement  in  opposition 
to  Plan  No.  27. 

Again,  American  medicine  must  register  its  dis- 
approval of  the  welfare  state  trend  exhibited  in  this 
bill.  Again,  we  must  seek  the  approval  of  the  Hoover 
Commission  recommendation  for  an  independent 
agency  to  co-ordinate  and  administer  all  federal  health 
services. 

You  are  urged  to  write,  and  have  your  lay  friends 
write,  to  your  Senators  and  Congressmen  expressing 
opposition  to  Reorganization  Plan  No.  27.  Action  is 
imperative.  The  plan  goes  into  effect  July  31,  1950, 
unless  vetoed  before  that  time.  You  may  rest  as- 
sured that  the  sales  department  of  your  government 
is  working  diligently  for  the  acceptance  of  this  plan. 
Let’s  again  prove  that  we  don’t  like  the  price. 


AIR 

AMBULANCE  SERVICE 


PHONE  3-2072 

NIGHT  PHONE  2-4371 

DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 


SOUTHWEST  AIR  RANGERS 

EL  PASO  MUNICIPAL  AIRPORT 


RYAN  N AVION 
SALES  & SERVICE 
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For  Those  Delinquent  Accounts  on  Your  Ledger 

Consult  Jerry  Harris  or  Betty  Gary 
MEDICAL  ARTS  DIVISION 

OF  THE 

CREDITORS  SERVICE  BUREAU 

922-25  Mills  Bldg.  3-3646  El  Paso,  Texas 


Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians'  Exchange  2-2474 


FOOT  HEALTH  SHOP 

MAX  S.  KATZ, 

FOOT  CORRECTIONIST 

• FEATHERWEIGHT  ARCH  SUPPORTS 

• SPECIAL  ORTHOPEDIC  LASTS  PROVIDED 

• DOCTORS’  ORTHOPEDIC  PRESCRIPTIONS  FILLED 

308-9  Caples  Bldg.  3-4532  El  Paso,  Texas 


In  Albuquerque,  The  Bulwark 
Of  Professional  Pharmacy 


Lobby  — FIRST  NATIONAL  BANK  BUILDING 
Albuquerque,  New  Mexico 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


(lJ0 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Arts  Bldg. 

P.  O.  Box  1053 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 

HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  NORTH  STANTON  STREET  PHONE  2-1431 

Prompt  24 -Hours 

MARTIN 

Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 

MAICO  OF  EL  PASO 

* Hearing  Aids  * Audiometers  * Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 
1001  MILLS  BLDG.  3-5572 

Ho  rue  of 

Finest  Men’s  Shoes 

POPULAR  DRY  GOODS  CO. 

EL  PASO,  TEXAS 

BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

“CADILLAC” 

108  South  Yale  Street  4571  Albuquerque,  N.  M. 

THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 

HARDING  AND  ORR 

Ambulance  Service 

• 

320  Montana  3-1646 

EL  PASO,  TEXAS 

It’s 

Sweeneys 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 

GRANT  AVE.  PHARMACY 

A PROFESSIONAL  PHARMACY 

GEO.  W.  BUSH,  MGR. 

Free  Del ivery 
PHONE  2-2582 
2005  Grant  Avenue 
El  Paso,  Texas 

GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 
EL  PASO,  TEXAS  YSLETA,  TEXAS 
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We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE'S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


Fischbein  Bros. 

Custom  Tailors 


309  N.  OREGON 


EL  PASO,  TEXAS 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 


Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 


Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


The  McMath 
Co.,  Inc. 

EPxbxtLncj  £3  33  oo  t 33  indincj 


Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


FOR  THE  PATIENT  WITH 
HYPOCHROMIC  ANEMIA 

A superior  liver  and  iron  prepa- 

I ration,  providing  in  addition, 
8 Vitamins  for  the  relief  of 
nutritional  deficiencies 
that  may  be  present 
concurrently  with 
the  iron  de- 
ficiency. 


The 

relief  of 
"fatigue  and 
lack  of  endur- 
ance” is  usually  ac- 
complished in  a much 
shorter  period  of  time. 


DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


MISSION 
PI1ARMACAL  CO 

San  Antonio  6,  Texas 
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Southwestern  Physicians’  Directory 


E.  K.  ARMISTEAD,  M.  D. 

GENERAL  SURGERY 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

ROBERT  J.  CARDWELL,  M.  D. 

— GENERAL  PRACTICE  — 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

Phones  4495  - 4496 

414  Banner  Building  2-9331  El  Paso,  Texas 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

J.  A.  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY.  X-RAYS 

P.  C.  CORNISH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

1009  Mills  Bldg.  3-1051  El  Paso,  Texas 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

EDWARD  C.  BERNELL,  M.  D. 

BRANCH  CRAIGE,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 
GYNECOLOGY 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

PHONE  2-9312 

1017  First  National  Building  El  Paso,  Texas 

800  Montana  Street  3-6931  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1018  Mills  Building  El  Paso,  Texas 

215  First  National  Bldg.  3-2161  El  Paso,  Texas 

DRS.  BRECK,  BASOM  AND  LEONARD 

HERVEY  W.  DIETRICH,  M.  D. 

PRACTICE  LIMITED  TO 

INTERNAL  MEDICINE 

ORTHOPAEDIC  SURGERY 

520  Montana  Street  3-1671  El  Paso,  Texas 

Medical  Arts  Building  — Phone  2-4782 
415  East  Yandell  Blvd.  El  Paso,  Texas 

BUTLER  CLINIC 

L.  0.  DUTTON,  M.  D. 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

ALLERGY 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 

800  Montana  Street  3-8487  El  Paso,  Texas 

1025  First  National  Bank  Bldg. 
El  Paso,  Texas 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

HAROLD  EIDINOFF,  M.D. 

A.  E.  LUCKETT,  M.  D. 

ORTHOPEDIC  SURGERY 

PRACTICE  LIMITED  TO  PROCTOLOGY 

First  National  Building  3-3421  El  Paso,  Texas 

404  Banner  Building  3-0861  El  Paso,  Texas 
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LELAND  S.  EVANS,  M.  D. 

A.  DANIEL  MADDOX,  M.  D. 

GENERAL  PRACTICE  AND  GENERAL  SURGERY 
217  West  Court  St.  Las  Cruces,  N.  M.  Phone  141 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

INTERNAL  MEDICINE 

706  West  Second  Street  2275  Roswell,  New  Mexico 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 
WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

314  Banner  Building  3-5881  El  Paso,  Texas 

HASKELL  D.  HATFIELD,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 

ROBERT  FRIEDENBERG,  A.B.,  M.D. 

(Certified  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 
509  West  Fox  St.  1441  Carlsbad,  N.  M. 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 
209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

DRS.  JELSO  & CORCORAN 

DISEASES  OF  THE  SKIN 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 

701  First  National  Building  2-6221  El  Paso,  Texas 

H.  C.  JERNIGAN,  M.  D. 

DISEASES  OF  THE  CHEST 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5400  El  Paso,  Texas 
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G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

VINCENT  M.  RAVEL,  M.  D. 

(Certified  by  American  Board  of  Radiology) 

X-RAY  AND  RADIUM 

GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  El  Paso,  Texas 

MILLS  BUILDING  2-3459 

AND 

800  MONTANA  ST.  3-5652  EL  PASO,  TEXAS 

ROY  T.  LESTER,  M.  D. 

HERMAN  RICE,  M.  D. 

THORACIC  SURGERY 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 

Residence  2-0744  Office  3221 

1442  North  Third  St.  Abilene,  Texas 

624  Mills  Bldg.  2-7642  El  Paso,  Texas 

TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

1031  First  National  Bldg  El  Paso,  Texas 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Ceritfied  by  the  American  Board  of  Surgery) 

1.  J.  MARSHALL,  M.  D. 

GENERAL  SURGERY 

STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 
H.  D.  JOHNSON,  D.  D.  S. 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

ROSWELL,  NEW  MEXICO 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

DRS.  MASON,  HART  AND  BOVERIE 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 

PHONE  2-2591 

310  Banner  Bldg.  3-4478  El  Paso,  Texas 

502-503  Banner  Bldg.  El  Paso,  Texas 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

ROY  R.  ROBERTSON,  M.  D. 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

S.  PERRY  ROGERS,  M.  D. 

PHONES 
633  — 460  — 201 

ORTHOPEDIC  SURGERY 

Del  Rio  National  Sank  Building  Del  Rio,  Texas 

202  Banner  Building  3-3551  El  Paso,  Texas 

BERNARD  L.  MELTON,  M.  D., 
F.  A.  C.  S„  F 1.  C.  S. 

WILLARD  W.  SCHUESSLER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
(Certified  by  American  Board  of  Opthalmology) 

Diplomate  American  Board  of  Plastic  Surgery 

(Certified  by  American  Board  of  Otolaryngology) 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

BRONCHOSCOPY  AND  ESOPHAGOSCOPY 
605  Professional  Building  3-8209  Phoenix,  Arizona 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 
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F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 
UROLOGY 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 

DIPLOMATE  AMERICAN  BOARD  OF  ORAL  SURGERY 

General  Dentistry 

AND 

R.  C.  RONEY,  D.  D.  S.,  M.  S.  D. 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

ORAL  SURGERY 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARDS  OF  5 2toiT«  alvrkPnrv  AND 

PHONE  3-6742 

1 OTOLARYNGOLOGY 
PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

1101  First  National  Building  El  Paso,  Texas 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

H.  H.  VARNER,  M.  D. 

DRS.  SMITH  AND  GARRETT 

GENERAL  SURGERY 

DISEASES  OF  THE  SKIN 

213  El  Paso  National  Bank  Bldg. 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

Phone  3-7362  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

RICHARD  P.  WAGGONER,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

M.  S.  (SURG.),  F.A.C.S. 
GENERAL  SURGERY 

EYE  - EAR  - NOSE  - THROAT 

FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

504  N.  Richardson  St.  Roswell,  N.  M.  Phone  208 

C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 
EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  WILCOX  AND  DETER 

307  MEDICAL  ARTS  BUILDING 

GENERAL  AND  THORACIC  SURGERY 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 

1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 
FRANCIS  A.  SNIDOW,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GYNECOLOGY  AND  OBSTETRICS 

GENERAL  SURGERY 

2323  Montana  Street  2-4631  El  Paso,  Texas 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 

M.  A.  TANNY,  M.  D. 

M.  K.  WYLDER,  M.  D. 

ALBUQUERQUE  MEDICAL  CENTER 

DIPLOMATE  AMERICAN  BOARD  OF  PEDIATRICS 
PEDIATRICS  AND  OBSTETRICS 

109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

625  First  National  Bank  Bldg. 

Albuquerque,  N.  M.  Phone  6440 
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e 

Southwestern  Medicine 

310  North  Stanton  Street 
EL  PASO,  TEXAS 


The  Western 
Clinic  - Hospital 

308  North  Colorado 

MIDLAND,  TEXAS 

• 

Complete  Medical  and  Surgical  Staff 

H.  B.  Johnson,  M.  D Pediatrics 

D.  L,  Patton,  M.  D Obstetrics  and  Gynecology 

L.  C.  Zee,  D.  D.  S Oral  Surgery 

Roy  T.  Lester,  M.  D Consultant  in  Thoracic  Surgery 

Abilene,  Texas 

T.  J.  Melton,  Jr.,  M.  D.,  F.  A.  C.  S General  Surgery 

R.  E.  Greer,  M.  D Eye,  Ear,  Nose  and  Throat 

F.  M.  Middlebrook,  M.  D General  Medicine 

W.  K.  Green,  M.  D Urology 

Charles  A.  Hix Business  Manager 


'Timbellaivn  ^anitalium 


For 


Ue\oous  anc>  7 Tlental  Diseases 


Phone  Fairdale  2-3333 


DALLAS  1,  TEXAS 


P.  O.  Box  1769 


Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational 
therapy.  All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 


The  Staff 


Dr.  Guy  F.  Witt,  Medical  Director 

Dr.  Perry  C.  Talkington,  Medical  Director 

Dr.  Chas.  L.  Bloss,  Associate  Psychiatrist 


Dr.  Howard  M.  Burkett,  Associate  Psychiatrist 
Dr.  James  K.  Peden,  Resident  Psychiatrist 
Dr.  James  C.  Folsom,  Resident  Psychiatrist 


Miss  Marguerite  Harmonson,  R.  N.,  Director  of  Nurses 

Henry  J.  Albach,  Business  Manager 

Miss  Patsy  Crowe,  Director  Occupational  Therapy 
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The  Lodge 

WATTS  CLINIC 

of  the 

Turquoise  Trail 

Complete  Medical 

1 

and 

A modern  completely  equipped  sanitarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 

Surgical  Service 

perienced,  and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 

• 

rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 

R.  E.  Watts,  M.  D.  S.  M.  Ranter,  M.  D. 

recreational  and  occupational  therapy  programs. 

For  further  information  address: 

G.  A.  Slusser,  M.  D.  S.  F.  Baker,  M.  D. 

THOMAS  L.  CORE,  M.  D„ 

• 

Psychiatrist  and  Medical  Director, 
Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Phone  567 

Town  office  6398  • Residence  3-3234  • Lodge  2-2773 

101  N.  Cooper  Silver  City,  N.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 

First  National  Bank  Building 

Telephone  2-3671 

El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures: 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 

DELPHIN  VON  BRIESEN,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 

H.  F.  HESLINGTON,  M.D. 

PATHOLOGY  ENDOCRINE  STUDIES 

WILLIAM  D.  FLEMING,  M.D. 
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according  to  the  art — is  the  prescription  symbol  which  calls 
for  application  of  the  special  skills  required  in  preparing  and 
compounding  medicines. 

This  symbol  is  rarely  used  because  it  is  generally  assumed  by 
the  prescriber  that  these  skills  will  be  employed.  To  make 
certain  that  this  confidence  is  fully  merited,  Eli  Lilly  and 
Company  not  only  draws  upon  seventy-four  years  of  pharma- 
ceutical-manufacturing experience  but  seeks  the  newest  im- 
provements through  an  ever-widening  and  accelerating  pro- 
gram of  research. 
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Clinical  reports  describing  the  use  of  j 

Thephorin  in  2564  patients  with  hay  fever  l 

and  other  allergies  indicate  an  incidence 
of  drowsiness  of  only  2.92%.  In  contrast  J 

i 

with  other  antihistamines,  Thephorin  can  i 
therefore  be  given  to  motorists  and  other  ( 

patients  who  have  to  remain  alert.  Highly  i 

effective  and  well  tolerated  in  most  cases,  J 

Thephorin  is  available  in  25-mg  tablets  i 

and  as  a palatable  syrup  which  permits  J 
convenient  adjustment  of  dosage.  i 

i 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J.  ( 

I 

I 

I 

I 

Thephorin 

brand  of  phenindamine  j 

'Roche* 


i 

■ 

i 
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Estrogens 

were 

compared 

In  a recent  clinical  comparison  of  ten 
estrogens  administered  by  various  routes  to 
two  hundred  menopausal  women,  the 
conclusion  was  reached  that: 


ESTINYL 


(ethinyl  estradiol) 


“Ethinyl  estradiol  (Estinyl)  is  a potent  relative  of  alpha-estradiol 
. . . and  it  produces  its  pharmacological  effects  in  smaller  doses  than 

any  other  drug  known Ease  of  administration  was  apparent  in 

that  94.2  per  cent  of  all  patients  were  completely  relieved. Ninety-six 
per  cent  of  these  required  no  more  than  0.05  mg.  daily  for 
satisfactory  maintenance. . . .The  economy  of  Estinyl,  coupled  with 
its  ability  to  produce  rapid  relief  of  symptoms  makes  it  a particularly 
useful  medication  for  the  routine  therapy  of  the  menopause.”1 

DOSAGE: 

Estinyl  Tablets.  Mild  menopause 
requires  one  to  two  0.02  mg.  tablets 
daily.  Moderate  menopause  requires 
one  0.05  mg.  tablet.  Severe 
menopause  may  require  three 

0. 05  mg.  tablets. 

PACKAGING: 

Estinyl  Tablets  of  0.02  mg.  (buff) 
and  0.05  mg.  (pink)  in  bottles  of 
100,  250  and  1000.  Also  0.5  mg.  in 
bottles  of  30  and  100  tablets. 

1.  Period,  W.  H.:  Am.  J.  Obst.  & CyneC.  55:684,  1949. 

/ ' 
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reasons 

why 


relief 

is 

in 

diarrheas 

• KAOLIN — recognized  for  centuries  as  a 
most  effective  adsorbent  and  demulcent; 

• AUGMENTED  BY  A SPECIAL  ALUMINA 

GEL — ideal  as  a base  and  providing  out- 
standing added  protective,  soothing,  and 
adsorptive  properties; 

• WITH  PECTIN — contributing  bland  bulk  in 
addition  to  its  soothing,  local  colloid 
action.  Pleasant-tasting,  easy  to  take 

KAOMAGMA8 

WITH  PECTIN 

provides  the  benefits  of  three  clinically  es- 
tablished coacting  agents;  quickly  restores 
the  patient’s  comfort. 

Bottles  of  12  fl.  oz. 


y^et/i 


Incorporated,  Philadelphia  3,  Pa. 
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Soothing  antihistaminic  in  cream  form 

Cream 

NEOHETRAMINE® 

Hydrochloride 

For  prompt  relief 
of  itching  due  to: 

• SUNBURN 

• INSECT  BITES 

• IVY  POISONING 


convenient  to  use:  rub  gently  into  affected  areas 
supplied:  CREAM  NEOHETRAMINE 
HYDROCHLORIDE,  2%;  in  1 oz.  tubes 


Neohetramine  is  the  registered  trademark  of  the  Nepera 
Chemical  Co.,  Inc.,  for  its  brand  of  thonzylamine—  N, 
N-dimethyl-N'  p-methoxybenzyl-N'  (2-pyrimidyl)  ethylene- 
diamine. 


I ncorporated 


Philadelphia  3,  Pa. 
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ANNIVERSARY 


Telephone  or  write  for  complete  Details 


SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

131  North  First  Street 
PHOENIX,  ARIZONA 

414  Mills  Street  202  North  Stone  Street 

EL  PASO,  TEXAS  TUCSON,  ARIZONA 
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* 

Hamblen,  E.  C. : Some  Aspects 
of  Sex  Endocrinology 
in  General  Practice, 
North  Carolina  M.  J. 
7:533  (Oct.)  1946. 


"Nowhere  in  medicine  are 
more  dramatic  therapeutic  effects 
obtained  than  those  which 
follow  estrogen  therapy  in  the 
girl  who  has  failed  to  develop 
sexually.  A daily  dose  of  2.5  to 
3.75  mg.  of  Tremarin’  given  in  a 
cyclic  fashion  for  several  months 
may  bring  about  striking  adolescent 
changes  in  these  individuals.”* 


■iKnjTyfnj* 

^5toiczr»% 


Estrogenic 
Substances 
( water-soluble  ) 
also  known  as 
Conjugated. 
Estrogens 
(equine). 


“Premarin”— a naturally  conjugated  estrogen— long  a choice 
of  physicians  treating  the  climacteric— has  been  earning 
further  clinical  acclaim  as  replacement  therapy 
in  hypogenitalism. 

In  the  treatment  of  hypogenitalism,  “Premarin”  supplies 
the  estrogenic  factors  that  are  missing,  and  thus  tends  to 
eliminate  the  manifestation  of  the  hypo-ovarian  state.  The 
aim  of  therapy  is  to  develop  the  reproductive  and  accessory 
sex  organs  to  a state  compatible  with  normal  function. 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosages:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  “Premarin”  other  equine  estrogens... estradiol,  equilin, 
equilenin,  hippulin . . . are  probably  also  present  in 
varying  amounts  as  water-soluble  conjugates. 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  New  York 

»os 
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Rapid,  sustained  relief  follows  topical  application 
of  CALADRYL— the  soothing  new  calamine-type 
antipruritic  lotion  containing  BENADRYL® 


CALADRYL 

TRADE  MARK 


effective:  CALADRYL  effectively  relieves  sunburn  and  itching. 
Benadryl  hydrochloride  (1%),  calamine,  camphor,  glycerin 
and  other  ingredients  are  blended  in  a soothing  lotion 
for  effective  antihistaminic  and  antipruritic  action. 

pleasant:  CALADRYL  is  pleasant  to  use.  Faintly  perfumed, 
its  light  flesh  color  is  cosmetically  inconspicuous.  It  does  not 
rub  off  but  washes  off  easily. 


Versatile:  CALADRYL  has  many  uses.  It  soothes  sunburn’s 
itching  and  burning.  Prickly  heat,  diaper  and  cosmetic  rash  are 
readily  relieved  as  is  the  itch  associated  with  hives,  insect  bites, 
poison  oak,  poison  ivy,  measles,  chicken  pox,  contact 
dermatitis,  and  minor  skin  affections. 


C ^ 


PARKE,  DAVIS  & COMPANY 
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This  convenient  plastic  Nebulizer  distrib- 
utes a mist  of  minute  droplets  of  PYRI- 
BENZAMINE  hydrochloride  Nasal  Solution 
throughout  the  nasal  passages. 

Relief  usually  is  immediate — complete — 
prolonged . Side  reactions  rarely  occur  except 
for  occasional  transient  stinging.  It  is  con- 
venient to  carry  in  purse  or  pocket  and  may 
be  used  at  any  time  in  any  place. 

The  Nebulizer  provides  several  hundred 
applications  of  PYRIBENZAMINE  hydrochlor- 
ide 0.5%  in  an  isotonic,  buffered  solution. 
One  application  in  each  nostril  usually  is  a 
therapeutic  dose  and  may  be  repeated  as 
required. 


PHARMACEUTICAL  PRODUCTS,  INC. 
SUMMIT,  NEW  JERSEY 


Nebulizer 


Ciba 


PYRIBENZAMINE  ® 

(brand  of  tripelennamine)  2/1554M 


Pyribenzaniiiie 
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This  new  preparation  combines  25  mg.  of  the  antihistaminic  ‘Histadyl’  (Thenylpyramine,  Lilly)  with 
12.5  mg.  of  the  powerful  sympathomimetic  ‘Clopane  Hydrochloride’  (Cyclopentamine  Hydrochloride, 
Lilly).  Clinical  observations  have  revealed  that  these  two  drugs  are  synergistic  and  their  combination 
is  at  least  twice  and  often  three  times  as  effective  as  that  of  ‘Histadyl’  administered  alone. 

Ideal  for  daytime  use,  Pulvules  ‘Hista-Clopane’  offer  greater  therapeutic  effect  with  virtually  no  seda- 
tion or  stimulation.  The  average  adult  dose  of  Pulvules  ‘Hista-Clopane’  is  one  or  two  pulvules  after 
each  meal  and  at  bedtime.  When  indicated,  a fifth  dose  may  be  taken  nocturnally. 


*'Hista-Clopane’  (Thenylpyramine  and  Cyclopentamine,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

Complete  literature  on  Pulvules  ‘Hista-Clopane’  is  available  from  your  Lilly 
medical  service  representative  or  will  be  forwarded  upon  request. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


AUGUST,  1950 


SOUTHWESTERN  MEDICINE 


Page  251 


“A  SENSELESS  ACT  FOR  WHICH  NO  ADEQUATE 
EXPLANATION  IS  POSSIBLE” 


On  December  4,  1949,  the  records  of  the  Hills- 
borough County  General  Hospital,  Goffstown,  New 
Hampshire,  show  that  Dr.  Hermann  N.  Sander  injected 
air  into  a vein  of  one  Abbie  Borroto,  his  patient.  Now 
the  press  announces  that  Dr.  Sander  has  been  re- 
instated by  the  New  Hampshire  Board  of  Registra- 
tion of  Medicine  so  that  he  may  again  practice  his 
profession.  This  particular  case  has  been  widely  pub- 
licized. It  has  brought  unfortunate  assumptions  as 
regards  the  profession  in  general.  It  has  given  rise  to 
destructive  criticism.  Naturally  the  lay  press  has 
highly  publicized  the  proceedings  in  general. 

It  is  news,  and  we  must  accept  the  fact  that  the 
press  is  entirely  within  its  right  to  give  this  whatever 
publicity  they  may  feel  it  deserves.  This  act  of  Dr. 
Sander  has  been  instrumental  in  gaining  membership 
for  the  Euthanasia  Society  of  the  United  States.  The 
Euthanasia  Society  is  made  up  of  both  physicians  and 
lav  members.  Its  membership  has  never  been  large, 
and  even  with  this  episode,  in  all  probability,  its  mem- 
bership is  still  under  600.  When  one  considers  that 
this  society  has  only  about  one  hundred  members  of 
the  profession  listed,  it  would  seem  that  Euthanasia, 
lacks  popularity  with  the  profession  as  a whole. 

REPORT  QUOTED 

In  order  that  the  Readers  of  SOUTHWESTERN 
MEDICINE  be  fully  acquainted  with  the  action  in- 
sofar as  the  profession  itself  is  concerned,  the  report 
of  the  New  Hampshire  Board  of  Registration  in 
Medicine,  April  19,  1950,  is  herewith  quoted: 

“The  records  of  the  Hillsborough  County 
General  Hospital,  Goffstown,  New  Hamp- 
shire, indicate  that  on  December  4,  1949,  Dr. 
Hermann  N.  Sander  injected  air  into  a vein 
of  one  Abbie  Borroto,  his  patient.  At  a hear- 
ing conducted  by  this  Board  on  April  12, 

1950,  Dr.  Sander  admitted  that  he  attempted 
to  inject  air  into  a vein  of  the  aforementioned 
patient  and  that  he  did  in  fact  inject  air  into 
that  patient’s  body,  although  he  now  does  not 
positively  state  whether  or  not  he  did  in  fact 
penetrate  a vein.  Dr.  Sander  stated  to  this 
Board  that  he  thought  the  patient  was  dead 
when  he  injected  the  air.  He  was  unable  to 
offer  any  reason  for  injecting  air  into  this  pa- 
tient. At  the  hearing  his  counsel  stated  that 
the  injection  of  air  by  Dr.  Sander  was:  “a 
senseless  act  for  which  no  adequate  explana- 
nation  is  possible.”  Dr.  Sander  further  as- 
serted that  just  prior  to  the  air  injections  his 
mind  “snapped”  thereby  precluding  any  ex- 
planation for  his  action. 

SANDER'S  CONTENTION 

Dr.  Sander  contends  that  he  has  done  no 
wrong  by  injecting  air  since  he  is  certain  that 
he  did  not  kill  his  patient.  This  Board  does 
not  concern  itself  with  the  question  of  whether 
Dr.  Sander’s  patient  was  alive  or  dead,  but  we 
cannot  agree  that  he  has  done  no  wrong.  It  is 
common  medical  knowledge  that  the  injection 
of  air  into  the  vein  of  a human  body  can  serve 
no  useful  purpose  and  customarily  every  pre- 
caution is  taken  to  avoid  the  introduction  of 
air  into  a human  vein.  It  is  likewise  clear  that 
a physician’s  moral  obligation  to  his  patients 
and  to  his  profession  is  to  engage  only  in 
medical  practices  which  are  designed  to  cure 


or  to  alleviate  disease.  Any  act  of  a physician 
which  is  not  so  designed  fails  to  meet  the 
moral  standards  of  the  medical  profession. 

We  can  only  conclude  that  when  Dr.  Sander 
deliberately  injected  air  into  his  patient,  he 
was  either  unable  to  recognize  his  moral  ob- 
ligation as  a physician,  or  that  he  was  willing 
to  disregard  that  obligation.  Under  either 
view,  his  action  is  morally  reprehensible  ac- 
cording to  medical  standards.  Obviously,  no 
physician,  whatever  his  professional  standing, 
can  be  allowed  to  perform  “a  senseless  act 
for  which  no  adequate  explanation  is  pos- 
sible.” In  the  unanimous  opinion  of  this 
Board  the  action  of  Dr.  Hermann  N.  Sander, 
here  under  consideration,  indicates  that  he 
failed  to  meet  the  requirements  of  morality 
imposed  upon  him  by  his  profession  and  by 
law.  This  Board  finds  that  his  “moral  char- 
acter” as  we  understand  that  term  to  be  used 
in  Revised  Laws,  chapter  250,  section  14,  is 
such  as  to  require  the  revocation  of  his  li- 
cense under  that  law.  Accordingly,  his  license 
to  practice  medicine  in  the  State  of  New 
Hampshire  is  herebv  revoked  as  of  this  date, 
April  19,  1950. 

No  application  of  Dr.  Sander  for  reinstate- 
ment by  this  Board  will  be  entertained  prior 
to  June  19,  1950.” 

PROFESSIONAL  OBLIGATION 

It  seems  apparent  that  Dr.  Sander  was  unable  to 
comprehend  the  obligation  which  a physician  owes, 
not  only  to  his  patients,  but  to  the  other  members  of 
the  profession.  It  is  all  very  well  to  explain  that  at 
the  time  this  act  was  committed,  the  mind  “snapped”. 
It  is  a convenient  explanation,  but  this  cannot  help  to 
explain  the  situation  clearly  enough  to  allay  doubts  in 
the  minds  of  the  public  or  many  members  of  the 
medical  profession.  It  well  may  be  that  members  of  the 
Euthanasia  Society,  such  as  W.  Somerset  Maugham, 
Robert  E.  Sherwood,  Eugene  O’Neill;  professional 
liberals,  such  as  Arthur  Garfield  Hays,  and  Max 
Eastman;  the  birth  controller,  Margaret  Sanger;  and 
Reverend  Harry  Emerson  Fosdick  can  well  under- 
stand Dr.  Sander’s  act  which  seemed  nonsensical. 

RANK  AND  FILE 

However,  the  rank  and  file  of  the  medical  profes- 
sion who  are  concerned  with  the  suffering  and  the 
heartaches  of  individuals  afflicted  with  illness  and  pain 
will  find  it  extremely  difficult  to  condone  his  action. 
It  may  be  that  some  of  us  have  not  perhaps  the  intel- 
lect to  understand  this  philosophy,  but  most  of  us  are 
well  satisfied  to  follow  the  ethics  of  the  profession  as 
they  have  been  taught  us  for  many  years  by  our  pre- 
decessors. It  is  sincerely  hoped  that  now,  since  Dr. 
Sander  is  again  in  the  act  of  practicing  medicine,  that 
he  will  not  forget  that  he  owes  the  medical  profession 
in  general  a debt  and  that  only  his  maintenance  of  the 
high  standards  of  conduct  expected  of  every  physician 
can  adequately  pay  this  debt. 


School  Bus  Safety 

Illinois,  Oregon,  and  several  other  states  require 
Red  Cross  first  aid  training  for  school  bus  drivers. 
In  Illinois  alone,  more  than  50  Red  Cross  chapters 
conducted  such  training  in  the  1948-49  school  year. 
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Be  Ctetrns  USebtcts  Poltttcts 

BY  ROBERT  B.  HOMAN,  JR.,  M.  D.,  EL  PASO,  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


THE  HOUSE  OF  DELEGATES  AT  SAN  FRANCISCO 


The  complete  transactions  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  will  be 
printed  in  the  Journal  of  the  American  Medical  /\sso- 
ciation.  It  is,  of  course,  impossible  and  unnecessary 
to  attempt  to  present  all  of  the  transactions  in  brief  in 
this  short  space.  Over  eighty  separate  resolutions  and 
reports  of  councils  and  committees  were  deliberated 
by  the  House.  Some  of  the  actions  of  vital  interest  to 
all  doctors  will  be  reported  and  discussed  here. 

A very  strong  report  in  opposition  to  the  practice 
of  Medicine  by  hospitals  was  adopted.  There  was  pro- 
longed discussion  of  this  matter  both  before  the  refer- 
ence committee  and  from  the  floor  of  the  House.  The 
exploitation  of  doctors  by  hospitals  is  to  be  deplored. 
Anesthetists,  pathologists  and  roentgenologists  are 
particularly  exploited  in  certain  Eastern  areas.  The 
practice  is  spreading  into  the  medical  and  surgical 
fields.  Fortunately  in  our  southwest  the  physician- 
hospital  relationship,  generally,  remains  ethical  and 
mutually  agreeable.  It  will  remain  so  if  the  recom- 
mendations as  adopted  are  followed.  Hospital  admin- 
istrators and  trustees  and  all  physicians  will  find  these 
recommendations  important  reading. 

STRONG  RESOLUTION 

The  House  adopted  a strong  resolution  in  opposi- 
tion to  Reorganization  Plan  No.  27,  and  instructed  the 
Officers  and  Trustees  to  enter  into  active  opposition 
to  the  plan  in  Washington  and  elsewhere.  On  July 
10,  1950,  the  House  of  Representatives  vetoed  Plan  No. 
27  by  vote  of  249  to  71.  This  is  another  victory  for 
American  Medicine  over  the  socialist  planners. 

The  highly  successful  National  Education  Cam- 
paign of  the  A.  M.  A.  received  the  endorsement  of 
your  House  of  Delegates.  In  October  1950,  just  prior 
to  congressional  elections,  a nation-wide  advertising 
program  will  be  inaugurated  — using  newspapers, 
radio  and  national  magazines.  Every  bona-fide  daily 
or  weekly  newspaper  in  the  United  States,  Hawaii  and 
Alaska  (approximately  11,000  in  number)  will  carry 
the  A.  M.  A.  ads.  Thirty  national  magazines  and 
some  twenty  advertising  trade  publications  will  also 
be  used.  An  intensive  “spot  announcement”  campaign 
will  utilize  time  on  over  300  radio  stations  covering 
every  state. 

IMPORTANT  PROVISION 

The  purpose  of  the  campaign  is  two-fold:  First,  to 
aid  in  every  way  possible  in  increasing  the  availability 
of  good  medical  care  to  the  American  people  through 
the  medium  of  Voluntary  Health  Insurance.  Second, 
American  Medicine  is  determined  to  alert  the  Ameri- 
can people  to  the  danger  of  socialized  medicine  and 
to  the  threatening  trend  toward  State  Socialism  in  this 
country. 

Beginning  January  1,  1951,  each  dues  paying  mem- 
ber of  the  A.  M.  A.  will  receive  the  Journal  of  the 
American  Medical  Association.  This  important  provi- 
sion was  initiated  by  the  House  of  Delegates  of  the 
State  Medical  Association  of  Texas  and  was  carried 
through  to  adoption  by  the  Texas  Delegates.  Mem- 
bership dues  were  again  set  at  $25.00  for  1951  — sub- 
scription to  J.  A.  M.  A.  to  be  included.  Non-members 
subscription  to  the  Journal  was  increased  from  $12.00 
to  $15.00.  Fellowship  dues,  formerly  $12.00,  will  be 


cut  to  not  more  than  $5.00  and  will  be  set  at  $2.00  at 
the  interim  session  at  Cleveland  in  December  1950. 
Thus,  combined  Membership  and  Fellowship  dues,  | 
previously  $37.00  will  be  $27.00  in  1951.  Doctors  who 
have  not  paid  their  $25.00  Membership  dues  for  1950 
become  delinquent  in  January  1951  and  must  remove 
this  indebtedness  or  drop  from  the  membership  rolls 
February  1,  1951. 

CONVENTION  HIGHLIGHT 

I he  highlight  of  the  convention  was  the  address 
of  the  incoming  President,  Dr.  Elmer  L.  Henderson. 
For  the  first  time  in  history,  the  inauguration  cere- 
monies were  broadcast  to  the  doctors  and  the  people 
of  America.  The  strong,  fighting  address  of  Dr. 
Henderson  left  no  one  confused  as  to  the  position  of 
American  Medicine  in  the  fight  for  Freedom  in  this 
country.  That  the  socialization  of  Medicine  is  but 
the  first  step  toward  the  complete  socialization  of  all 
America  is  now  becoming  well  known  to  Americans. 

I he  necessity  for  all  American  doctors  who  believe 
in  medical,  economic  and  spiritual  freedom  to  coop- 
erate with  the  American  Medical  Association  is  ob- 
vious. The  A.  M.  A.  is  over  one  hundred  years  old. 

It  is  fighting  your  fight  as  the  respected  leader  of 
American  Medicine.  Your  membership  is  of  vital 
importance.  No  other  medical  association  has  the 
strength,  authority,  or  leadership  to  halt  the  economic 
planners  in  their  drive  toward  Socialism. 


NEW  MEXICO  CANCER 
CONFERENCE 

The  annual  New  Mexico  Cancer  Conference  will 
be  held  in  Santa  Fe,  Oct.  27  and  28,  at  the  La  Fonda 
Hotel. 

This  meeting  for  the  medical  profession  of  the 
Southwestern  states  will  have  six  eminent  speakers 
from  various  parts  of  the  United  States. 

The  sponsors  of  the  meeting  are  the  American 
Cancer  Society,  the  New  Mexico  Medical  Society, 
and  the  Santa  Fe  County  Medical  Society. 


Cancer  Tests  for  Medical  Students 

During  the  past  year  8,994  medical  students  in  32 
schools  were  given  a comprehensive  “cancer  test,” 
consisting  of  180  questions  on  precancerous  lesions, 
diagnosis,  metastases,  treatment  and  prognosis.  Ob- 
ject was  to  find  weak  spots  in  cancer  teaching.  Plenty 
were  found.  Although  no  significant  regional  differ- 
ences were  observed  in  the  average  scores,  many 
schools  obviously  are  bearing  down  on  cancer  much 
harder  than  are  others.  Wide  variations  existed  be- 
tween the  average  grades  of  senior  students  in  differ- 
ent schools.  Highest  score  was  150  out  of  a possible 
180,  or  83%;  the  winnah,  a senior  at  University  of 
Minnesota,  is  the  son  of  a country  M.D.  Highest 
score  bv  any  medical  school  professor  was  166;  but 
this  prof  helped  write  the  test.  Huh! 
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THE  LEA  COUNTY  COMMUNITY  HOSPITAL 


Lea  County  Community  Hospital 


In  1946,  when  the  citizens  of  Lea  County,  New 
Mexico,  found  that  their  seventeen  year  experience  of 
varying  economic  fortune  had  settled  into  a steady 
rise  toward  permanency  and  stability,  they  laid  out  a 
program  of  community  enterprise  designed  to  make 
it  possible  for  the  County  to  take  care  of  its  own  needs 
in  every  way.  Housing,  schools,  roads,  new  business 
construction,  entertainment  facilities  were  added  or 
begun  as  soon  as  possible  after  the  war’s  end.  The 
entire  complexion  of  the  County,  as  well  as  its  eco- 
nomic thinking,  underwent  a change. 

High  on  the  list  of  sorely  needed  facilities  was  a 
hospital,  Lea  County  having  had  only  a few  small, 
privately  owned,  institutions  theretofore.  The  County 
Commission  determined  to  build  not  only  for  the  pres- 
ent need,  but  for  the  future.  Plans  were  made  and 
discussed  and  presented  to  the  people  of  the  County 
repeatedly.  All  the  citizens  interested  in  the  project 
were  heard.  The  Lea  County  Medical  Society  was 
consulted.  Outside  medical  and  hospital  experts  were 
called  in  and  gave  their  aid.  The  question  was  sub- 
mitted to  the  voters,  who  overwhemingly  approved  a 
$750,000  bond  issue  for  the  purpose  of  constructing 
and  equipping  a County  community  hospital. 

U.  S.  PARTICIPATES 

Under  the  provisions  of  the  Hill-Burton  Act  (Pub- 
lic Law  725),  the  Federal  Government  participated  in 
the  building  cost  to  the  extent  of  $200,000.  Transfer 
of  unused  County  funds  was  made  by  the  Commis- 
sioners to  the  Hospital  Fund,  and  the  site  of  the  hospi- 
tal was  donated  by  a group  of  citizens,  bringing  the 
total  amount  available  to  the  Building  Committee  to 
$1,035,000.00. 

Upon  this  basis,  architects  were  called  into  consul- 
tation and  actual  plans  and  designs  studied.  W.  L. 
Pereira,  A.I.A.,  and  Associates,  of  Los  Angeles,  were 
selected  as  the  designers;  Truman  Mathews,  A.I.A., 
of  Santa  Fe,  the  architect;  and  Davis  and  Foster,  El 
Paso,  as  consulting  engineers.  Bids  for  the  construc- 
tion were  taken,  and  the  B.  M.  F.  P.  Construction 
Company,  of  Lubbock,  was  awarded  the  contract. 
Actual  construction  was  begun  in  January,  1949. 

DESIGN  CHOSEN 

The  design  settled  upon,  basically,  is  one  embo- 
dying wide  separation  of  patient  rooms  in  wings,  radi- 
ating from  a core  of  service  and  diagnostic  facilities. 
One  of  the  wings  has  two  stories,  and  there  is  a full 
basement  which  is  used  for  cooking,  storage,  power 
plants  and  personnel  cafeteria.  Additional  wings  can 


be  built,  and  the  number  of  available  beds  increased, 
at  any  time  without  disturbing  the  function  of  the 
hospital  or  having  to  add  service  and  diagnostic 
facilities. 

The  three  principal  patient  wings  house,  respec- 
tively, surgical,  obstetrical,  and  medical  cases.  A trun- 
cated, separate  wing  on  the  second  floor  will  contain 
isolation  rooms  for  infectious  and  contagious  diseases. 
It  will  be  possible  to  care  for  cases  of  poliomyelitis  in 
the  hospital,  instead  of  sending  patients  with  this 
disease  away  from  home  for  treatment  and  care  as 
has  been  done  up  to  the  present.  Large  nurseries  will 
house  the  newborn  infants,  who  may  be  seen  both 
from  within  the  nursery  corridor  as  is  usual  in  hospi- 
tals and  from  a gallery  outside  the  building,  thus 
making  it  possible  for  younger  visitors  (who  may  not 
be  admitted  to  the  maternity  department)  to  see  their 
newly  born  brothers  and  sisters  in  safety. 

OPERATING  ROOMS 

Six  operating  rooms  each  designed  for  a specific 
purpose,  will  provide  ample  surgical  facilities  for  the 
County.  Two  delivery  rooms,  and  two  labor  rooms, 
which  are  located  beside  a private  court  in  which 
mothers  may  sun  themselves,  are  separated  from  the 
remainder  of  the  hospital,  in  accordance  with  the 
principles  of  good  hospital  design,  as  is  the  maternity 
wing. 

It  is  of  interest  that,  although  only  the  finest  and 
most  modern  equipment  has  been  bought  for  the  Lea 
County  Community  Hospital,  the  total  cost  per  bed 
for  the  hospital  is  only  $12,937.50,  fully  equipped. 
This  figure,  when  compared  to  the  national  $16,000 
average  for  hospitals  similarly  equipped,  indicates  that 
Lea  County  is  getting  good  value  for  its  money,  and 
that  the  long  and  careful  preliminary  studies  paid  off. 

There  are  four  separate  heating  and  air  condition- 
ing systems;  one  for  the  hospital  proper,  one  for  the 
operating  rooms,  a third  for  the  delivery  rooms  and 
nurseries,  and  the  fourth  for  the  kitchens  and  cafe- 
teria. This  will  prevent  reflux  of  used  air,  and  will 
eliminate  the  distribution  of  cooking  or  other  odors 
about  the  building. 

COUNTY  PRIDE 

Lea  County  looks  to  its  new  Community  Hospital 
with  pride  and  enthusiasm.  While  it  can  never  be  a 
pleasure  to  be  ill,  it  will  at  least  be  more  comfortable 
than  is  usual  to  be  a patient  in  the  new  institution. 
Lavish  use  of  color  (there  are  six  basic  color  schemes 
for  the  patient’s  rooms  alone),  elimination  of  clinic- 
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railway  station  waiting  room  elements,  and  considera- 
tion of  the  patient’s  needs  all  point  to  a new  kind  of 
hospitalization  for  Lea  County  citizens.  These  people 
have  planned,  built,  equipped,  and  paid  for  their  hos- 
pital. 

The  hospital  contains  the  following  facilities:  80 

adult  beds;  26  bassinets;  4 infant  incubators;  10  cribs 
for  children  aged  2 to  10  years;  8 isolation  heds;  200 
MA  diagnostic  x-ray;  mobile  x-ray;  full  clinical  labo- 
ratory; public  health  clinic  offices  and  rooms;  electro- 
cardiography and  basal  metabolism  department;  phar- 
macy; central  sterilizing  and  supply  department.  Adult 
beds  are  divided  into  22  private  rooms  each  with  a 
connecting  toilet;  25  two-bed  rooms;  2 four-bed  rooms. 
The  children’s  cribs  are  in  a large  ward,  separated  by 
glass  partitions;  the  ward  has  a walled,  private  play 
yard  for  the  children. 

ORGANIZATION 

Board  of  Trustees:  L.  W.  Jernigan,  Chairman; 
Straus  Baker,  Vice-President;  Guy  L.  Rogers,  Trea- 
surer; Hobdy  Gann,  C.  D.  Scott,  Paul  Cushing,  Secre- 
taries. House  Staff:  Mr.  Cushing,  Administrator;  Miss 


Florence  J.  Murphy,  R.  N.,  Director  of  Nursing; 
Miss  Sara  Clair  Goldstein,  Accountant;  Omer  C.  Mc- 
Daniel, Storekeeper  and  Pharmacist;  Floyd  Tautfest, 
Engineer;  Airs.  Eva  Stup,  Dietitian.  Nursing  Super- 
visors: Mrs.  Goldie  M.  Satterfield,  R.  N.,  Mrs.  Made- 
line Little,  R.  N.,  Miss  Hellice  C.  Zorn,  R.  N.  Tech- 
nicians: Miss  Alice  Halt,  R.  T.,  and  Mrs.  Margaret 
Shea,  R.  T. 


Lay  Education  Materials 

Patients  should  find  in  every  physician’s  waiting 
room  copies  of  the  vest  pocket  size  pamphlets  pub- 
lished by  the  National  Cancer  Institute  and  American 
Cancer  Society.  Titles  include  Cancer,  What  to  Know, 
What  to  Do  About  It;  Cancer  of  the  Breast;  Cancer  of  the 
Female  Reproductive  Organs;  Cancer  of  the  Digestive  Tract; 
Cancer  of  the  Mouth  and  Respiratory  Tract;  Cancer  of  the 
Genito-Urinary  Tract;  and  Cancer  of  the  Skin.  Sample 
copies  may  be  obtained  by  writing  to  Cancer  Reports 
Section,  National  Cancer  Institute,  Bethesda  14,  Md. 
In  bulk  orders  the  cost  is  from  $1.50  to  $5.50  per  100, 
and  are  worth  every  penny. 
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CHEMOTHERAPY  OF  NEOPLASTIC  AND 
ALLIED  DISEASES 

By  W.  F.  Bethard,  M.  D.*  and  L.  0.  Jacobson,  M.  D.** *** 


University  of 

Editorial  Comment:  This  paper  was  presented  early  in 
1949 ■ The  authors , since  this  time,  have  done  considerable 
amount  of  investigation  with  "ACTH"  and  related  com- 
pounds. There  was  some  question  in  their  minds  as  to  the 
advisability  of  publication  of  this  discussion  without  mention 
of  this  particular  phase  of  their  investigations.  The  Editorial 
Board  of  SOUTHWESTERN  MEDICINE,  however,  is  of 
the  opinion  that  its  readers  should  have  the  benefit  of  the 
authors’  study  of  this  particular  problem,  and  fully  realizes 
that  these  new  developments  in  this  field  are  of  major  im- 
portance: At  the  present  time  these  developments  are,  liter- 
ally, in  their  infancy,  and  it  is  felt  that  this  paper  is  complete 
unto  itself.  In  this  connection,  very  recently,  the  Editor  had 
an  opportunity  of  attending  a clinic  conducted  b\  a nation- 
ally known  hematologist.  In  discussing  a case  of  particularly 
resistant  blood  dyscrasia,  he  said  "everything  known  has  been 
tried,  so  u!hSt  are  we  to  do.”  Then,  rather  facetiously,  he 

said.  "ACTH-” 

INTRODUCTION 

Successful  chemical  therapeusis  of  malignant  di- 
sease has  been  the  ambition  of  medicine  for  nearly  as 
long  as  such  diseases  have  been  recognized.  Medical 
alchemy,  in  the  form  of  exotic  potions  presaged  mod- 
ern treatment.  Discovery  of  artificial  radioactivity  by 
Joliot  and  Curie  in  1934  re-energized  the  flagging 
search.  Inhibition  or  destruction  of  malignant  cells 
by  means  of  parenterally  or  orally  administered  radio- 
active elements  was  an  intriguing  idea.  Clinical  evi- 
dence that  neoplasia  with  metastasis  could  be  se- 
lectively inhibited  by  chemical  means  was  shown  by 
Huggins  in  1941.  Since  that  time,  tremendous  impe- 
tus in  this  field  has  been  provided  by  developments  in 
atomic  energy  and  radio-chemistry  which  accompanied 
World  War  II.  The  following  are  a few  of  the 
agents,  both  radioactive  and  chemical,  which  have 
been  proposed  and  evaluated  in  the  treatment  of  neo- 
plastic diseases. 

RADIOPHOSPHOROUS  (P32) 

Radioactive  phosphorous  was  first  introduced  into 
the  treatment  of  leukemia  by  Lawrence,  Scott,  and 
Tuttle1  in  1939.  Known  radiosensitivity  of  these  tu- 
mors suggested  that  “chemo-radiation”  would  be  of 
value.  Theoretically,  tissues  utilize  phosphorous  pro- 
portionately to  their  rates  of  growth.  Thus  the  more 
rapidly  growing  malignant  cells  “take  up”  more  than 
normal  cells,  hence  should  receive  the  majority  of 
radiation  when  such  phosphorous  is  radioactive.  This 
is  based  on  the  apparently  valid  assumption  that  radio- 
active isotopes  of  phosphorous  possess  chemical  prop- 
erties identical  to  those  of  the  stable  element.  Tissue 
analyses  by  tracer  techniques  have  shown  that,  al- 
though phosphorous  is  essential  to  the  metabolism  of 
every  type  of  cell,  it  is  preferentially  concentrated  in 
the  reticulo-endothelial  system.2  Up-take  ratios  of 
tumor  tissues  are  variable  and  correspond  roughly  to 
the  efficacy  of  P32  therapy  in  the  type  of  tumor  con- 
sidered. 
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CARRIER-FREE  ISOTOPE 

The  carrier-free  isotope  has  been  made  available 
by  exposure  of  stable  sulfur  to  the  emanations  of  a 
uranium  pile.  It  is  usually  shipped  as  sodium  acid 
phosphate  (NaHiiPO-i)  in  a hypotonic  solution  which 
has  a pH  of  approximately  2.0.  Both  the  pH  and 
tonicity  are  best  adjusted  prior  to  intravenous  admin- 
istration, although  such  is  unnecessary  for  the  oral 
route.  Chemical  neutrality,  as  indicated  by  phenol 
red,  may  be  obtained  by  addition,  dropwise,  of  one- 
tenth  normal  sodium  hydroxide  (NaOH);  and  tonicity 
may  be  altered  toward  physiological  by  addition  of 
normal  saline.  Occasionally,  distilled  water  will  con- 
tain sufficient  calcium  and  magnesium,  as  impurities, 
to  cause  precipitation  of  the  phosphorous.  According 
to  the  National  Bureau  of  Standards,  this  may  be 
obviated  by  the  use  of  0.001  molar  phosphoric  acid 
( H3PO4)  as  the  dilutent.  The  high  specific  activites 
now  available  make  dilution  desirable.  A relative  con- 
centration of  1-2  millicuries  per  milliliter  has  proved 
to  be  optimum  for  most  therapeutic  occasions. 

SUBCUTANEOUS  ADMINISTRATION 

Subcutaneous  or  intramuscular  administration  in 
general  is  contra-indicated  because  of  the  large  amount 
of  radiation  received  locally  during  the  absorptive 
process.  Either  oral  or  intravenous  routes  may  be 
used.  In  the  former  case,  sterilization  is  unnecessary; 
but,  on  the  other  hand,  relatively  greater  dosages  are 
required  because  of  uncertain  absorption.  Absorption 
may  be  aided  by  giving  the  solution  when  the  stomach 
is  empty,  and  by  withholding  food  for  at  least  two 
hours.  For  the  following  day  iron  and  calcium  con- 
taining substances  should  be  avoided.  Within  six- 
days  after  oral  administration  to  normal  human  sub- 
jects, 25  to  50  per  cent  is  excreted  in  the  urine  and 
feces.  In  patients  who  have  leukemia  or  polycythe- 
mia vera,  excretion  is  somewhat  less  (circa  20-25  per 
cent  of  the  total  dose).  It  is  common  practice  to  con- 
sider the  effective  dose  as  being  75  per  cent  of  the 
total  oral  one.  Intravenously,  absorption  is,  of  course, 
100  per  cent;  but  excretion  in  six  days  may  range 
from  5 per  cent  to  25  per  cent  in  patients  suffering 
from  the  previously  indicated  diseases.  Nearly  all 
such  excretion  is  by  the  kidneys. 

RADIOPHOSPHOROUS 

Radiophosphorous  is  a monochromatic  beta  parti- 
cle emitter,  with  a half-life  of  14.3  days.  The  particles 
have  a maximum  energy  of  1.69  M.E.V.;  and  they 
are  calculated  to  have  an  approximate  range  of  7 mm. 
in  human  tissue.  The  effective  dosage  is  highly  in- 
dividualized. No  scheme,  based  on  a specified  amount 
per  unit  of  body  weight,  is  feasible.  In  general,  fre- 
quent small  doses  seem  most  efficacious  in  the  treat- 
ment of  lymphoma  and  chronic  leukemia.  This  is  the 
so-called  “fractional  method”  of  Low-Beer,  Lawrence, 
and  Stone3.  One  to  2.5  millicuries  per  week  are  given, 
usually  intravenously;  and,  either  the  amount  is  de- 
creased, or  the  interval  lengthened  as  the  blood  re- 
turns to  normal.  In  contrast,  polycythemia  vera  is 
treated  with  a large  initial  dose  of  6-8  m.c.  intra- 
venously (8-10  m.c.  orally).  Experience  has  shown 
that  remissions  are  longer  and  more  consistent  by  this 
method.  If  one  does  not  occur  within  three  months, 
the  original  dose  or  fraction  thereof  may  be  repeated. 
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Individual  variation  is  marked;  hence,  some  trial  and 
error  is  unavoidable. 

ALLOW  FOR  DECAY 

In  other  than  freshly  standardized  solutions,  calcu- 
lations of  dosage  must  allow  for  decay  of  the  radio- 
activity. Since  radioactive  decay  is  characteristically 
logarithmic,  this  is  best  done  by  plotting  a decay 
curve  on  semi-logarithmic  paper  so  that  the  mid-point 
corresponds  to  50  per  cent  decay  in  14.3  days.  For 
some  purposes  even  the  hour  of  the  day  must  be  con- 
sidered, but  this  is  unnecessary  in  therapeutic  use. 

Radiation  dosage  afforded  by  P32  can  be  calculated 
in  equivalent  roentgens  according  to  the  formula  of 
Marinelli4.  Roughly,  however,  0.1  millicurie  per  kilo- 
gram body  weight,  if  all  retained,  delivers  about  3 
equivalent  roentgens  of  total  body  radiation  in  the 
first  day.  The  same  dose  would  yield  between  30  and 
60  equivalent  roentgens  total  radiation  if  less  than  50 
per  cent  were  excreted.  Because  of  the  affinity  for 
reticulo-endothelial  tissues,  the  majority  of  radiation 
is  expended  there. 

P32  first  used 

P32  was  first  used  in  the  treatment  of  polycythemia 
vcra  by  J.  H.  Lawrence  in  1940.  Since  then,  polycy- 
themia has  become  the  prime  indication  for  its  use. 
Numerous  investigators5'”  have  measured  and  tabu- 
lated accurately  the  percentage  of  remissions  obtained, 
and  the  duration  of  each.  Generally,  improvement  in 
the  red  blood  count  can  be  expected  in  two  weeks  to 
three  months  after  the  initial  dose;  and  adequate  con- 
trol may  persist  from  six  to  forty-four  months.  Be- 
cause of  lag  in  response  it  is  thought  wise  to  reduce 
the  hematocrit  to  near-normal  levels  (i.e.  below  55  per 
cent)  by  repeated  phlebotomies  prior  to  P32  therapy. 
Thromboses  are  thus  avoided,  and  the  symptoms  are 
alleviated.  Commonly,  about  10  per  cent  of  all  cases 
of  polycythemia  vera  terminate  in  chronic  myeloge- 
nous leukemia.  An  increased  incidence  has  been  said 
to  follow  P32  therapy;  but  such  has  not  been  entirely 
confirmed  by  experience.  The  periods  of  observation 
have  not  been  sufficiently  long  to  allow  statistical  ac- 
curacy. Until  a definite  answer  is  at  hand,  the  ad- 
vantages of  P32  therapy  in  this  disease  hardly  warrant 
extreme  conservatism. 

REINHARD  REPORTS 

The  response  of  chronic  myelogenous  leukemia  to 
P32  administration  is  somewhat  less  than  the  response 
after  X-radiation.  Reinhard  et  al5  reported  the  re- 
sults in  39  patients  to  whom  they  gave  frequent  small 
doses.  Nearly  all  had  symptomatic,  as  well  as  hema- 
tologic, improvement;  but  splenomegaly  disappeared 
in  only  ten.  It  was  felt  that  life  was  not  greatly  pro- 
longed. Lawrence,  Lowry,  et  al8  have  recently  re- 
viewed the  results  in  129  patients,  and  concluded  that 
although  the  length  of  life  was  not  significantly  pro- 
longed, morbidity  was  reduced.  In  general,  P32  has  no 
advantage  over  X-ray  in  the  treatment  of  this  dis- 
order. 

Dosage  requirement  in  chronic  lymphatic  leukemia 
and  lymphosarcoma  is  thought  to  be  somewhat  lower 
than  in  the  previously  mentioned  diseases.  Both 
usually  respond  satisfactorily  to  P32  in  that  diminu- 
tion in  size  of  affected  nodes  follows  selective  uptake 
bv  them.  The  spleen,  too,  may  recede.  Treatment  is 
most  effective  in  repeated  small  doses,  according  to 
the  plan  mentioned;  but  particular  care  is  necessary  in 
order  to  avoid  severe  leukopenia.  X-radiation  prob- 
ably remains  the  treatment  of  choice;  but  P32  may  be 
substituted  with  some  success. 

EQUIVOCAL  RESULTS 

Hodgkin’s  disease,  multiple  myeloma,  malignant 
melanoma,  Ewing’s  sarcoma,  and  mycosis  fungoides 


have  all  been  subjected  to  P32  therapy  with  notable 
lack  of  benefit.  All  forms  of  acute  leukemia  are  es- 
sentially unaffected.  Reticulum  cell  sarcoma  and  giant 
follicular  lymphoma  yield  equivocal  and  inconsistent 
results. 

There  is  no  method  by  which  an  exactly  appro- 
priate dose  of  P32  can  be  predetermined.  For  this 
reason  signs  of  toxicity  are  frequently  seen.  Once 
given,  the  element  cannot  be  removed,  nor  can  excre- 
tion be  hastened.  Leukopenia,  thrombocytopenia,  and 
anemia  may  occur  in  that  order.  Anemia  is  rarest  of 
the  three.  Bone  marrow  aplasia  may  follow  large 
doses;  but,  provided  the  patient  can  be  successfully 
supported,  it  is  seldom  irreversible.  Attention  is  di- 
rected to  the  fact  that  toxic  signs  may  appear  as  long 
as  four  months  after  treatment,  rather  than  several 
days  as  with  X-radiation.  The  major  advantages  of 
P32  are  lack  of  dose  limitation  by  skin  tolerance,  ab- 
sence of  radiation  sickness,  and  concentration  of  irra- 
diation in  diseased  cells. 

RADIOARSENIC  (As™) 

For  nearly  one  hundred  years  arsenic  has  been 
employed  empirically  in  the  treatment  of  leukemia. 
Enthusiasm  lagged  until  re-investigation  of  its  poten- 
tialities by  Forkner  and  Scott9  in  1931.  In  1947  the 
idea  occurred  to  one  of  the  authors  (LOJ)  that  radio- 
active arsenic,  by  combining  the  effect  of  radiation 
and  the  chemical  effect  of  arsenic,  might  be  more 
potent  than  either  alone.  As  a result,  26  patients  were 
subsequently  treated;  and  the  detailed  responses  have 
been  tabulated10. 

Arsenic76  was  produced  by  the  Szilard-Chalmers 
reaction,  which,  in  brief,  involved  irradiation  of  an 
organic  stable  arsenic  compound  (cacodvlic  acid)  in 
a uranium  pile,  with  final  recovery  of  the  desired  iso- 
tope. As76  has  a half-life  of  26.8  hours,  and  its  eman- 
ations include  positrons,  beta  particles,  and  gamma 
rays.  The  latter  two  are  quite  energetic,  hence,  the 
element  must  be  handled  carefully  with  special  equip- 
ment. General  use  is  made  more  impractical  by  the 
short  half-life  which  necessitates  adjacent  sites  of  pro- 
duction and  administration. 

METABOLIC  STUDIES 

Metabolic  studies11  on  various  organisms,  includ- 
ing man,  have  shown  inconsistent  species  differences 
in  excretion  and  tissue  localization  of  arsenic.  For 
therapeutic  purposes  it  may  be  considered  that  there 
is  no  selective  uptake,  and  that  any  effects  are  due  to 
total  body  radiation.  It  has  been  estimated  that  one 
millicurie  of  arsenic76  will  yield  approximately  one 
equivalent  roentgen  total  body  radiation.  Initially, 
patients  were  given  intravenously  0.5  to  2.0  millicuries, 
an  amount  that  was  soon  found  to  be  inadequate.  As 
products  of  greater  specific  activity  became  available, 
doses  were  increased  to  65,  and  even  to  100  millicuries. 
Because  the  stable  arsenic  content  was  only  3-10  mg 
per  dose,  chemical  toxicity  did  not  occur.  Prior  to 
administration,  a saline  infusion  was  started;  the  arse- 
nic trioxide  solution  was  then  drained  into  the  open 
infusion  bottle  by  means  of  a heavily  shielded  remote 
control  mechanism. 

TWENTY-FOUR  TREATED 

Twenty-four  of  the  patients  treated  had  tumors 
of  the  hematopoietic  tissues;  two  had  polycythemia 
vera;  and  one  had  carcinoma  of  the  stomach  with 
metastases.  Each  diagnosis  was  confirmed  micro- 
scopically before  treatment;  and  repeat  tissue  studies 
were  done  as  indicated  during  the  patients’  course. 
Supportive  measures  included  blood  transfusions,  anti- 
biotics, digitalis,  etc,  as  deemed  necessary  in  each  indi- 
vidual case.  Of  four  patients  with  Hodgkin’s  disease, 
the  longest  remission  was  two  months.  A similar 
response  was  seen  in  one  of  two  cases  of  acute  leuke- 
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mia;  but  this  has  occasionally  occurred  spontaneous- 
ly. The  total  white  count  was  reduced,  yet  abnormal 
forms  persisted  in  the  circulating  blood.  Terminally, 
leukocytosis  reappeared.  Prolongation  of  life  remained 
equivocal.  In  subacute  myelogenous  leukemia  (3 
cases),  chronic  myelogenous  leukemia  (6  cases),  sub- 
acute lymphatic  leukemia  (4  cases),  and  chronic  lym- 
phatic leukemia  (4  cases)  results  were  inconstant. 
Some  patients  responded  well,  but  others  did  not. 
One  case  of  polycythemia  vera  improved.  However, 
relapse  was  seen  in  three  months.  The  one  person, 
who  had  multiple  myeloma,  claimed  subjective  bene- 
fit; but  objective  confirmation  was  lacking.  Neither 
mycosis  fungoides  nor  gastric  carcinoma  responded 
favorably. 

Although  As76  has  the  capacity  to  produce  remis- 
sions in  some  of  the  diseases  mentioned,  it  offers  no 
advantage  to  other  types  of  therapy,  yet  has  the  dis- 
advantage of  danger  and  clumsiness  in  handling. 

RADIOSODIUM  (Na«) 

Radiosodium  has  not  been  used  extensively  in 
therapy  of  neoplastic  diseases  because  of  its  energetic 
radiations  (beta  and  gamma)  and  because  of  its  short 
half-life  (14.8  hours).  As  with  arsenic,  rather  com- 
plicated handling  techniques  are  required.  Tracer 
amounts  have  been  utilized  for  metabolic  studies  and 
determination  of  circulation  times;  but  the  therapeutic 
possibilities  were  first  suggested  by  Hamilton  and 
Stone12  in  1937.  Thygesen,  Videboeck,  and  Villaume13 
expanded  the  observations  in  1944,  and  rather  exten- 
sive clinical  trials  were  recorded  by  Evans  et  al14  in 
1948.  The  latter  investigators  administered  radioso- 
dium orally  as  the  chloride.  Absorption  was  prompt 
and  complete;  distribution  was  general;  and  excretion 
was  less  than  10  per  cent.  They  considered  results 
to  be  satisfactory  in  chronic  myelogenous  leukemia, 
chronic  lymphatic  leukemia,  and  polycythemia  vera. 
Doses  varied  from  2 millicuries  per  week  to  40  milli- 
curies  per  month,  and  depended  largely  on  the  indi- 
vidual response.  Inasmuch  as  selective  uptake  was 
absent,  effective  action  was  attributed  to  total  body 
radiation.  It  was  concluded  that  Na24  yielded  results 
comparable  to,  but  no  better  than,  other  forms  of 
radiation  therapy. 

RADIOIODINE  (D3i) 

Radioiodine  is  not  used  in  the  general  treatment 
of  neoplastic  disease.  Because  of  its  high  selectivity 
for  thyroid  tissue,  indications  have  been  restricted  al- 
most entirely  to  diseases  of  that  gland.  In  tracer  doses 
it  is  rapidly  becoming  a valuable  diagnostic  tool.  Se- 
lected cases  of  hyperthyroidism,  secondary  to  diffuse 
thyroid  hyperplasia,  have  been  found  to  respond  to 
larger  doses.  Extremely  large  doses  are  frequently 
palliative  in  thyroid  carcinoma.  Response  is  variable, 
and  seems  to  depend  upon  the  ability  of  the  cells  to 
metabolize  iodine,  which  in  turn,  is  positively  cor- 
related with  their  functional  capacity.  In  a few  cases 
the  latter  has  been  enhanced  by  prior  administration 
of  thyrotropic  hormone.  A complete  resume  of  radio- 
iodine chemistry,  dosimetry,  and  biological  utilization 
has  been  compiled.15 

NITROGEN  MUSTARD 

For  protection  against  the  devastating  action  of 
sulfur  containing  mustard  gas  in  World  War  I,  a 
thorough  investigation  into  its  pharmacological  prop- 
erties was  instituted.16  Similarly,  during  World  War 
II,  after  the  Germans  had  developed  nitrogen  analo- 
gues of  sulfur  mustard  (the  nitrogen  mustards),  such 
investigation  was  extended.  It  was  soon  recognized 
that  the  more  rapidly  multiplying  tissues,  i.e.  bone 
marrow,  lymphatics,  and  gastro-intestinal  epithelium 
were  preferentially  attacked;  and  from  this  observa- 


tion arose  the  idea  of  using  the  agent  in  treatment  of 
diseases  of  these  tissues.  Chemical  variants  were 
promptly  surveyed  in  this  respect.  Results  with  the 
Tris  form  (betachloro-eythlamine)  were  reported  by 
Gilman  and  Phillips17  in  1946.  Clinical  use  of  the 
methyl  bis  form  (betachloroethvlamine)  was  begun 
by  Jacobson  et  al  in  1942  and  reported  in  1946.18 
Simultaneous  data  was  published  by  Goodman,  et  al19 
in  1946.  Subsequent  comparison  of  results  has  estab- 
lished the  moderate  superiority  of  the  Bis  compound. 

ACTION  UNCLEAR 

The  mode  of  action  of  nitrogen  mustards  is  un- 
clear. Rhoads20  pointed  out  the  similarity  of  effects 
to  those  of  radiation.  Mitotic  division  is  inhibited, 
nuclei  are  fragmented,  and  cells  become  non-viable. 
Proliferation  is  presumably  influenced  much  more 
than  differentiation.  In  vitro,  growth  of  yeasts  and 
cleavage  of  sea  urchin  eggs  can  be  prevented  by  dilute 
nitrogen  mustard  solutions.  The  chemically  active 
agent  is  thought  to  be  the  evthlenimonium  derivative, 
which  is  formed  spontaneously  as  the  white  powder 
is  mixed  with  water. 

CH2CH0CI  CH2 

CH3  - N M »,  CH3  - N CH2 

xCHoCH2C1  ch2 

Inasmuch  as  this  occurs  rapidly  and  is  short-lived^, 
mixing  should  be  done  immediately  (not  more  than  5 
minutes)  before  administration  to  the  patient.  Physio- 
logical saline  is  started  intravenously;  and  the  freshly 
prepared  mustard  solution  is  injected  into  the  tubing. 
The  remainder  of  the  500  cc  of  saline  is  then  flushed 
through  the  apparatus  in  order  to  prevent  thrombo- 
phlebitis, and  in  order  to  help  replace  chlorides  lost 
in  subsequent  vomiting.  Because  of  direct  chemical 
action  on  gastric  mucosa,  severe  nausea  and  vomiting 
may  begin  within  two  or  three  hours.  Heavy  seda- 
tion, including  barbiturates  and  demerol,  is  useful  in 
minimizing  this;  although  the  exact  amount  is  an  in- 
dividual matter.  Customarily  sodium  amytal,  3 grs 
(0.2  Gm)  orally,  precedes  the  process  by  one-half 
hour.  Two  or  three  hours  later  50  mgs.  of  demerol 
are  given  intramuscularly.  After  that,  severity  of  re- 
action is  the  sole  guide. 

By  trial  and  error  an  optimum  dosage  of  0.1  mg, 
nitrogen  mustard  per  kilogram  of  body  weight,  given 
on  consecutive  days  for  four  doses,  has  been  estab- 
lished. Recently  it  has  been  found  feasible  to  increase 
the  total  amount  by  giving  0.2  mg,  0.1  mg,  and  0.2  mg 
per  kilogram  body  weight  respectively  on  consecutive 
days;  but  0.3  mg  per  kilogram  body  weight  daily  for 
two  days  lead  to  sufficiently  severe  toxicity  as  to  be 
impractical. 

NITROGEN  MUSTARD 

Nitrogen  mustard  therapy  has  been  employed  in 
a multitude  of  diseases,  with  variable  results.  Perhaps 
the  prime  indication  is  Hodgkin’s  disease,  although  it 
is  recognized  that  X-radiation  may  be  superior  as  far 
as  length  of  remission  is  concerned.  The  policy  of  the 
Hematology  Department  of  the  University  of  Chicago 
is  rapidly  becoming  one  of  using  X-ray  when  the 
involved  nodes  are  localized,  and  nitrogen  mustard 
when  they  are  diffuse  or  widely  separated.  In  a favor- 
able case  lymphadenopathy  may  begin  to  subside  3 to 
7 days  after  nitrogen  mustard  therapy,  and  may  have 
disappeared  entirely  by  the  end  of  three  weeks.  Al- 
though “resistance”  per  se  probably  does  not  develop, 
succeeding  courses  may  become  progressively  less 
effective.  Length  of  remissions  varies  from  one  to  ten 
months;  yet  one  patient,  who  had  previously  received 
large  amounts  of  X-ray  without  notable  benefit,  was 
free  from  abnormal  signs  or  symptoms  for  twenty- 
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four  months  after  the  first  course  of  nitrogen  mus- 
tards. Another  individual  received  twenty-two  courses 
in  seven  years,  and  finally  succumbed  to  an  over- 
whelming tuberculous  infection  with  meningitis.  At 
autopsy  Hodgkin’s  tissue  was  minimal  in  amount,  and 
largely  limited  to  the  mediastinum.  It  must  be  em- 
phasized, however,  that  the  action  is  similar  to  radia- 
tion, and  serves  only  to  retard  the  process. 

FAVORABLY  AFFECTED 

Chronic  lymphatic  leukemia,  lymphosarcoma,  and 
polycythemia  vera  are  usually  affected  favorably  by 
nitrogen  mustard.  Although  X-ray  remains  the  treat- 
ment of  choice  in  the  former  two,  remissions  of  2 to 
24  months  and  1 to  10  months  respectively  have  been 
obtained  with  nitrogen  mustard.  Polycythemia  vera 
apparently  responds  as  readily  to  it  as  to  P32.  Ten 
cases  have  been  treated  in  this  clinic  to  date,  and  they 
are  to  be  reported  in  detail.  Remissions  as  long  as 
three  years  have  been  observed.  Though  benefit  in 
cases  of  the  diseases  just  mentioned  is  frequent,  it  is 
by  no  means  constant.  As  a rule,  those  which  are 
resistant  to  X-ray  are  also  resistant  to  nitrogen  mus- 
tard; but  this,  too,  is  not  thoroughly  consistent. 

Chronic  myelogenous  leukemia,  all  forms  of  acute 
leukemia,  and  multiple  myeloma  are  either  unaffected 
or  benefited  to  an  insignificant  degree  by  nitrogen 
mustard  therapy.  A small  percentage  of  patients  may 
experience  short  term  palliation  of  severe  symptoms; 
but  the  inexorable  progress  of  the  disease  is  unaltered. 
Various  carcinomas,  and  more  unusual  tumors,  such 
as  sympathicoblastoma  or  hypernephroma  have  been 
treated  with  similar  lack  of  success. 

INHERENT  DANGERS 

Administration  of  nitrogen  mustard  is  attended  by 
the  same  inherent  dangers  as  X-ray  therapy.  Single 
courses  may  be  followed  by  leukopenia,  thrombocy- 
topenia, and  more  rarely  anemia.  Penicillin,  and  other 
antibiotics,  have  dispelled  most  of  the  customary  ap- 
prehension over  granulocytopenia.  The  idea  is  rapidly 
becoming  accepted  that  absolute  polymorphonuclear 
values  of  1000-1200  per  cmm.  do  not  contra-indicate 
treatment,  providing  the  disease  process  requires  such, 
and  the  patient  can  be  under  careful  observation. 
Aplasia  of  the  hematopoietic  elements  of  the  bone 
marrow  is  known  to  occur21;  but  seldom  is  this  ir- 
reversible. In  700  cases  only  two  were  the  cause  of  any 
concern  on  this  point.  Recovery  is  usually  orderly  and 
complete.  The  degenerating  phase  may  begin  within 
twenty-four  hours  after  completion  of  the  course.  By 
fourteen  days  the  atrophic  phase  is  usually  finished, 
and  by  thirty  days  complete  regeneration,  with  mild 
compensatory  hyperplasia,  has  occurred.  A less  ap- 
preciated delayed  effect  of  nitrogen  mustard  toxicity 
is  defective  blood  coagulation22,  over  and  above  that 
which  might  result  from  thrombocytopenia.  Clotting 
time  is  prolonged,  and  presence  of  a circulating  hepa- 
rinoid  substance  can  be  detected  by  the  heparin 
tolerance  test.  Intravenous  toluidine  blue  (2  mg  per 
kg.  body  weight)  diluted  in  saline,  or  protamine  sul- 
fate (50  mg)  intramuscularly  have  been  found  to  be 
effective  treatment.  Reactivation  of  previously  healed 
tuberculous  foci  is  a possibility  which  must  always 
be  carefully  considered.  In  the  last  twelve  months 
two  patients  have  died  in  this  hospital  of  widespread 
miliary  tuberculosis,  presumably  precipitated  by  nitro- 
gen mustard  treatment.  Repeated  precautionary  ex- 
aminations must  be  done  in  anticipation  of  this.  Of 
the  immediate  toxic  effects,  nausea,  vomiting,  diarrhea, 
and  thrombophlebitis  are  the  only  important  ones. 
Only  the  latter  is  not  self-limited. 

URETHANE 

Urethane  (ethyl  carbamate)  action  in  depressing 
the  number  of  circulating  lymphocytes  was  investi- 


gated as  early  as  192523.  Haddow,  Paterson,  et  al24 
were  first  to  observe  its  effect  in  human  leukemia. 
Since  that  time,  several  series  of  similarly  treated  pa- 
tients have  been  recorded25'27.  The  mode  of  action  of 
this  drug  is  obscure.  Phenyl  carbamate  was  found  to 
arrest  mitotic  division  in  a manner  similar  to  colchi- 
cine. Eythl  carbamate  was  even  more  efficacious. 
Some  evidence  exists  that  its  action  may  be  mediated 
through  inhibition  of  the  cytochrome  oxidation-reduc- 
tion system;  yet  other  investigators  suggest  that  nu- 
cleotide biosynthesis  is  retarded  bv  interference  with 
purine  metabolism. 

English  therapists  have  administered  urethane 
mostly  in  the  form  of  solutions,  flavored  with  appro- 
priate syrups.  In  America  enteric  coated  tablets  are 
favored  for  moderate  doses,  and  intramuscular  injec- 
tion of  a 40-50  per  cent  solution  for  large  amounts. 
Whatever  the  route,  nausea  is  a common  sequella. 
even  though  an  average  dose  is  only  3-4  gins  per  day. 

COMPARABLE  TO  X-RAY 

L'rethane  is  most  effective  in  chronic  myelogenous 
leukemia.  Granulocytes  may  be  almost  specifically  in- 
hibited, and  the  bone  marrow  may  resemble  that  seen 
in  agranulocytosis.  Haddow,  Paterson,  et  al24  found 
its  action  comparable  to  that  of  X-ray.  Of  thirteen 
cases  reported,  all  experienced  reduction  of  circulating 
leukocytes  to  20,000  per  cmm  or  less  within  thirty-six 
days;  and  less  mature  elements  were  affected  first. 
Total  doses  varied  from  19  to  134  grams.  Cases  in 
which  both  urethane  and  X-ray  were  used  gave  no 
evidence  either  of  potentiation  or  of  mutual  inhibition. 

Response  of  chronic  lymphatic  leukemia  to  urethane 
is  variable.  Remissions,  if  produced,  seem  to  be  short- 
er than  with  other  modes  of  treatment.  There  is  no 
prophylactic  effect  if  given  during  a remission.  Trial 
has  been  extended  to  many  neoplastic  diseases,  in- 
cluding multiple  myeloma,  Hodgkin’s  disease,  lymph- 
osarcoma, seminoma,  and  various  carcinomas  without 
benefit.  Occasionally  there  is  subjective  palliation; 
but  this  is  inconstant. 

Toxic  effects  are  similar  to  those  following  nitro- 
gen mustard  therapy,  and  consist  chiefly  of  bone 
marrow  depression  and  vomiting. 

FOLIC  ACID  ANTAGONISTS 

The  demonstration  that  breast  cancer  in  mice  could 
be  significantly  inhibited  by  folic  acid  lead  to  its  sub- 
sequent trial  in  humans.  In  the  initial  group  of  pa- 
tients were  eleven  children  with  acute  leukemia.  The 
reticulo-endothelial  systems  in  these  individuals  were 
observed  to  be  stimulated  rather  than  inhibited;  thus 
the  idea  of  folic  acid  "antagonists”  presented  itself. 
These  were  synthesized  and  then  tested  in  vitro  by 
biological  titration  against  folic  acid  with  growth  rate 
of  Streptococcus  fecalis  or  Lactobacillus  casei  as  an 
indicator.  The  first  compounds  were  quite  toxic,  but 
effective  enough  to  be  encouraging.  Finally  aminop- 
terin  (4-aminopterovl  glutamic  acid)  was  tried;  and 
impressive  remissions  were  first  observed  in  Novem- 
ber, 1947.  Subsequent  results  have  recently  been  re- 
ported28. 

NO  FIXED  DOSAGE 

Heretofore,  all  therapeutic  agents  have  been  with- 
out benefit  in  acute  leukemia.  This  does  not  apply  to 
folic  acid  antagonists.  On  the  contrary,  they  are  re- 
latively ineffective  in  the  chronic  leukemia.  Aminop- 
terin  is  given  intramuscularly  in  daily  amounts  of  0.5 
to  1.0  mg  for  children,  and  1-4  mgs  for  adults.  Be- 
cause of  frequent  and  severe  toxicity,  these  amounts 
are  given  until  a remission  occurs,  and  then  reduced 
to  a more  easily  tolerated  maintenance  dose.  Variable 
individual  responses  preclude  a fixed  dosage  schedule. 
Overdosage  may  result  in  bone  marrow  aplasia, 
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stomatitis,  melena,  gastro-intestinal  ulcerations,  or 
megaloblastic  anemia.  Large  amounts  of  folic  acid  do 
not  alleviate  these  symptoms,  unless  the  medication  is 
discontinued.  A general  hemorrhagic  tendency,  simi- 
lar to  that  seen  after  radiation  29  may  occur,  but  can 
usually  be  adequately  controlled  with  protamine  sul- 
fate or  toluidine  blue. 

When  aminopterin  is  effective  in  acute  leukemia, 
immature  white  cells  disappear  from  the  circulation, 
red  cells  and  platelets  shift  in  a favorable  direction, 
and  the  bone  marrow  reverts  toward  normal.  Clinical 
improvement  may  be  marked;  but  remissions  are 
short-lived.  Because  of  variations  in  the  natural  course 
of  leukemia  it  is  difficult  to  prove  that  significant 
alterations  have  been  produced  by  folic  acid  antago- 
nists; yet  it  is  important  that  a synthetic  compound 
has  been  found  which  will  cause  the  bone  marrow  to 
change  so  that,  temporarily,  it  cannot  be  distinguished 
from  normal.  It  is  hoped  that  more  efficacious  and 
less  toxic  substances  will  be  discovered  in  the  near 
future. 

MISCELLANEOUS 

In  addition  to  the  preceding  established  thera- 
peutic agents,  others  have  been  tried,  found  to  have 
some  beneficial  effect,  and  then  discarded  for  one 
reason  or  another.  The  fact  that  they  have  not  with- 


stood the  test  of  clinical  application  is  overshadowed 
by  the  fact  that  they  represent  proof  of  carcinocidal 
effect  of  diverse  synthetic  compounds.  Successful 
chemical  treatment  of  neoplastic  disease  may  well  be 
brought  closer  by  such  observations. 

Clinical  alleviation,  by  administration  of  stillbami- 
ditie  ( diamidino-stilbene-di-isothionate)  of  patients  suf- 
fering from  multiple  myeloma  was  first  reported  by 
Snapper30  in  1946.  Of  ten  patients,  9 were  observed 
to  be  improved.  Specific  morphological  changes  in 
myeloma  cells  were  recognized31;  and  interference 
with  protamine  ribonucleate  metabolism  was  postu- 
lated. Subsequent  trial  by  many  therapists  have  shown 
that  clinical  improvement  is  not  so  constant  as  origi- 
nally thought;  hence,  clinical  use  is  decreasing. 

Bacterial  polysaccharide  from  Serratia  marcesens, 
as  well  as  from  other  organisms  (e.g.  Coley’s  mixed 
polysaccharides)  have  been  found  to  have  a destruc- 
tive effect  on  many  animal  tumors.  The  necessary  dose 
for  human  beings  is  extremely  pyrogenic.  Because  of 
this,  and  because  of  unpredictable  response,  clinical 
use  has  been  largely  discontinued. 

PROFOUND  EFFECT 

In  studies  on  the  action  of  colchicine  in  the  de- 
ranged purine  metabolism  of  gout,  the  presence  of  a 
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profound  effect  on  nuclear  metabolism  became  evi- 
dent. Soon  thereafter  significant  regression  of  animal 
tumors  was  demonstrated.  In  human  beings,  how- 
ever, the  difference  between  effective  and  toxic  doses 
was  too  small  to  be  practical. 

Compound  E of  Kendall,  adrenocorticotropic  hor- 
mone (ACTH),  and  adrenocortical  hormones  are 
known  to  cause  a decrease  in  the  number  of  circulat- 
ing lymphocytes,  as  well  as  general  depression  of 
lymphoid  tissue.  At  autopsy,  many  of  the  hematolo- 
gical diseases  are  accompanied  by  gross  hypertrophy 
of  the  adrenal  cortices.  Administration  of  the  above 
compounds  has  been  shown  to  have  a slight  inhibi- 
tory action  in  animal  lymphomas.  Experience  in  the 
human  being  is  as  yet  incomplete. 

The  most  recent  metabolic  inhibitor,  Quanozolo,  is 
known  to  depress  growth  of  certain  animal  cancers32, 
presumably  by  selective  competition  with  guanine  in 
purine  metabolism.  Inhibition,  rather  than  destruc- 
tion, of  cells  is  postulated.  Reports  of  clinical  use  are 
awaited. 

SUMMARY 

A summary  of  the  therapeutic  effectiveness  of  cer- 
tain of  the  radioactive  elements  and  chemotherapeutic 
agents  is  given  in  Table  I. 

CONCLUSIONS 

1.  The  more  recent  radioactive  and  chemical 
agents  employed  in  the  treatment  of  neoplastic 
diseases  are  reviewed;  and  relative  results  are 
given. 

2.  Despite  recent  advances,  X-ray  probably  re- 
mains the  treatment  of  choice  in  all  such  di- 
seases, with  exception  of  acute  leukemia. 
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BOOK  REVIEW 

NAVAJOS,  GODS,  AND  TOM-TOMS:  S H.  Babington,  M D , 

F.  I.  C.  S , Greenberg:  Publisher,  1950.  Price  - $3.50  - pp  242. 

Dr.  Babington  has  written  a narrative  account  of 
his  experiences  with  the  Navajos.  The  doctor  is  a 
practicing  surgeon,  and  his  observation  of  the  Navajo 
tribe  and  their  customs  is  that  of  a physician.  He  has 
been  particularly  interested  in  the  various  healing 
ceremonies,  and  in  the  various  methods  of  treatment 
used  by  the  native  healers.  His  observations  are 
timely.  In  these  days  when  we  are  beginning  to  treat 
the  patient  as  a human  being,  not  an  organism,  we 
find  ourselves  depending  on  psychosomatic  medicine 
more  and  more. 

As  one  reads  this  account,  one  is  struck  by  the  fact 
that  apparently  the  native  medicine  men  are  able  to 
apply  psychosomatic  therapy  perhaps  a great  deal 
better  than  many  of  us  who  are  in  the  active  practice 
of  medicine.  It  should  be  of  great  interest  to  physi- 
cians in  the  Southwest  to  know  how  much  the  Indian 
medicine  man  depends  on  the  native  herbs.  The  most 
common  herbs,  grasses,  etc.  are  all  put  to  use.  For 
example,  the  Jimson  weed  serves  as  a definite  narcotic. 
Greasewood  and  sagebrush  are  considered  to  be  won- 
derful aids  to  a delivery,  and  surprisingly  enough,  the 
lowly  buttercup  in  powder  form  is  taken  every  morn- 
ing for  syphilis. 

Dr.  Babington  has  lived  among  these  people.  He 
has  studied  their  customs,  and  he  has  written  an 
extremelv  interesting  treatise  that  should  be  read  bv 
all  the  readers  of  SOUTHWESTERN  MEDICINE. 
The  Navajos  are  our  neighbors,  and  I believe  that  the 
reading  of  this  interesting  volume  will  lead  us  to  un- 
derstand their  customs  and  viewpoints  more  fully,  to 
the  advantage  of  all  concerned.  — L.  C.  F. 
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THE  CERVICAL  SYNDROME 

By  Ruth  Jackson,  M.  D.,  Dallas,  Texas 


Cervical  Syndrome  is  a term  used  to  classify  a 
group  of  cases  which  present  definitely  similar  symp- 
toms and  clinical  findings,  the  causative  factor  of 
which  is  irritation  of  the  cervical  nerve  roots.  To 
adequately  interpret  this  syndrome  one  must  have  a 
knowledge  of  the  anatomy  and  mechanics  of  the  cervi- 
cal spine,  the  segmental  character  of  the  cervical 
nerves,  and  the  relationship  between  the  cervical 
nerves  and  the  sympathetic  nervous  system. 

The  facets  of  the  cervical  vertebrae  are  designed 
so  that  s.  great  range  of  motion  in  all  directions  is 
possible.  The  foramina  through  which  the  nerve  roots 
pass  are  bony  canals,  the  posterior  walls  of  which  are 
formed  by  the  articular  processes  of  the  adjacent 
vertebrae,  and  the  anterior  walls  and  floors  of  which 
are  formed  by  the  grooves  in  the  roots  of  the  verte- 
bral arches.  The  nerve  roots  leave  the  spinal  cord  at 
an  angle  which  approximates  a right  angle,  and  they 
fill  fairly  snugly  the  foramina  through  which  they 
pass.  This  makes  them  very  vulnerable  to  irritation 
from  any  mechanical  derangement  of  the  cervical 
spine.  Irritation  of  these  nerve  roots  occurs  before 
they  divide  into  anterior  and  posterior  primary  rami. 

DISTRIBUTION  SEGMENTAL 

The  distribution  of  the  nerve  roots  is  segmental  in 
character.  There  is  a definite  overlap  of  the  nerve 
supply  to  adjacent  segments  in  any  given  skin  area. 
Painful  irritations  or  stimulation  of  a muscle  may 
cause  pain  anywhere  along  the  segmental  distribution 
of  the  nerve.  For  instance,  irritation  of  the  dome  of  the 
diaphragm  or  the  pericardium  may  cause  pain  in  any 
of  the  muscles  or  areas  supplied  by  the  fourth  cervical 
nerve  root  and  vice-versa.  The  segmental  distribu- 
tion of  the  cervical  nerve  roots,  the  sensory  overlap, 
and  the  reflex  phenomenon  of  pain  make  the  exact 
localization  of  nerve  root  irritation  somewhat  difficult. 

The  cervical  nerve  roots  are  composed  of  motor 
and  sensory  fibers  only  as  compared  with  the  thoracic 
and  upper  two  lumbar  nerve  roots  which  contain 
sympathetic  fibers,  or  white  rami  communicantes.  The 
sympathetic  nervous  system  has  its  connection  with 
the  cervical  nerve  roots  through  the  upper  two  thora- 
cic nerves  which  join  the  cervical  part  of  the  sym- 
pathetic trunk  via  their  anterior  primary  rami,  and 
proceed  upwards  to  the  cervical  ganglia.  From  the 
superior  cervical  sympathetic  ganglia  gray  rami  com- 
municantes pass  to  the  undivided  primary  rami  of  the 
upper  four  cervical  nerves.  Two  gray  rami-commu- 
nicantes  from  the  middle  cervical  ganglia  and  two 
from  the  inferior  cervical  ganglia  pass  to  the  undivided 
primary  rami  of  the  lower  four  cervical  nerves.  Other 
gray  rami  communicantes,  or  post  ganglionic  fibers, 
pass  along  the  internal  carotid  and  opthalmie  arteries 
to  reach  the  orbit  where  they  supply  the  back  of  the 
orbit,  the  vessels  of  the  eyeball,  the  dilator  muscle  of 
the  pupil  and  the  smooth  muscle  of  the  upper  eyelid. 
Irritation  of  these  post  ganglionic  fibers  may  produce 
symptoms  and  clinical  findings,  such  as:  blurring  of 
vision  and  vertigo,  dilatation  of  the  pupil,  and  ptosis 
of  the  upper  eyelid  on  the  side  of  the  irritation,  which 
may  appear  to  have  no  relationship  to  the  other  symp- 
toms and  clinical  findings  associated  with  irritation  of 
the  cervical  nerve  roots. 

IRRITATION  OF  ROOTS 

Irritation  of  the  cervical  nerve  roots  occurs  as  a 
result  of  some  mechanical  derangement  in  or  about 
the  intervertebral  foramina.  The  most  common  cause 
of  irritation  is  abnormal  motions,  or  subluxations  of 


the  joints  of  the  cervical  spine  which  occur  because 
of  sprain,  stretching,  or  relaxation  of  the  ligamentous 
and  capsular  structures.  Ruptured  or  protruding  inter- 
vertebral discs,  hypertrophic  changes  and  osteophyte 
formation  in  or  about  the  intervertebral  foramina, 
swelling  of  the  capsular  structures  from  inflammatory 
and  allergic  reactions  or  from  hemorrhage  may  cause 
irritation  of  the  nerve  roots.  Any  sudden  unguarded 
motion  of  the  neck  or  any  prolonged  relaxation  of  the 
neck  in  an  abnormal  position  may  cause  a subluxation 
with  actual  locking  of  the  facets  on  one  side.  Other 
causative  factors  may  be  due  to  relaxation  of  the  sup- 
porting structures  of  the  cervical  spine  which  may  be 
part  of  a general  process  due  to  illness  or  increasing 
age,  or  to  generally  poor  posture.  The  thoughtless 
roughness  in  the  handling  of  patients  when  under  a 
general  anesthetic  has  been  responsible  for  cervical 
nerve  root  irritation  in  many  instances. 

The  amount  of  irritation  and  hence  the  symptoms 
and  clinical  findings  are  not  dependent  upon  the  ex- 
tent of  the  derangement,  in-as-much-as  minimal  de- 
rangements may  produce  severe  symptoms  and  mark- 
ed derangements  may  cause  only  mild  symptoms.  In- 
dividual variations  in  the  mechanics  involved  and  in 
the  pain  threshold  may  account  for  this. 

WHIP-LASH  INJURIES 

The  whip-lash  type  of  injury,  as  described  by 
Davis,  is  responsible  for  the  greatest  percentage  of 
cervical  nerve  root  irritations.  Any  injury  which 
causes  a sudden  forceful  movement  of  the  neck,  de- 
pending on  the  direction  of  the  force,  with  a sudden 
recoil  in  the  opposite  direction  may  be  called  a whip- 
lash. Such  injuries  cause  typical  sprains  of  varying 
degrees  with  subluxation  of  the  articular  processes 
and  stretching,  tearing,  or  avulsion  of  the  ligamen- 
tous and  capsular  structures.  Automobile  accidents 
are  responsible  for  the  greatest  number  of  such  in- 
juries. However,  falls,  blows  on  the  head  or  chin,  a 
sudden  forceful  pull  on  the  arms,  and  many  other 
apparently  trivial  injuries  may  cause  a whip-lash,  or  a 
sudden  “popping”  of  the  neck.  Symptoms  may  occur 
immediately  or  may  be  delayed  weeks,  months,  or 
years.  Usually  the  injury  is  considered  insignificant, 
but  as  time  passes  there  occurs  further  stretching  of 
the  ligamentous  and  capsular  structures  which  allows 
more  abnormal  motions  or  subluxations  of  the  joints 
with  resulting  nerve  root  irritations. 

Rupture  or  protrusion  of  one  or  more  interverte- 
bral discs  may  occur  at  the  time  of  the  injury,  or 
much  later  as  the  result  of  some  very  trivial  injury, 
in-as-much-as  the  relaxation  of  the  ligamentous  and 
capsular  support  makes  the  discs  more  vulnerable  to 
rupture.  Ruptured  discs  may  or  may  not  cause  im- 
mediate nerve  root  irritation.  This  is  dependent  upon 
the  location  of  the  protrusion  or  herniation. 

POOR  POSTURE 

Not  infrequently  cervical  nerve  root  irritation  is 
caused  by  poor  general  posture.  Markedly  rounded 
shoulders  cause  an  increase  in  hyperextension  of  the 
neck  which  may  eventually  cause  subluxations  to  oc- 
cur. The  loose-jointed  type  of  posture  predisposes 
to  nerve  root  irritation. 

Cervical  nerve  root  irritation  may  occur  at  any 
age,  but  the  greatest  number  of  patients  who  seek 
relief  of  their  symptoms  are  in  the  third  and  fourth 
decades  of  life. 

The  diagnosis  of  nerve  root  irritation  is  based  on 
the  history,  symptoms,  clinical  and  X-ray  findings.  It 
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must  be  remembered,  however,  that  the  exact  localiza- 
tion of  the  irritated  nerve  root  is  difficult  because  of 
the  segmental  character  of  the  distribution  of  the  cer- 
vical nerves  and  because  of  the  overlap  of  the  cutane- 
ous nerve  supply,  and  because  of  the  lack  of  clinical 
criteria  for  differentiation.  However,  the  symptoms 
and  clinical  findings  are  not  dependent  upon  the  cause 
of  the  irritation. 

A careful  history  will  reveal  an  injury  to  the  neck 
which  may  have  occurred  immediately  preceeding  the 
onset  of  the  symptoms  or  weeks,  months,  or  years 
before.  Usually  the  injury  itself  is  of  little  signifi- 
cance to  the  patient. 

400  CASES 

An  analysis  of  the  histories  on  400  cases  with 
cervical  nerve  root  irritation  has  revealed  that  all 
cases  can  be  grouped  according  to  their  symptoms. 
Every  case  will  fall  into  one  of  the  following  classifi- 
cations. 

1.  Patients  with  acute  symptoms  following  a re- 
cent injury. 

2.  Patients  with  chronic  symptoms  of  long  du- 
ration. 

3.  Patients  with  severely  acute  well  localized  pain 
who  have  had  previous  chronic  symptoms. 

The  acute  symptoms  in  this  third  group  of  cases 
are  always  caused  by  sudden  motion  of  the  neck,  such 
as:  stooping  over  suddenly  to  brush  the  teeth,  wash 
the  face,  or  to  pick  up  something  which  causes  a sud- 
den hyperextension  of  the  neck;  throwing  a ball  or 
any  other  object  which  causes  a sudden  turning  of  the 
head;  reaching  over  the  back  of  an  automobile  seat, 
or  any  other  seat;  catching  oneself  with  the  hand  or 
shoulder  to  prevent  a fall,  turning  over  in  bed,  and 
many  other  apparently  simple  activities.  This  group 
of  patients  usually  get  sudden  severe  pain  in  the  tip 
of  the  shoulder,  which  makes  them  think  the  shoulder 
has  been  injured,  or  they  get  severe  pain  in  the  chest, 
or  in  the  muscles  of  the  posterior  part  of  the  shoulder 
girdle  so  that  they  think  they  have  pleurisy. 

STIFFNESS  AND  PAIN 

Regardless  of  which  nerve  root  or  roots  may  be  irri- 
tated all  patients  have  a certain  amount  of  stiffness  and 
pain  in  the  neck,  and  many  give  a history  of  “cricks” 
in  the  neck.  If  the  upper  roots,  C2,  C3  and  C4  are 
irritated,  they  may  complain  of  occipital  headaches 
which  are  often  typical  of  migraine,  blurring  of  vision, 
dizziness  and  nausea  especially  when  attempting  to 
lie  down,  numbness  of  the  side  of  the  neck,  tension 
and  “knots”  in  the  neck  muscles  and  swelling  and 
stiffness  of  the  fingers.  If  the  4th  and  perhaps  the 
5th  nerve  roots  are  irritated  they  may  complain  of 
shortness  of  breath,  palpitation  of  the  heart,  pain  in 
the  chest,  and  localized  pain  in  the  muscles  between 
the  neck  and  the  shoulder  joint  or  between  or  about 
the  shoulder  blades.  The  pain  may  occur  on  either 
or  both  sides  of  the  body  or  on  first  one  side  and 
then  the  other. 

Involvement  of  the  fifth  nerve  root  which,  accord- 
ing to  our  analysis,  is  the  most  frequent  and  may 
cause  pain  between  the  shoulders,  pain  in  the  chest, 
pain  at  the  tip  of  the  shoulder  and/or  in  the  middle  of 
the  arm  and  sometimes  just  below  the  elbow  on  the 
top  of  the  forearm,  and  numbness  and  tingling  of  the 
thumb  and/or  index  finger.  Stiffness  of  the  shoulder 
and/or  weakness  of  the  arm  with  inability  to  comb 
the  hair,  fasten  a brassiere,  or  to  reach  the  hip  pocket 
are  frequent  complaints.  Irritation  of  the  sixth  and 
seventh  nerve  roots  may  cause  pain  in  the  shoulder, 
arm,  forearm,  chest  and  numbness  and  tingling  of  the 
index,  middle  and  perhaps  the  ring  fingers. 

VARIED  SYMPTOMS 

All  or  any  of  the  symptoms  may  be  acute  or  chronic 
or  intermittent.  Usually  the  symptoms  are  multiple 


and  if  they  are  chronic  the  patients  have  been  treated 
for  neuritis,  migraine,  arthritis,  bursitis,  fibrositis  or 
fascitis. 

In  all  instances  the  symptoms  are  aggravated  by 
certain  motions  and  positions  of  the  neck.  Sewing, 
reading,  driving  a car,  or  any  occupation  or  pleasure 
which  necessitates  holding  the  neck  in  flexion,  hyper- 
extension, rotation  or  lateral  bending  for  any  length 
of  time  increase  the  symptoms.  Aggravation  of  symp- 
toms are  found  in  women  just  prior  to,  or  during, 
menstruation  and  in  both  sexes  during  upper  respira- 
tory infections,  and  by  emotional  strain  and  fatigue. 
In  most  instances  the  symptoms  are  worse  at  night 
and  the  patients  have  difficulty  sleeping.  Many  pa- 
tients sleep  on  more  than  one  pillow,  in  an  effort  to 
get  away  from  the  pain  which  causes  flexion  of  the 
neck.  Some  sleep  without  any  pillow  which  leaves  no 
support  beneath  the  neck,  and  some  sleep  in  the  prone 
position  which  necessitates  marked  rotation  of  the 
neck.  All  these  positions,  as  well  as  the  relaxation  of 
the  supporting  structures  of  the  neck  during  sleep  tend 
to  aggravate  the  symptoms. 

CLINICAL  FINDINGS 

The  clinical  findings  vary  somewhat  with  the  nerve 
roots  involved,  but  all  have  certain  findings  in  com- 
mon. Localized  tender  areas  are  found  anywhere 
along  the  segmental  distribution  of  the  nerve  roots. 
All  patients  have  variable  amounts  of  limitation  of 
motion  of  the  neck  in  lateral  bending,  rotation,  flexion 
and  extension,  and  tenderness  just  lateral  to  the  spi- 
nous processes  of  the  neck  on  one  or  both  sides. 
Localized  myalgic  areas  and  muscle  spasm  in  the 
ridge  and  lower  portion  of  the  trapezius  and  in  the 
supraspinatus  muscle  or  tendon  are  fairly  constant 
findings  in  fourth  nerve  root  irritation.  In  fifth  nerve 
root  irritation  such  areas  are  found  in  the  rhomboid 
muscles,  at  the  tip  of  the  shoulder,  at  the  insertion  of 
the  deltoid,  and  not  infrequently  in  the  extensor 
muscles  of  the  forearm. 

Tenderness  in  the  anterior  and  lateral  chest  wall 
is  often  found.  Varying  degrees  of  limitation  of  gleno- 
humeral motion  in  abduction,  internal  and  external 
rotation  occurs  in  about  twenty  (20)  percent  of  these 
cases.  This  is  due  to  pain  and  to  an  adhesive  capsu- 
litis, which  results  from  the  prolonged  protective  re- 
action of  voluntary  immobilization.  Many  of  these 
patients  develop  calcareous  deposits  in  the  tendons, 
(usually  the  supraspinatus)  of  the  musculotendinous 
cuff.  The  deposition  of  calcium  in  this  region  is  doubt- 
less due  to  the  circulatory  changes  which  occur  as 
a result  of  muscle  spasm  and  limitation  of  motion. 
Paresthesia  over  the  distribution  of  the  cutaneous 
branch  of  the  axillary  nerve  occurs  almost  constantly. 
The  biceps  and  triceps  reflexes  may  be  altered  or 
absent  in  5th,  6th,  and  7th  nerve  root  irritation;  and 
there  may  be  in  a small  percentage  of  cases  paraes- 
thesias  of  the  thumb  and  fingers. 

Pressure  over  the  involved  nerve  root  or  roots  and 
the  compression  test  may  reproduce  the  radicular  pain, 
but  do  not  give  much  added  information  as  far  as 
diagnosis  is  concerned.  Whatever  the  causative  mecha- 
nism of  nerve  root  irritation  the  clinical  findings  are 
the  same.  Perhaps  electromyography  may  be  of  some 
value  in  localization  and  differentiation  of  the  irrita- 
tive factors. 

Again,  we  repeat,  the  segmental  character  of  the 
cervical  nerves  and  the  sensory  over-lap  make  exact 
localization  of  the  nerve  root  or  roots  involved  diffi- 
cult. We  believe  that  irritation  of  a single  nerve  root 
occurs  in  only  a small  percentage  of  cases,  which  ac- 
counts for  the  multiplicity  of  symptoms  and  clinical 
findings.  However,  many  of  the  findings  are  difficult 
to  understand  on  the  basis  of  an  exact  anatomical  ex- 
planation. For  example,  why  should  an  injection  of 
novocaine  about  the  fourth  nerve  root  cause  momen- 
tary pain,  or  tingling  of  the  little  and  ring  fingers? 
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X-RAY  FINDINGS 

X-ray  films  of  the  cervical  spine  should  be  made 
in  all  cases.  We  use  the  technique  described  by  Davis. 
Three  lateral  views  are  made  with  the  patient  in  the 
upright  position  and  with  the  X-ray  tube  at  seventy- 
two  (72)  inches  from  the  casette.  The  films  are  made 
with  the  patient  looking  straight  ahead,  with  the  chin 
on  the  chest,  and  in  hvperextension.  The  straight 
lateral  position  reveals  the  presence  of  muscle  spasm 
of  the  neck  muscles  as  evidenced  by  the  obliteration 
of  the  normal  forward  curve  of  the  cervical  spine  and 
in  some  cases  a segmental  reversal  of  the  curve.  The 
chin-on-the-chest  position  reveals  forward  subluxa- 
tions and  the  hyperextension  position  reveals  posterior 
subluxations  of  the  bodies  of  the  vertebrae.  It  must 
be  remembered,  however,  that  the  amount  or  extent 
of  the  subluxations  is  not  indicative  of  the  amount  or 
extent  of  the  nerve  root  irritation.  Marked  mechani- 
cal derangements  may  produce  minimal  symptoms, 
and  slight  mechanical  derangements  may  produce  se- 
vere symptoms!  We  believe  that  subluxations  in  the 
cervical  spine  are  abnormal  and  occur  because  of 
stretching,  tearing  or  undue  relaxation  of  the  liga- 
mentous and  capsular  structures,  although  some  radio- 
logists disagree  with  this  opinion. 

SINGLE  SUBLUXATIONS 

Single  subluxations  occur  in  about  fifteen  per  cent 
of  the  cases,  and  about  one  half  of  these  occur  be- 
tween C4  and  C5.  Approximately  one  per  cent  occur 
between  C3  and  C4,  one  per  cent  between  C5  and  C6, 
and  five  tenths  (0.5%)  between  C2  and  C3  and  eighty 
to  eighty-five  per  cent  of  the  cases  show  more  than 
one  subluxation  and  some  of  these  show  as  many  as 
four  subluxations.  The  greatest  percentage  of  two 
or  more  subluxations  occur  above  the  5th  cervical 
vertebrae. 

Approximately  forty  per  cent  of  our  cases  have 
shown  definite  narrowing  of  one  or  more  interverte- 
bral spaces.  This  is  indicative  of  ruptured  discs,  but 
there  is  no  way  of  ascertaining  from  the  X-ray  films 
just  when  the  rupture  occurred.  Hypertrophic  changes 
marginal  lipping  or  osteophyte  formation  do  not  in- 
dicate how  long  a ruptured  disc  has  been  present,  nor 
do  they  indicate  the  age  of  the  patient.  These  changes 
are  initiated  by  the  mechanical  derangement;  and  for 
psychological  reasons  they  should  not  be  designated 
as  arthritis.  Nature  is  only  making  an  effort  to  over- 
come the  mechanical  stress  and  strain  by  attempting 
to  immobilize  the  adjacent  vertebrae.  We  have  noted 
that  fixation  of  the  vertebrae  adjacent  to  a narrowed 
disc  is  a constant  finding  and  that  motion  and  sub- 
luxations occur  above  or  below  these  vertebrae.  The 
onset  of  acute  episodes  in  most  of  these  cases  is  due 
to  a recent  sprain  or  injury  with  nerve  root  irritation 
above  or  below  the  level  of  the  fixed  vertebrae. 

OBLIQUE  POSITION 

X-ray  films  made  in  the  oblique  position  may  give 
additional  information  concerning  the  foramina.  Hy- 
pertrophic changes  or  spur  formation  projecting  into 
the  intervertebral  foramina,  and  anterio-posterior  nar- 
rowing of  the  foramina  can  be  demonstrated  in  the 
oblique  views. 

In  90%  of  our  patients  who  have  given  occipital 
headaches  or  migraine  as  a symptom  we  have  found 
subluxations  of  C2  on  C3,  and  of  C3  on  C4,  in  the 
other  10%.  This  leads  us  to  believe  that  irritation  of 
the  third  nerve  root  is  responsible  for  most  of  the 
headaches.  However,  there  may  be  a sympathetic 
factor  responsible  for  these  headaches  due  to  irrita- 
tion of  the  post  ganglionic  fibers  from  the  superior 
cervical  ganglion.  This  accounts  for  the  blurring  of 
vision  and  the  dilation  of  the  pupil  on  the  side  of  the 
nerve  root  irritation.  (Opposite  Horner’s  syndrome). 


TREATMENT 

The  severity  and  duration  of  the  symptoms,  the 
clinical  and  X-ray  findings  govern  the  treatment  of 
these  cases;  and  in  any  event  the  treatment  must  be 
individualized.  Conservative  or  non-surgical  treatment 
will  give  the  best  results.  From  the  beginning  the 
patient  should  be  taught  that  the  symptoms  can  be 
relieved  by  fairly  simple  measures,  but  that  he  must 
adjust  his  activities  to  the  mechanical  derangement  of 
his  neck. 

Patients  who  are  seen  immediately  following  an 
injury  to  the  neck  should  have  the  benefit  of  some 
type  of  collar  immobilization  for  about  three  weeks. 
If  there  is  actual  locking  of  the  facets,  two  per  cent 
novocaine  should  be  injected  about  the  involved  facets. 
It  may  be  necessary  to  apply  halter  traction  for  two 
to  four  days  before  the  collar  is  applied.  The  correct 
application  of  the  traction  is  extremely  important.  The 
knees  should  be  flexed  and  the  head  elevated  to  pre- 
vent the  pull  on,  and  the  pain  in,  the  abdominal  mus- 
cles. The  line  of  traction  should  be  straight  and 
either  flexion  or  hyperextension  should  be  avoided. 

NOVOCAINE  INJECTION 

The  patients  with  sub-acute  and  chronic  symptoms 
may  require  the  injection  of  novocaine  into  the  myal- 
gic  areas  for  relief  of  pain.  The  injection  may  be  made 
in  the  neck  muscles  and  about  the  involved  nerve  root 
or  roots.  P>reaking  the  pain  reflex  with  a local  anaes- 
thetic, if  done  correctly,  gives  immediate  relief  of  pain 
which  lasts  for  days,  weeks,  or  months.  There  may 
be  some  residual  soreness  from  the  injection  for  two 
or  three  days,  but  the  acute  symptoms  will  subside 
at  once.  Diathermy  treatments  daily  or  three  times 
each  week  help  to  relieve  pain  and  muscle  spasm. 

If  the  general  posture  is  poor,  shoulder  straps  are 
often  of  great  value  in  the  relief  of  pain  and  discom- 
fort. Correct  postural  habits  must  be  taught,  and  the 
patients  should  know  the  mechanics  involved  for  the 
relief  of  symptoms  and  the  prevention  of  future  at- 
tacks. They  should  avoid  holding  the  neck  in  flexion 
or  hyperextension  for  any  length  of  time.  Reading 
stands  to  hold  the  reading  material  at  eye  level,  low- 
ering desk  chairs  or  raising  desks,  raising  the  auto 
seat,  and  many  other  simple  adjustments  are  of  great 
benefit. 

Because  many  patients  complained  of  aggravation 
of  symptoms  while  in  bed,  and  because  correct  sleep- 
ing posture  is  important  in  the  treatment  of  these 
patients,  we  designed  a special  pillow,  which  has  been 
our  greatest  adjunct  in  treatment.  The  pillow  fits  the 
normal  contour  of  the  neck  and  keeps  the  neck 
straight  while  the  patient  is  sleeping.  The  conven- 
tional pillow  causes  flexion  of  the  neck  and  aggra- 
vates the  symptoms.  In  some  instances  the  “contour 
pillow”  without  other  treatment,  gives  relief  of  symp- 
toms. 

STIFF  SHOULDERS 

The  stiff  shoulders  should  be  treated  by  novocaine 
injections,  diathermy,  and  intensive  physical  therapy. 
Vitamin  E given  intra-muscularly  and  tolserol  by 
mouth  in  the  sub-acute  and  chronic  cases  give  relief 
of  muscle  spasm  or  tension  in  many  instances.  Emo- 
tional stress  and  strain  should  be  eliminated  in  all 
cases,  if  possible. 

The  importance  of  cervical  investigation  in  any  pa- 
tient with  shoulder  and  arm  pain  and/or  disability  in 
the  absence  of  actual  trauma  to  the  shoulder  or  arm 
cannot  be  over  stressed.  The  usual  diagnosis  of  neuritis, 
bursitis,  periarthritis,  myositis,  fibrositis,  and  myo- 
fascitis of  th&*-shoulder  and  arm  should  not  be  made 
until  cervical  nerve  root  irritation  has  been  ruled  out 
entirely.  Usually  these  conditions  are  only  manifesta- 
tions of  cervical  nerve  root  irritation. 
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HAVERHILL  LEVER 

(ERYTHEMA  ARTHRITICUM  EPIDEMICUM) 
DISCUSSION  OF  THE  JOINT  MANIFESTATIONS* 

By  Robert  A.  Morse,  M.  D.,  Hermann  Hospital  and  Baylor  University 

College  of  Medicine,  Houston 


Haverhill  Fever  (Erythema  Arthriticum  Epidemi- 
cum)  is  a disease  which  is  rarely  considered  in  the 
differential  diagnosis  of  acute  infectious  arthritis  be- 
cause it  is  a rare  disease  which  comparatively  few  of 
us  have  had  the  opportunity  to  observe  and  study. 
The  disease  is  defined  as  an  acute  infectious  disease 
manifested  by  an  abrupt  onset  with  chills,  fever,  and 
malaise;  an  early  skin  eruption,  and  multiple  arthritis; 
having  a relapsing  course  of  four  to  eight  weeks  dura- 
tion with  spontaneous  recovery.1  It  was  first  de- 
scribed in  1926  by  Place,  Sutton,  and  Willner2  who 
reported  an  epidemic  of  eightv-six  cases  which  oc- 
curred in  the  city  of  Haverhill,  Massachusetts.  Since 
that  time  forty-six  sporadic  cases  have  been  reported, 
primarily  from  the  New  England  and  Middle  Atlantic 
states,  with  a few  from  the  Middle  Western  and 
Southeastern  states.  One  case  was  reported  from 
Dallas  in  1946, 3 anil  we  observed  one  case  in  Houston 
in  19484 

ETIOLOGIC  AGENT 

The  etiologic  agent  is  the  Haverhillia  multiformis 
(streptobacillus  moniliformis),  a small,  extremely 
pleomorphic,  gram-negative  rod  which  is  grown  with 
some  difficulty.5  The  organism  is  a normal  inhabitant 
of  the  naso-pharynx  of  the  rat,  and  usual  mode  of 
transmission  is  via  the  bite  of  a rat.  In  the  original 
Haverhill  epidemic  the  milk  supply  was  suspected  to 
be  the  source  of  the  infection.  There  have  been  ap- 
proximately sixteen  cases  reported  in  the  literature  in 
which  no  rat  bite  was  present  and  the  portal  of  entry 
was  not  known.  The  association  of  this  disease  with 
the  bite  of  a rat  has  led  to  considerable  confusion  with 
the  more  common  form  of  Rat-Bite  Fever  (Soduku) 
which  is  due  to  infection  by  the  Spirillum  minus.  A 
clinical  differentiation  is  possible  by  the  fact  that 
Soduku  is  not  characteristically  associated  with  rheu- 
matic manifestations. 

ARTHRITIS  OBSERVED 

Arthritis  of  some  degree  has  been  observed  in 
approximately  seventy  per  cent  of  the  reported  cases.6 
In  the  original  report  of  the  disease  the  arthritis  was 
the  most  persistant  symptom.  It  became  apparent 
between  the  first  and  the  fourth  day  of  the  disease  and 
was  almost  always  multiple,  usually  involving  the 
large  joints.  The  joints  varied  from  subjective  pain 
with  no  objective  findings  to  well  marked  swelling 
and  redness  with  effusion  into  the  joint.  The  joint 
manifestations  subsided  soon  after  the  subsidence  of 
the  fever  usually  leaving  no  residua.  The  wrists  and 
elbows  have  been  the  joints  most  commonly  involved, 
then  the  knees,  shoulders,  fingers,  and  ankles.  Tender- 
ness, pain  on  motion,  increased  local  heat,  periarti- 
cular swelling  and  edema,  and  varying  degrees  ot 
intra-articular  effusion  are  usually  present.  In  most  of 
the  reported  cases  roentgenographic  examination  of 
the  involved  joints  has  shown  only  widening  of  the 
joint  spaces  and  periarticular  thickening.  However, 
evidence  of  bone  destruction  has  been  reported.1’7  In 
general  the  involved  joints  have  completely  subsided, 


* Delivered  before  the  Texas  Rheumatism  Association  in  San 
Antonio,  1949. 


leaving  no  residua.  A few  cases  have  been  reported 
in  which  follow-up  for  a two  year  period  or  longer  has 
revealed  persistent,  recurrent  swelling  and  pain.1’7  No 
permanent  crippling  of  joint  function  has  been  noted. 

FATAL  CASE 

Our  case,  a fatal  one,  was  followed  for  a period 
of  eighteen  months.  During  that  time  the  patient  had 
three  acute  episodes  of  fever  and  multiple  arthritis  of 
eight,  fourteen,  and  eight  weeks  duration,  and  the 
terminal  recurrance  which  lasted  seventeen  days.  The 
recurrances  were  separated  by  complete  remissions 
lasting  four,  three,  and  thirty-six  weeks.  During  the 
exacerbations  the  patient  had  severe  arthritis  involv- 
ing the  fingers,  wrists,  elbows,  knees,  and  ankles.  The 
joints  were  swollen,  hot,  tender,  and  painful  on  mo- 
tion, and  there  was  marked  periarticular  swelling  and 
effusion  into  all  of  the  involved  joints.  With  the  re- 
missions in  the  disease  the  joint  manifestations  sub- 
sided and  the  joints  became  objectively  and  subjec- 
tively normal. 

The  fluid  aspirated  on  several  occasions  from  the 
knee  joints  of  this  patient  was  viscid,  somewhat 
cloudy,  and  congealed  almost  immediately.  Micro- 
scopic examination  revealed  the  cellular  elements  to 
be  ninety  per  cent  polymorphonuclear  neutrophiles. 
The  Haverhillia  multiformis  was  cultured  from  the 
fluid  on  several  occasions. 

DIAGNOSIS 

The  diagnosis  can  be  suspected  by  the  clinical 
picture  of  an  abrupt  onset  with  chills  and  fever;  an 
early,  generalized,  maculo-papular  skin  eruption;  and 
multiple  arthritis.  The  suspicion  is  strengthened  if  a 
history  of  previous  rat  bite  is  obtained.  The  confir- 
mation of  the  diagnosis  is  the  demonstration  of  the 
Haverhillia  multiformis  by  culture  of  the  blood  or 
joint  aspirate,  or  both,  on  protein-enriched  media  un- 
der anaerobic  conditions. 

Prior  to  the  introduction  of  penicillin,  treatment 
was  non-specific  and  supportive.  Autogenous  vaccines,8 
arsenicals,7  and  sulfonamides9  were  of  no  value.  Peni- 
cillin has  been  proven  to  be  successful  in  the  treat- 
ment of  a number  of  cases.10’11  One  reported  case 
which  did  not  respond  to  penicillin  was  successfully 
treated  with  streptomycin.12  Our  case  failed  to  re- 
spond to  either  antibiotic,  and  in  vitro  the  organisms 
were  inhibited  only  in  very  high  concentrations  of 
the  drug. 

SUMMARY 

1.  A brief  review  of  the  arthritic  manifestations 
of  Haverhill  Fever  (Erythema  Arthriticum  Epitemi- 
cum)  is  presented. 

2.  It  is  pointed  out  that  two  cases  have  appeared 
in  this  section  of  the  country  within  the  last  four 
years. 

3.  It  is  suggested  that  this  disease  should  be  con- 
sidered in  the  differential  diagnosis  of  unexplained 
acute  and/or  chronic  arthritis  associated  with  fever, 
especially  if  there  is  a history  of  previous  rat  bite. 

4.  The  diagnosis  is  confirmed  by  culture  of  the 
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etiologic  agent,  Haverhillia  multiformis,  from  the 
blood  and/or  joint  aspirate. 
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Prophylactic  Treatment  of 
Rheumatic  Fever 

The  studies  at  the  House  of  the  Good  Samaritan 
(Boston)  have  been  summarized  as  follows  by  Sturgis1. 
“Massed,  Dow,  and  Jones2  reported  in  1948  that  15 
patients  with  rheumatic  fever  who  were  promptly 
treated  with  penicillin  for  clinical  or  subclinical  hemo- 
lytic streptococcal  infections  did  not  get  recurrences 
of  rheumatic  fever.  For  the  past  two  years,  Sturgis, 
Massed,  and  others  have  been  collecting  further  data. 
This  has  been  done  not  only  on  hospitalized  patients, 
but  also  on  a group  of  rheumatic  fever  patients  who 
have  been  closely  followed  at  home.  To  date  a total 
of'  34  patients  have  had  clinical  type  A beta  hemolytic 
streptococcal  sore  throats.  Twenty-four  cases  received 
prompt  treatment  with  penicillin  with  no  recurrence 
of  rheumatic  fever  developing.  Of  the  10  patients  who 
did  not  receive  penicillin,  4 had  a definite  recurrence 
of  rheumatic  fever  and  1 had  a probable  recurrence. 
Thus  a recurrence  rate  of  at  least  40  per  cent  and 
probably  of  50  per  cent  was  found  in  those  patients 
who  were  not  treated  with  penicillin  in  contrast  to  an 
attack  rate  of  0 per  cent  in  the  treated  patients.  Al- 
though the  number  of  patients  is  small,  these  data 
suggest  that  early  penicillin  treatment  of  hemolytic 
streptococcal  infections  in  rheumatic  fever  susceptible 
individuals  may  prevent  attacks  of  rheumatic  fever. 
It  is  hoped  that  by  the  spring  of  1950  sufficient  data 
will  have  been  obtained  to  warrant  further  publica- 
tion.” 


1.  Sturgis,  G.  P. : Personal  Communication. 

2.  Massell,  B.  F. ; Dow,  J.  W.,  and  Jones,  T.  D. : Orally  Admin- 
istered Penicillin  in  Patients  with  Rheumatic  Fever.  J.A.M.A. 
138:1030  (Bee.  4)  1948. 
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1014  NORTH  STANTON  STREET  PHONE  2-1431 
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ROBERT  N.  CAYLOR,  M.  D. 
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OPHTHALMOLOGY 
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303  N.  Oregon 
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El  Paso,  Texas 
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Non-fat,  vitamin -enriched 

MILK 


Nourishing! 

Good-tasting! 

Economical! 


CERTIFIED,  PASTEURIZED  FAT-FREE  MILK 

is  for  anyone  who  likes  good,  nourishing  milk, 
but  who  cannot  eat  fatty  foods.  Infants  and 
older  folks,  too,  sometimes  need  a food  like 
Fat-Free  Milk.  It  fits  almost  every  diet. 
Recommend  this  finer  milk  with  complete 
confidence  in  its  highest  purity  and  quality. 


2O00  US-P.  UNITS  NATURAL  VITAMIN  A 
400  U.S.P.  UNITS  NATURAL  VITAMIN  D 
ADDED  PER  QUART  BY  VITEX  PROCESS 


CERTIFIED  PASTEURIZED 

FAT  FREE  MILK 
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ROYCE  LODGE  and  BYEH 


710-720  Broadway 

Truth  or  Consequences,  New  Mexico 


Royce  Lodge,  offers  you  ultra-modern  spacious 
apartments,  equipped  with  modern  furnishings, 
electric  range,  refrigeration,  air  conditioned  for 
summer,  radiant  heat  for  winter.  Reasonable 
rates. 

L.  F.  MORRIS  — owner  & mgr. 

PHONE  335 


Royce  Bath,  offers  you  individual  private  baths 
— sanitary  tile  tubs,  competent  courteous  at- 
tendants. Baths  are  administered  according  to 
physicians  prescription.  You  are  invited  to 
inspect  our  place  at  any  time. 

W.  A.  NEVILLE,  mgr. 

PHONE  336 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


AUGUST,  1950 


SOUTHWESTERN  MEDICINE 


Page  267 


IF  YOU  DON'T  HAVE  ONE  OF  OUR 
EGG-TIMERS  — or  if  you  need  more  of  the 
printed  "hand-outs”  to  give  your  patients  — 
Phone  JERRY  HARRIS  at  3-3646.  (Free  while 
the  supply  lasts). 

CREDITORS  SERVICE  BUREAU 


Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Aits  Bldg. 

P.  0.  Box  1053 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians'  Exchange  2-2474 


FOOT  HEALTH  SHOP 

MAX  S.  KATZ, 

FOOT  CORRECTION  1ST 

• FEATHERWEIGHT  ARCH  SUPPORTS 

• SPECIAL  ORTHOPEDIC  LASTS  PROVIDED 

• DOCTORS’  ORTHOPEDIC  PRESCRIPTIONS  FILLED 

308-9  Caples  Bldc.  3-4532  El  Paso,  Texas 


In  Albuquerque,  The  Bulwark 
Of  Professional  Pharmacy 


is 


PHONE 

8881 


PHONE 
888  1 


Lobby  — FIRST  NATIONAL  BANK  BUILDING 
Albuquerque,  New  Mexico 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

“CADILLAC” 

108  South  Yale  Street  3-4571  Albuquerque,  N.  M. 


Prompt  24 -Hoars 

MARTIN 

Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


Home  of 

Finest  Men’s  Shoes 


POPULAR  DRY  GOODS  CO. 

EL  PASO,  TEXAS 


HARDING  AND 

ORR 

Ambulance  Service 

• 

320  Montana 

3-1646 

EL  PASO,  TEXAS 

THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D,  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


It’s 

Sweeney’s 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


The  Place  Men  Go 
For  The  Brands  They  Know 

HART,  SCHAFFNER  & 

MARX  CLOTHES 
G.  G.  G.  CLOTHES 
WALK  OVER  SHOES 
STETSON  HATS 
MALLORY  HATS 
MANHATTAN  SHIRTS 
ARROW  SHIRTS 
INTERWOVEN  SOX 
B.  V.  D.  SPORTSWEAR 


216  East  San  Antonio  Street 
Dial  2-2433 
El  Paso,  Texas 

Mail  Orders  Promptly  Handled 


GUNNING  & CASTEEL 

DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS 

YSLETA,  TEXAS 
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We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


Fischbein  Bros. 

Custom  Tailors 


309  N.  OREGON 


EL  PASO,  TEXAS 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 


Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 


Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


The  McMath 
Co.,  Inc. 

dfixintbicj  & oolc  UBindincj 


Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


FOR  SMOOTH 
MUSCLE 
RELAXATION 

The  Antispasmodic 


single 

synthetic  drug, 
providing  a potent 
antispasmodic  action. 

In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 

Available  in  plain  tablets  or  with  */4  Gr.  Phenobarbital, 

MISSION 
PI1  ARM  AC  A L CO. 

San  Antonio  6,  Texas 
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Southwestern  Physicians’  Directory 


E.  K.  ARMISTEAD,  M.  D. 

GENERAL  SURGERY 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 
414  Banner  Building  2-9331  El  Paso,  Texas 

A.  E.  LUCKETT,  M.  D. 

ORTHOPEDIC  SURGERY 

First  National  Building  3-3421  El  Paso,  Texas 

J.  A.  BAUCHERT,  D.M.D. 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

GENERAL  DENTISTRY,  X-RAYS 

— GENERAL  PRACTICE  — 
Phones  4495  - 4496 

1009  Mills  Bldg.  3-1051  El  Paso,  Texas 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 
GYNECOLOGIC  SURGERY 

ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 

PHONE  2-9312 

1017  First  National  Building  El  Paso,  Texas 

207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

P.  G.  CORNISH,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

GENERAL  SURGERY 

1018  Mills  Building  El  Paso,  Texas 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

LOUIS  W.  BRECK,  M.D. 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

W.  COMPERE  BASOM,  M.  D. 

INTERNAL  MEDICINE 

MORTON  H.  LEONARD,  M.  D. 

800  Montana  Street  3-6931  El  Paso,  Texas 

GEORGE  N.  ALDREDGE,  M.D. 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

Practice  limited  to  Orthopaedic  Surgery 

(Certified  by  American  Board  of  Urology) 
Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

520  Montana  Street  3-1673  El  Paso,  Texas 

215  First  National  Bldg.  3-2161  El  Paso,  Texas 

BUTLER  CLINIC 

HERVEY  W.  DIETRICH,  M.  D. 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

INTERNAL  MEDICINE 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFF0RD,  ARIZONA 

Medical  Arts  Building  — Phone  2-4782 
415  East  Yandell  Blvd.  El  Paso,  Texas 

BASIL  K.  BYRNE,  M.  D. 

L.  0.  DUTTON,  M.  D. 

PEDIATRICS 

ALLERGY 

800  Montana  Street  3-8487  El  Paso,  Texas 

616  Mills  Bldg  2-3671  El  Paso,  Texas 
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ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 
1025  First  National  Bank  Bldg. 

El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 

701  First  National  Building  2-6221  El  Paso,  Texas 

HAROLD  EIDINOFF,  M.D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 
404  Banner  Building  3-0861  El  Paso,  Texas 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

LELAND  S.  EVANS,  M.  D. 

A.  DANIEL  MADDOX,  M.  D. 

GENERAL  PRACTICE  AND  GENERAL  SURGERY 
217  West  Court  St.  Las  Cruces,  N.  M.  Phone  141 

THIS  SPACE 
FOR  SALE 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

INTERNAL  MEDICINE 

706  West  Second  Street  2275  Roswell,  New  Mexico 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

314  Banner  Building  3-5881  El  Paso,  Texas 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 
WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

ROBERT  FRIEDENBERG,  A.B.,  M.D. 

(Certified  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

HASKELL  D.  HATFIELD,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 
509  West  Fox  St.  1441  Carlsbad,  N.  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 
209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 
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SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

DRS.  JELSO  & CORCORAN 

DISEASES  OF  THE  SKIN 

THIS  SPACE 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

FOR  SALE 

H.  C.  JERNIGAN,  M.  D. 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

DISEASES  OF  THE  CHEST 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING — SUITE  300 

PHONES 
633  — 460  — 201 

415  Yandell  Boulevard  3-5400  El  Paso,  Texas 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 

G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  El  Paso,  Texas 

BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S.,  F 1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
(Certified  by  American  Board  of  Ophthalmology) 

(Certified  by  American  Board  of  Otolaryngology) 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 
605  Professional  Building  3-8209  Phoenix,  Arizona 

ROY  T.  LESTER,  M.  D. 

Vincent  M.  Ravel,  M.  D.  Marvin  N.  Golper,  M.  D. 

THORACIC  SURGERY 

Residence  2-0744  Office  3221 

DRS.  RAVEL  AND  GOLPER 

RADIOLOGY 

1442  North  Third  St.  Abilene,  Texas 

Mills  Building  and  Phones  2-3459  - 3-5652 

800  Montana  Street  El  Paso,  Texas 

TRUETT  L.  MADDOX,  D.  D.  S. 

HERMAN  RICE,  M.  D. 

O-RAL  SURGERY 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 

1031  First  National  Bldg.  El  Paso,  Texas 

624  Mills  Bldg.  2-7642  El  Paso,  Texas 

1.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL,  M.  D. 
EARL  LATIMER,  M.  D. 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICIN E— CARDIOLOGY 

H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Ceritfied  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

DRS.  MASON,  HART  AND  BOVERIE 

WILLIAM  1.  COLDWELL,  M.  D. 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 

INTERNAL  MEDICINE 

310  Banner  Bldg.  3-4478  El  Paso,  Texas 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 
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J.  B.  ROBBINS,  M.  D. 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

— DISEASES  OF  THE  SKIN  — 

Diplomate  American  Board  of  Otolaryngology 

PHONE  2-2591 

EYE  - EAR  - NOSE  - THROAT 

502-503  Banner  Bldg.  El  Paso,  Texas 

FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

ROY  R.  ROBERTSON,  M.  D. 

C.  M.  STANFILL,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

(Diplomate  American  Board  of  Otolaryngology) 
EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 

S.  PERRY  ROGERS,  M.  D. 

JESSON  L.  STOWE,  M.  D. 
FRANCIS  A.  SNIDOW,  M.  D. 

ORTHOPEDIC  SURGERY 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 

202  Banner  Building  3-3551  El  Paso,  Texas 

2323  Montana  Street  2-4631  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

M.  A.  TANNY,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

ALBUQUERQUE  MEDICAL  CENTER 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 

1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 
UROLOGY 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 

FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 

ORAL  SURGERY 

General  Dentistry 

Phone  3-6742 

1101  First  National  Bldg.  El  Paso,  Texas 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

THIS  SPACE 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARDS  OF  j OTOLARYNG^O^Y ^ 

FOR  SALE 

PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

H.  H.  VARNER,  M.  D. 

DRS.  SMITH  AND  GARRETT 

GENERAL  SURGERY 

DISEASES  OF  THE  SKIN 

213  El  Paso  National  Bank  Bldg. 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

Phone  3-7362  El  Paso,  Texas 
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RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Roswell,  N.  M.  Phone  208 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 

L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

M.  K.  WYLDER,  M.  D. 

DIPL0MATE  AMERICAN  BOARD  OF  PEDIATRICS 
PEDIATRICS  AND  OBSTETRICS 

625  First  National  Bank  Bldg. 

Albuquerque,  N.  M.  Phone  6440 

— 


308  N.  Colorado  Midland,  Texas 

STAFF 

H.  B.  Johnson,  M.  D Pediatrics 

D.  L.  Patton,  M.  D Obstetrics  and  Gynecology 

F.  W.  Gaarde,  M.  D Internal  Medicine 

T.  J.  Melton,  Jr.,  M.  D.,  F.  A.  C.  S General  Surgery 

R.  E.  Greer,  M.  D Eye,  Ear,  Nose  & Throat 

F.  M.  Middlebrook,  M.  D General  Medicine 

W.  K.  Green,  M.  D Urology 

Roy  T.  Lester,  M.  D.  (Abilene)  ....Consultant  in  Thoracic  Surgery 

L.  C.  Zee,  D.  D.  S Oral  Surgery 

Charles  A.  Hix Business  Manager 
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{yanitalium 


For 

TleWous  anc>  Ttlentai  Diseases 

Phone  Fairdale  2-3333  DALLAS  1,  TEXAS  P.  O.  Box  1769 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational 
therapy.  All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 
The  Staff 

Dr.  Guy  F.  Witt,  Medical  Director  Dr.  Howard  M.  Burkett,  Associate  Psychiatrist 

Dr.  Perry  C.  Talkington,  Medical  Director  Dr.  James  K.  Peden,  Resident  Psychiatrist 

Dr.  Chas.  L.  Bloss,  Associate  Psychiatrist  Dr.  James  C.  Folsom,  Resident  Psychiatrist 

Miss  Marguerite  Harmonson,  R.  N.,  Director  of  Nurses 

Henry  J.  Albach,  Business  Manager 

Miss  Patsy  Crowe,  Director  Occupational  Therapy 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


AUGUST,  1950 


SOUTHWESTERN  MEDICINE 


Page  275 


Southwestern  Physicians’  Directory 


The  Lodge 

WATTS  CLINIC 

of  the 

Turquoise  Trail 

Complete  Medical 

1 

and 

A modern  completely  equipped  sanitarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 

Surgical  Service 

perienced,  and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 

® 

rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 
recreational  and  occupational  therapy  programs. 

For  further  information  address: 

R.  E.  Watts,  M.  D.  S.  M.  Ramer,  M.  D. 

G.  A.  Slusser,  M.  D.  S.  F.  Baker,  M.  D. 

THOMAS  L.  CORE,  M.  D„ 

• 

Psychiatrist  and  Medical  Director, 
Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Phone  567 

Town  office  6398  ® Residence  3-3234  ® Lodge  2-2773 

101  N.  Cooper  Silver  City,  IN.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 

First  National  Bank  Building 

Telephone  2-3671 

El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures: 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 

DELPHIN  VON  BRIESEN,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 

H.  F.  HESLINGTON,  M.D. 

PATHOLOGY  ENDOCRINE  STUDIES 

WILLIAM  D.  FLEMING,  M.D. 
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(An  Editorial) 
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. . . meaning  "without”.  . . is  a prescription  symbol  with  which  you 
are  familiar.  Less  familiar  to  you,  perhaps,  is  the  fact  that  some  of 
our  "withouts”  are  highly  important  to  physicians  and  their  patients. 
For  example,  Eli  Lilly  and  Company  demands  that  the  complete  quan- 
titative formula  of  active  ingredients  for  every  Lilly  product  be  given 
to  physicians — without  any  secrets,  without  extravagant  therapeutic 
claims,  without  advertising  or  promotion  to  the  laity. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Clinical  reports  describing  the  use  of  { 

Thephorin  in  2564  patients  with  hay  fever  I 

and  other  allergies  indicate  an  incidence 
of  drowsiness  of  only  2.92%.  In  contrast  J 

i 

with  other  antihistamines,  Thephorin  can 
therefore  be  given  to  motorists  and  other  ( 

patients  who  have  to  remain  alert.  Highly  i 

effective  and  well  tolerated  in  most  cases,  j 

Thephorin  is  available  in  25-mg  tablets 
and  as  a palatable  syrup  which  permits  j 
convenient  adjustment  of  dosage.  i 

i 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J.  J 

I 

I 

I 

I 

Thephorin 

brand  of  phenindamine  [ 

'Roche* 
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a critical  evaluation 

of  drugs  for  treating 

urinary  tract 
infections 

it  has  been  noted  that: 

SULAMYD 


(Sulfaeetimide-Schering) 


“combines  the  features  of  good  antibacterial  activity, 
low  toxicity,  and  rapid  renal  elimination  resulting 
in  high  urinary  level.  . . . Sulfacetimide  . . . has  the 
advantage  of  high  solubility  even  in  the  physiological 
acid  range  of  the  urine,  thereby  minimizing  almost 
to  a negligible  point  the  danger  of  concrement 
formation.  . . ,”1  Because  of  its  wide  antibacterial 
range  it  is  preferable  to  penicillin  and 
streptomycin.2  Unlike  new  antibiotics,3  it  is  well 
tolerated  and  remarkably  free  from  side  effects.4 


j ! 

DOSAGE  : Therapeutic:  2 tablets  t.i.d.  for  10  days. 

Prophylactic:  1 tablet  t.i.d. 

SULAMYD  Tablets  0.5  Gm.  in  bottles  of 
100  and  1000  tablets. 


1.  Nesbit,  R.  M.,  and  Glickman,  S.  I. : J.  Michigan  State  M.  Soc* 

46: 664,  1947. 

2.  Dodson,  A.  I.:  West  Virginia  M.J.  45:1,  1949. 

3.  Harris,  H.  J.:  J.A.M.A.  142: 161,  1950. 

4.  Seneca,  H.;  Henderson,  E.,  and  Harvey.  M.:  J.  Urol.  61 :1105,  1949. 


CORPORATION*!!  LOOMFIELD,  NEW  JERSEY 
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One  out  of  three 
is  tired  and  nervous 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


ELIXIR  VITAMINS  B-COMPLEX 
WITH  PHENOBARBITAL 


Low-dosage  sedation; 
High-dosage  B-complex  therapy 
containing  Vitamin  B12 

For  the  patient  with 
undue  nervousness  and 
poor  appetite 


in  a delightfully 
appetizing  base 
containing 
sherry  wine. 
Excellent  as 
a medication  and 
as  a vehicle  for  other 
water-miscible 
therapeutic  agents. 


y/fief/i  Incorporated 

Philadelphia  3,  Pa. 


BEPLETE* 


Comparative  studies  on  various  antihistaminics  demonstrate: 
NEOHETRAMINE  is  less  toxic  — extra  safety  more  than  com- 
pensates for  larger  doses  that  may  be  required  for  optimum 
results.  For  this  reason,  more  and  more  physicians  rely  on 

NEOHETRAMINE* 

HYDROCHLORIDE 
as  their  first  choice  in  antihistaminic  therapy. 

TABLETS:  25  mg.,  50  mg.,  100  mg.  Neohetramine  is  the  registered  trademark  of 

SYRUP:  6.25  mg.  per  cc. ; bottles  of  1 pint.  the  Nepera  Chemical  Co.,  Inc.,  for  its  brand  of 

For  Allergic  Dermatoses— N EOHETRAM I N E CREAM,  2%;  thonzylamine-N,  N-dimethyl-N'  p-methoxy- 

in  1 oz.  tubes.  benzyl-N'  (2-pyrimidyl)  ethylenediamine. 


y/Z^ef/i  Incorporated 


Philadelphia  3,  Pa. 
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r ; 

Priced 

ord  s/  “ ?fferf"9  si 

!r°phc%rpmm-  *< 

fatilitiL  FuoroscoPic  X 


ond  seU-contomeo 

Tube  heod. 


ANNIVERSARY 


Telephone  or  write  for  complete  Details 

SOUTHWESTERN  SURGICAL  SUPPLY  CO. 


131  North  First  Street 
PHOENIX,  ARIZONA 

414  Mills  Street  202  North  Stone  Street 

EL  PASO,  TEXAS  TUCSON,  ARIZONA 
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“Premarin”— a naturally  oc- 
curring conjugated  estrogen 
which  has  long  been  a choice  of 
physicians  treating  the  climac- 
teric—is  earning  further  clinical 
acclaim  in  the  treatment  of 
functional  uterine  bleeding. 

The  aim  of  estrogenic  therapy 
in  functional  uterine  bleeding 
is  to  bring  about  cessation  of 
bleeding,  and  to  produce  sub- 
sequent regulation  of  the  cycle. 
Once  hemostasis  is  achieved, 
the  maximum  daily  dosage  of 
“Premarin”  must  be  continued 
to  prevent  recurrence  of  bleed- 
ing. This  schedule  forms  part 
of  cyclic  estrogen-progesterone 
treatment  for  attempted  salvage 
of  ovarian  function. 

While  sodium  estrone  sulfate 
is  the  principal  estrogen  in 
“Premarin”  other  equine  estro- 
gens... estradiol,  equilin,  equi- 
lenin,  hippulin...are  probably 
also  present  in  varying  amounts 
as  water-soluble  conjugates. 


An  "estrogen  of  choice 
for  hemostasis 
is  Tremarin’ 
in  tablets  of  1.25  mg.  ... 

The  usual  dose  for  hemostasis 
is  2 tablets  three  times  a day. 
If  bleeding  has  not  decreased 
definitely  by  the  third  day  of 
treatment  the  dosage  level 
may  be  increased  by 
50  per  cent.’’" 

•Fry,  C.  0.:  J.  Am.  M.  Women’s  A.  4:51  (Feb.)  1949 


Estrogenic  Substances  ( water-soluble) 
also  known  as  Conjugated  Estrogens  ( equine) 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosage:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg.  in  each 
4 cc.  (1  teaspoonful). 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 

5009 
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Certified,  Pasteurized 


FAT-FREE 

MILK.... 


...  a nourishing,  good- 
tasting, economical  food — 
valuable  in  many  medical  con- 
ditions. It  is  unsurpassed  as 
a source  of  high-quality  protein 
plain,  or  with  various  flavorings, 
less,  and  is  BETTER  for  you! 


CREAMERIES,  Inc. 


AIR 

AMBULANCE  SERVICE 


PHONE  3-2072 

NIGHT  PHONE  2-4371 


DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 


SOUTHWEST  AIR  RANGERS 

EL  PASO  MUNICIPAL  AIRPORT 


RYAN  N AVION 
SALES  & SERVICE 
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Nnpercainal  Ointment 


for  prompt  and  prolonged  relief  of 
local  pain  and  itching 


NUPERCAINAL  OINTMENT  is  indicated  in 
Hemorrhoids,  Anal  Fissures,  Pruritus  Ani,  Pruritus 
Yulvae,  Fissured  Nipples,  Burns,  Intertrigo, 
Decubitus,  and  Nasal  Furuncles. 


NUPERCAINAL  OINTMENT  contains  1%  Nupercaine 
(dibucaine)  in  a base  of  lanolin  and  petrolatum 
available  in  1 oz.  tubes  with  applicator  and  1 lb.  jars. 

PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 

NUPERCAINAL®  NUPERCAINE®  (brand  of  dibucaine)  2 iseru 
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any  form  of  epilepsy  may  now  be  treated 
safely  with  a single  anticonvulsant 


(PHETHENYIATE  SODIUM,  MllYI 


No  longer  is  it  necessary  to  run  the  risk  of  bringing 
a second  type  of  seizure  into  prominence  by  the 
selection  of  a limited  anticonvulsant. 

'Thiantoin  Sodium’  is  a more  widely  useful  anti- 
epileptic and  is  far  safer  than  related  drugs  of 
comparable  potency.  Many  resistant  cases  are 
controlled  with  doses  which  have  been  elevated 
safely  to  levels  that  were  previously  unattainable. 

Not  only  are  there  fewer  side-effects,  but  there  is 
often  striking  improvement  of  mental  function  in 
epileptic  patients  who  receive  'Thiantoin  Sodium.’ 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

Complete  literature  on  ’Thiantoin  Sodium’  is  available 
from  your  Lilly  medical  service  representative  or  will 
be  forwarded  upon  request. 
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SPLENDID  PROGRAM  SCHEDULED 
FOR  SOUTHWESTERN 
MEETING 

SOUTHWESTERN  MEDICINE  takes  great  pleasure  in  presenting  the 
preliminary  groundwork  which  has  been  done  in  anticipation  of  the  annual 
meeting  of  the  Southwestern  Medical  Association  which  takes  place  in 
Phoenix,  at  the  Westward  Ho,  Oct.  26  - 28.  The  medical  profession  in 
Phoenix  is  leaving  no  stone  unturned  in  an  effort  to  make  this  a profitable 
and  worthwhile  scientific  assembly.  They  have  been  able  to  furnish  the 
medical  profession  of  the  Southwest  with  a speaker-team  which  represents 
men  nationally  known  in  their  respective  specialties. 

While  the  program  is  not  as  yet  complete,  the  following 
speakers  will  be  present: 

William  Dock,  M.  D.,  Professor  of  Medicine,  Long  Island  Medical 
School,  Brooklyn,  New  York. 

Stewart  Wolf,  M.  D.,  Associate  Professor  of  Medicine  at  Cornell 
University. 

John  H.  Lawrence,  M.  D.,  University  of  California,  Chief  of  the  Donner 
Laboratory  of  Medical  Physics. 

Joseph  Gale,  M.  D.,  Professor  of  Surgery,  University  of  Wisconsin. 

George  Piness,  M.  D.,  Los  Angeles,  a leader  in  the  field  of  allergy. 

Salvadore  Zubiran,  M.  D.,  Professor  of  Medicine,  University  of  Mexico. 

Leon  Goldman,  M.  D.,  Associate  Professor  of  Surgery,  University  of 
Cal  ifornia. 

Maxwell  M.  Wintrobe,  M.  D.,  U niversity  of  Utah,  eminent  hematologist. 

During  1950  cortisone  and  ACTH  have  come  to  the  front  in  the  treat- 
ment of  various  conditions,  and  the  profession  will  have  the  opportunity  of 
obtaining  first-hand  information  from  teachers  who  have  had  considerable 
experience  with  the  use  of  these  two  preparations.  It  is  extremely  fortu- 
nate that  the  Southwestern  Medical  Association  has  been  able  to  obtain  this 
galaxy  of  medical  talent;  and  it  is  suggested  that  the  profession  in  general 
mark  their  calendars  and  make  it  a point  to  be  in  Phoenix  Oct.  26  - 28. 

A large  and  enthusiastic  attendance  is  the  only  recompense  for  the  hard 
work  of  the  Phoenix  physicians  who  are  endeavoring  to  make  this  a banner 
presentation. 
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NOTHING  NEW  UNDER  THE  SUN 


THERE  IS 

In  a collection  of  old  books  and  periodicals  be- 
longing to  Dr.  Caryl  C.  Hill,  El  Paso,  Texas,  optome- 
trist, is  a copy  of  an  interesting  book,  "The  Family 
Adviser",  written  by  John  \Y/esley,  founder  of  the 
Methodist  Church.  About  1745,  Wesley  came  to 
America  to  visit  his  churches  and  missions  and  saw 
a great  need  for  family  health  instruction  among  the 
settlers.  Therefore,  he  collected  from  the  works  of 
Hume,  Cullen,  and  McBride,  the  best  medical  au- 
thorities of  the  time,  what  he  considered  the  most 
important  facts  about  the  common  diseases.  A typi- 
cal example  of  this  work  is  this  chapter  on  mumps. 

" The  Family  Adviser ” was  not  published,  how- 
ever, until  1795,  or  two  years  after  Wesley’s  death. 
Hitt  and  Ware  of  Philadelphia  probably  had  the 
manuscript  in  their  possession  all  this  time,  since  they 
were  the  official  printers  for  the  Methodist  Society  in 
the  United  States. 

Bound  with  it  is  a volume  of  Premative  Physics, 
which  lists  a large  number  of  remedies,  concoctions, 
and  therapeutic  procedures  recommended  by  Wesley. 
The  Premative  Physics  ivas  first  published  in  London 
in  1747,  and  the  27th  edition  is  included  with  this 
volume  of  "The  Family  Adviser.”  According  to  the 
preface  this  edition  was  printed  in  1814,  but  when 
the  two  were  combined  into  one  volume  is  not 
known.  — Russell  Holt,  M.  D.,  El  Paso. 

The  physician  columnists  of  today,  who  answer 
letters  regarding  diagnosis  and  therapy  of  common 
disorders  are,  let  us  say,  cautious  in  their  recommen- 
dations. This  caution  has  in  all  probability  developed 
due  to  the  better  state  of  the  medical  ethics  existing 
at  the  present.  Now'  at  least  the  patients  are  advised 
as  to  their  personal  hygiene  and  advised  to  see  their 
local  physician.  Such  was  not  the  case  in  early  Colo- 
nial United  States. 

Very  recently  your  editor  w?as  able  to  read  a medi- 
cal treatise  designed  for  the  consumption  of  the  laity, 
called  “The  Family  Adviser”.  This  well  may  be  one 
of  the  first  books  of  this  type  written.  It  does  not 
contain  the  finesse  of  Dr.  Fishbein,  but  it  has  the  same 
purpose  as  the  lay  texts  of  this  modern  era.  When 
one  considers  that  this  text  was  written  in  1798,  be- 
fore really  scientific  medicine,  it  is  extraordinary  that 
physicians  at  this  time  should  be  able  to  diagnose  cer- 
tain diseases  entirely  by  the  history  and  their  powers 
of  observation.  Most  of  the  subject  matter  of  this  lay 
publication  was  drawn  from  the  works  of  Hume, 
Cullen,  and  McBride,  prominent  English  physicians 
of  this  age.  When  one  reads  the  book  carefully,  it  is 
found  that  perhaps  wre  haven’t  made  such  tremendous 
progress  along  certain  lines.  For  example,  the  short 
chapter.  No.  13,  entitled  “The  Mumps”  reads  as  fol- 
lows: 

THE  MUMPS 

“The  Mumps:  Contagion  is  the  cause  of  this  com- 
plaint. It  makes  its  appearance  wdth  the  usual  febrile 
symptoms  of  chills,  succeeding  heat,  and  quickened 
pulse.  This  is  shortly  followed  by  a swelling  at  the 
corner  of  the  low'er  jaw7  of  a moveable  glandular 
nature,  and  in  a little  time  it  diffuses  itself  over  the 
whole  neck.  Sometimes  both  sides  are  affected.  It 
continues,  increasing  until  about  the  fourth  day,  and 
then  declines  with  fever.  As  the  swelling  recedes, 
some  tumour  is  apt  to  take  place  in  the  testes  of  the 
male,  and  the  breast  of  the  women.  Sometimes  when 


this  has  not  taken  place,  or  when  it  has  been  repelled 
by  imprudent  applications,  the  fever  has  continued  or 
increased  with  delirium. 

Management:  The  patient  should  be  kept  on  a low- 
vegetable  diet  and  not  exposed  to  cold.  The  above 
generally  will  be  sufficient,  but  when  the  circumstance 
mentioned  takes  place,  it  will  be  necessary  to  direct 
something  more  than  the  above. 

Cure:  We  should  apply  warm,  stewed,  bitter  herbs, 
or  warm  bread  and  milk  poultices  to  the  parts,  and  if 
the  fever  and  delirium  be  considerable,  the  patient 
should  be  bled,  if  he  is  able  to  bear  bleeding.  Other- 
wise a puke  should  be  the  only  evacuant,  viz.  fifteen 
grains  of  ipecacuana,  more  or  less,  according  to  the 
patient’s  age  — Resides  this  or  these,  it  may  be  neces- 
sary to  apply  a blister  to  the  back  of  the  neck.  In 
slighter  cases,  the  puke  and  fomentations  w-ill  be  suf- 
ficent.  In  all  cases,  cotiveness  should  be  prevented 
by  clysters,  castor  oil,  or  salts.” 

SAME  COMPLICATIONS 

One  hundred  and  fifty-seven  years  have  elapsed, 
and  while  we  do  not  bleed  patients,  we  still  have  the 
same  complications  that  apparently  existed  at  this 
time;  the  delirium,  undoubtedly,  means  encephalitis, 
a complication  to  which  therapeutic  approach  still 
leaves  much  to  be  desired. 

The  treatment  of  anemia  at  tins  time  made  use  of 
iron.  How  much  iron  the  patient  really  got  would 
be  indeed  questionable,  but  the  following  prescription 
if  used  in  large  amounts,  while  it  might  not  improve 
the  anemia,  might  well  contribute  to  the  patient’s 
sense  of  well-being.  The  prescription  in  vogue  at 
that  time  w7as  as  follows: 

“Tincture  of  Stell  or  Iron,  No.  78.  On  a handful  of 

flakes  that  fly  off  round  the  anvil  (in  a blacksmith’s 
shop)  pour  a quart  of  port  wine:  let  it  stand  a few 
wreeks,  and  then  use  half  a wrine-glass  full,  once,  or 
twice,  or  three  times  a day.” 

“PRIMITIVE  PHYSIC” 

At  this  time  it  was  well  recognized  that  the  psyche 
contributed  to  disease  states,1  and  John  Wesley  in 
1747  in  a treatise  called,  “Primitive  physic”2  made  the 
following  observation  : “1.  The  passions  have  a greater 
influence  on  health  than  most  people  are  aware  of. 
2.  All  violent  or  sudden  passions  dispose  to,  or  actual- 
ly throw  people  into  acute  diseases.  3.  The  slow  and 
lasting  passions,  such  as  grief  and  hopeless  love,  bring 
on  chronic  diseases  and  low  fevers.  4.  Till  the  passion 
which  has  caused  the  disease  is  calmed,  medicine  is 
applied  in  vain.  5.  The  Love  of  God,  as  it  is  the 
sovereign  remedy  of  all  miseries,  so  in  particular  it 
effectually  prevents  all  bodily  disorders  the  passions 
introduce,  by  keeping  the  passions  themselves  within 
due  bounds,  and  by  the  unspeakable  joy  and  perfect 
calm,  serenity  and  tranquillity  it  gives  the  mind,  it  be- 
comes the  most  powerful  of  all  means  of  health  and 
long  life.” 

PSYCHOSOMATIC  PROBLEMS 

In  the  past  decade,  the  medical  profession’s  atten- 
tion has  been  focused  again  on  the  problems  of  a 
psychosomatic  nature,  and  again  we  see  that  in  the 
early  seventeen  hundreds,  the  influence  of  this  factor 
w-as  prevalent  and  recognizable  just  as  it  is  today. 
The  busy  practitioner  has  little  time  to  devote  to  the 
history  of  medicine.  Some  of  the  medical  schools  are 
attempting  to  incorporate  the  historical  aspects  of  the 
profession  into  modern  teaching.  This  is  especially 
pertinent;  for,  as  w-e  have  made  great  scientific  ad- 
vances, these  scientific  advances  have  to  some  degree 

(Continued  on  Page  291) 
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Be  debus  .fUSebtcts  J^oltttcis 

BY  ROBERT  B.  HOMAN,  JR.,  M.  D.,  EL  PASO,  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


MR.  EWING’S  TRIBULATIONS 


Mr.  Oscar  Ewing,  the  New  York  lawyer,  who  is 
Federal  Security  Administrator,  has  been  having  a 
rather  rough  ride  recently.  Mr.  Ewing  is  the  admin- 
istration’s leading  tub-thumper  for  compulsory  health 
insurance.  He  would  like  to  be  a secretary  with 
cabinet  rank  and  was  feeling  around  for  the  Demo- 
cratic nomination  for  Governor  of  New  York  until  he 
recently  gracefully  retired  from  this  field.  It  must  be 
remembered  that  he  has  never  been  elected  to  public 
office  — he  is  merely  an  appointed  officer  of  that 
fourth  branch  of  government  called  Bureaucracy. 

Mr.  Ewing’s  troubles  began  several  weeks  ago 
when  a house  sub-committee  of  three  Democrats  and 
two  Republicans  unanimously  reported  that  the  Fed- 
eral Security  Agency  is  mismanaged,  its  staff  engaged 
in  propaganda,  and  the  agency  inefficient,  wasteful, 
and  overstaffed.  The  report  stated  further  that  many 
of  the  agency’s  top  officials  know  of  these  “short- 
comings and  discrepencies”,  but  “are  wary  of  making 
decisions  that  would  reduce  employment  or  incur  the 
ill-will  of  a colleague  or  of  a particular  group  with 
whom  they  disagree”. 

OPPORTUNE  TIME 

Fortunately,  for  America,  this  report  came  at  a 
very  opportune  time  — just  as  the  House  began  con- 
sideration of  Re-organization  Plan  No.  27.  This  plan 
would  have  converted  the  Federal  Security  Agency 
into  a Department  of  Health,  Education,  and  Security, 
with  our  Mr.  Ewing  as  the  secretary  of  the  depart- 
ment, with  cabinet  rank.  Plan  No.  27  was  quickly 
emasculated  by  the  House  of  Representatives  — the 
first  veto  of  a re-organization  plan  by  the  House.  This 
is  the  second  time  that  Mr.  Ewing’s  ambitions  to  be 
a big  secretary  have  been  thwarted. 

Our  hero’s  troubles  had  just  begun.  The  House 
Lobbying  Committee  recently  had  Mr.  Ewing  on  the 
carpet  for  a three  hour  session  and  then  broke  off 
the  hearing  after  ordering  its  staff  to  bring  in  more 
information.  Specifically,  the  data  the  Committee 


wants  is  a complete  statement  on  cost  to  the  govern- 
ment (the  taxpayer)  of  any  speeches  by  Mr.  Ewing 
or  others  in  the  agency  designed  to  promote  national 
health  insurance.  This  is  to  include  the  cost  of  pre- 
paring speeches  and  travel  expenses.  They  would  also 
like  to  know  who  paid  for  the  1948  National  Health 
Assembly  in  Washington. 

ADMITS  ADVICE 

Mr.  Ewing  admitted  advising  a group  of  organiza- 
tions on  strategy  to  win  Senators  over  to  Re-organiza- 
tion Plan  No.  27.  Another  meeting  of  interest  was  a 
luncheon  given  in  the  F.  S.  A.  Building  for  represen- 
tatives of  veteran’s  organizations.  Mr.  Ewing  was 
the  host,  and  said  that  he  paid  for  the  food,  but 
F.  S.  A.  messengers  were  used  as  waiters.  At  this 
meeting  he  urged  support  of  Plan  No.  27  and  dis- 
cussed the  United  Medical  Administration  bill.  Mr. 
Ewing  also  testified  that  he  had  given  thirty-three 
speeches  this  year,  “but  if  there  is  a word  of  politics 
in  them,  I pay  my  own  way”.  He  explained  that 
F.  S.  A.  has  “lots  of  information  to  disseminate”  and 
hires  sixty-four  public  relations  people  but  that  they 
don’t  spend  much  time  writing  speeches!”  He  replied 
to  criticism  of  his  European  trip  (to  study  socialized 
medicine  abroad)  by  saying  — “Why,  without  ques- 
tion it  was  official  business”.  He  said  he  was  doing 
everything  he  considered  proper  to  push  the  Truman 
compulsory  health  insurance  plan.  Of  his  speeches 
in  its  behalf,  he  said:  “It  is  my  conception  that  when 
we  keep  within  the  realm  of  public  discussion  it  is 
perfectly  proper”.  In  this  connection  a General  Ac- 
counting Office  spokesman  is  quoted  as  saying  that 
officials  of  Mr.  Ewing’s  rank  may  engage  in  politics, 
although  these  activities  would  be  illegal  for  Mr. 
Ewing’s  employees. 

Truly  the  old  adage  that  election  or  appointment 
of  a man  to  public  office  does  not  endow  him  with 
wisdom  but  simply  endows  him  with  power  is  ap- 
plicable to  Mr.  Ewing. 


Aminopterin  in  the  Treatment 
of  Acute  Leukemia 

This  drug  is  highly  unsatisfactory  as  a therapeutic 
agent.  Although  in  some  cases  it  has  favorably  in- 
fluenced the  course  of  leukemia  and  has  a more  defi- 
nite effect  than  any  other  procedure  used,  its  action 
is  unpredictable  and  unsafe.  A beneficial  effect  has 
been  observed  only  in  a minority  of  cases  and  then 
temporarily,  resulting,  at  best,  in  nothing  more  than 
transient  remission.  It  may  cause  serious  toxic  re- 
actions. Therefore,  since  use  of  aminopterin  is  still 
in  experimental  stages,  it  should  be  restricted  to 
clinics  and  hospitals  where  patients  can  be  observed 
carefully  and  corrective  measures  employed  promptly. 

Clough,  P. : Aminopterin  in  Treatment  of  Acute  Leukemia: 
Editorial,  Ann.  Int.  Med.  31: 1129  (Dec.)  1949. 


Cancer  of  the  Lip 

Patients  with  early  and  localized  cancer  of  the  lip 
have  a good  chance  of  permanent  cure  by  irradiation. 
In  a series  of  259  cases,  83%  of  the  patients,  whose 
physical  condition  was  such  that  they  could  tolerate 
a routine  plan  of  radiation,  were  cured  permanently. 
Surgery  may  be  necessary  for  resistant,  recurrent  or 
late  radiation  ulcers. 

Widman,  B. : Cancer  of  the  Lip,  Am.  J.  Roentgenol.  63:13 
(Jan.)  1950. 


Civilian  Protection  in  Wartime 

A new  treaty  for  the  wartime  protection  of  civi- 
lians was  adopted  at  a diplomatic  conference  in  Ge- 
neva last  summer  attended  by  delegates  from  59  coun- 
tries. It  is  subject  to  ratification  by  the  nations  con- 
cerned. 
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FUNCTIONAL  UTERINE  BLEEDING* 

By  R.  W.  Te  Linde 
The  John  Hopkins  University, 


Inasmuch  as  there  is  considerable  confusion  in  the 
literature  regarding  the  exact  definition  of  functional 
uterine  bleeding,  it  is  probably  best  that  we  define  the 
term  as  used  in  this  paper.  Our  conception  of  func- 
tional bleeding  is  bleeding  from  a uterus  which  is  not 
explained  on  the  basis  of  a gross  pathological  lesion 
in  that  organ.  That  is  slightly  different  from  saying 
that  it  is  bleeding  from  a uterus  which  does  not 
harbor  neoplasm  or  infection.  For  example,  incidental 
fibroids  frequently  occur  in  a uterus  which  is  bleeding 
functionally  when  they  have  nothing  to  do  with  the 
symptom.  Our  definition  is  somewhat  broader  than 
that  of  Hamblen,  who  excludes  such  cases  as  can  be 
explained  on  the  basis  of  obvious  endocrine  disorder. 
By  his  definition,  bleeding  dependent  upon  abnormal 
thyroid  function  would  be  excluded  but  would  be 
included  within  the  scope  of  our  definition.  We  would 
also  include  cases  of  uterine  bleeding  dependent  upon 
organic  pathology  in  the  adnexa,  such  as  adnexitis  or 
feminizing  ovarian  neoplasms.  In  such  cases  the 
abnormal  ovarian  function  may  be  responsible  for 
endometrial  dysfunction,  resulting  in  bleeding.  We 
would  also  include  the  rare  cases  in  which  the  normal 
uterus  bleeds  as  a result  of  a blood  dyscrasia,  such 
as  thrombocytopenic  purpura  and  Goucher’s  disease. 

FUNCTIONAL  BLEEDING 

Functional  uterine  bleeding  may  be  of  any  clinical 
type:  menorrhagia,  metrorrhagia  or  polymenorrhea. 
It  may  vary  from  profuse  hemorrhage  to  slight  spot- 
ting. It  is  quite  impossible  to  correlate  the  type  and 
profuseness  of  the  bleeding  with  the  endometrial  pat- 
tern. On  the  whole,  however,  we  believe  that  when 
the  functional  bleeding  is  associated  with  secretory 
endometrium  it  is  more  apt  to  be  rhythmic  in  its 
occurrence  than  when  the  endometrium  is  of  the  pure- 
ly proliferative  type. 

The  endometrial  picture  which  is  most  commonly 
associated  with  functional  bleeding  is  of  the  Swiss- 
cheese  hyperplasia  pattern.  Howard  Jones  found  this 
type  of  endometrium  to  be  present  in  63  per  cent  of 
the  curettings  from  functional  bleeders  in  our  labora- 
tory. In  20  per  cent  of  the  cases  the  endometrium 
was  of  the  estrogen  proliferative  type  but  not  hyper- 
plastic, but  in  the  remaining  17  per  cent  there  was 
secretory  endometrium.  Statistics  from  other  labora- 
tories differ  somewhat  from  these  figures  but,  in  gen- 
eral, all  investigators  are  agreed  that  the  endometrial 
hyperplasia  pattern  represents  the  largest  group. 

MICROSCOPIC  PICTURE 

The  microscopic  picture  of  endometrial  hyper- 
plasia has  been  so  widely  publicized  that  most  of  you 
are  familiar  with  it.  The  great  variation  in  size  and 
shape  of  the  non-secretorv  glands,  the  lumina  of  which 
resemble  the  holes  in  Swiss-cheese,  is  the  most  char- 
acteristic feature.  The  stroma  may  also  be  hyper- 
plastic and  composed  of  densely  packed  cells.  How- 
ever, there  is  much  variation  in  the  degree  of  hyper- 
plasia of  both  the  glands  and  the  stroma.  Because 
there  are  no  strict  criteria  regarding  the  degree  of 
glandular  and  stromal  change,  there  is  often  a per- 
sonal equation  on  the  part  of  the  pathologist  which 
enters  into  his  interpretation  of  the  picture.  This,  I 
believe,  accounts  for  the  considerable  variation  in  the 
percentage  of  hyperplasia  recorded  by  different  patho- 
logists. However,  this  difference  in  the  interpretation 
is  of  more  academic  than  practical  significance  because 

* Given  at  International  Post-Graduate  Assembly,  San  Antonio, 
Texas,  January,  1949. 


the  hyperplastic  and  other  non-secretory  types  all 
indicate  a lack  of  progesterone;  and  with  both  types 
of  endometrium,  progesterone  therapy  is  indicated. 

ENDOMETRIAL  PATTERN 

Of  special  interest  and  importance  is  the  endome-  t 
trial  pattern  in  which  there  is  extreme  proliferation  of  i 
the  glandular  elements  at  the  expense  of  the  stroma. 

In  such  cases  there  may  be  considerable  difference  of 
opinion  among  the  most  experienced  gynecological  | 
pathologists  as  to  whether  one  is  dealing  with  benign  - 
hyperplasia  or  low  grade  endometrial  carcinoma.  For- 
tunately, this  extremely  proliferative  gland  pattern  is 
rare  in  the  large  group  of  cases  of  functional  bleeding  i 
occurring  before  the  menopause.  However,  one  oc- 
casionally encounters  endometrial  hyperplasia  after 
the  menopause,  particularly  in  the  years  immediately 
following  the  menopause  and  it  is  in  this  group  in 
which  marked  glandular  proliferation  may  closely  re- 
semble adenoma  malignum.  From  a practical  point 
of  view  the  problem  of  these  confusing  cases  is  not  as  I 
difficult  as  might  appear  at  first.  If  the  endometrium 
is  malignant  it  is  of  very  low  grade  and  the  loss  of 
a few  months  time  is  not  serious.  If  the  patient  is  i 
kept  under  observation  and  there  is  no  recurrence  of 
the  bleeding,  one  may  rest  assured  that  he  is  dealing 
with  benign  hyperplasia;  but  if  the  bleeding  recurs 
the  patient  should  again  be  curetted  and  usually  even- 
tually the  endometrial  picture  becomes  clearly  benign 
or  malignant.  We  have  re-curetted  the  same  woman 
three  or  four  times  over  a period  of  as  much  as  two 
years  before  arriving  at  a final  correct  conclusion.  ; 

QUESTION  RAISED 

The  question  of  the  relation  of  the  usual  preme- 
nopausal hyperplasia  to  malignancy  is  frequently 
brought  up.  The  woman  with  functional  bleeding  in 
her  forties  often  asks  whether  her  condition  predis- 
poses to  malignancy.  Experience  with  a large  num- 
ber of  such  cases  has  taught  us  that  there  is  definitely 
no  relation.  In  several  cases  reported  in  the  literature 
in  which  endometrial  cancer  has  followed  previously 
diagnosed  endometrial  hyperplasia,  a review  of  the 
earlier  sections  has  usually  revealed  that  malignancy 
was  overlooked  on  examining  the  original  slide. 

There  is  a form  of  hyperplasia  which  is  occasion- 
ally seen  today  which  is  man-made.  I refer  to  the 
endometrial  changes  that  occasionally  result  from  es- 
trogen therapy.  Most  often  the  estrogen  responsible 
is  stilbestrol  which  seems  to  have  stronger  growth 
promoting  properties  than  the  natural  estrogens.  It 
should  not  be  inferred  that  all  women  who  bleed  from 
estrogen  administration  show  hyperplastic  endome- 
trium. In  our  experience  the  percentage  is  low  but 
we  have  seen  extremely  active  proliferative  endome- 
trium occurring  after  estrogen  therapy. 

ESTROGEN  EXCESS 

The  occurrence  of  hyperplastic  endometrium  in 
association  with  granulosal  cell  and  theca  cell  tumors 
of  the  ovary  is  now  well  recognized  and  the  endome- 
trial picture  is  readily  explained  on  the  basis  of  an 
excess  of  estrogen.  From  a practical  point  of  view, 
one  should  remember  that  when  dealing  with  func- 
tional bleeding  in  the  young  and  even  in  post-meno- 
pausal  women  there  exists  the  possibility  of  a func- 
tioning ovarian  tumor,  and  the  ovaries  should  be  care- 
fully palpated. 
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From  a therapeutic  point  of  view  it  is  first  of  all 
important  to  determine  the  type  of  endometrium  from 
which  the  bleeding  originates.  The  necessity  of  this 
will  be  apparent  when  the  results  of  endocrine  therapy 
are  considered.  In  addition  there  also  exists  the  pos- 
sibility that  the  apparent  functional  bleeding  arises 
from  an  endometrial  polyp.  It  is  our  belief  that  many 
women  who  are  classified  as  functional  bleeders  are 
actually  bleeding  from  a polyp  which  becomes  minced 
up  by  curettage  and  is  hence  unrecognized  by  the 
operator  or  pathologist. 

CURETTAGE  THERAPY 

At  the  onset  it  should  be  emphasized  that  in  the 
majority  of  cases  of  functional  bleeding,  curettage  is 
all  the  therapy  necessary.  In  addition  to  establishing 
a diagnosis,  in  many  cases  the  bleeding  ceases  after 
this  simple  procedure  or  recurs  too  slightly  to  neces- 
sitate further  treatment.  In  a recent  study  made  in 
our  outpatient  clinic  by  Dr.  Georgeanna  Seegar  Jones 
only  17  per  cent  of  the  cases  of  functional  bleeding 
were  severe  enough  or  in  the  proper  age  group  to 
require  endocrine  treatment.  In  the  remaining  83  per 
cent  curettage  alone  was  necessary  or  in  the  older  age 
group  major  surgery  or  irradiation  was  thought  to  be 
the  treatment  of  choice.  Often  in  the  women  past 
forty  in  whom  there  is  a recurrence  of  troublesome 
bleeding  after  a curettage,  associated  lesions  resulting 
from  childbirth  throw  the  choice  in  favor  of  surgery 
rather  than  endocrine  therapy  or  irradiation. 

SEVERE  BLEEDERS 

The  women  whom  we  have  treated  endocrinolo- 
gically  have  been  the  more  severe  bleeders  among  the 
young  women  who  failed  to  respond  to  curettage.  It 
is  this  group  in  whom  conservative  treatment  is  most 
essential;  and,  fortunately,  it  is  this  group  who  re- 
spond to  hormonal  therapy  most  readily.  The  endo- 
crine treatment  which  we  have  used  has  been  cyclic 
progesterone  therapy,  and  its  success  has  been  con- 
fined to  those  cases  in  which  the  endometrium  was  of 
the  hyperplastic  or  non-hyperplastic  non-secretory 
type.  As  previously  stated  we  believe  these  cases  to 
be  closely  related  etiologicallv.  Our  belief  is  born 
out  by  the  fact  that  repeated  curettage  of  otherwise 
untreated  cases  will  often  show  that  there  is  con- 
siderable interchange  in  the  histological  pattern  of  the 
hyperplastic  and  non-hyperplastic  group. 

HYPERPLASTIC  ENDOMETRIUM 

The  finding  of  hyperplastic  endometrium  at  one 
curettage  and  non-hynerplastic  endometrium  at  a suc- 
cessive one  would  indicate  their  relationship.  The 
absence  of  secretory  activity  of  the  glands  appears  to 
be  the  constant  factor  indicating  a constant  lack  of 
progesterone  activity.  Only  in  the  few  cases  with 
a trophic  endometrium  was  stilbestrol  (3  to  5 mg.) 
given  daily  for  two  weeks  preceeding  the  progesterone 
therapy.  If  the  bleeding  is  cyclical,  progesterone  is 
given  in  10  mg.  doses  three  times  daily  for  seven  days 
before  the  expected  onset  of  bleeding.  If  the  bleeding 
is  quite  irregular  or  continuous  the  therapy  is  begun 
at  any  time  and  continued  for  seven  days.  Twenty- 
eight  days  after  the  beginning  of  the  first  week’s 
treatment  another  seven  days  cycle  is  repeated  and 
again  the  following  month. 

TWO  FACTORS 

If  the  treatment  is  successful,  bleeding  usually  be- 
gins within  five  days  after  the  cessation  of  the  medi- 
cation and  usually  continues  for  not  more  than  seven 
days.  In  using  progesterone  therapy  two  things 
should  be  kept  in  mind;  first,  it  is  not  a hemostatic 
drug  and  bleeding  does  not  cease  until  approximately 
a week  after  progesterone  withdrawal;  second,  it 
probably  does  not  cure  the  underlying  condition  or 
conditions.  It  is  possible  that  the  therapy  over  three 


months  simply  represents  a chemical  curettage  on 
three  successive  months.  Hence,  recurrences  are  not 
uncommon,  and  in  our  most  recent  series  57  per  cent 
of  the  cases  successfully  treated  had  recurrences  with- 
in six  months  to  two  years.  However,  in  a recent 
study  of  74  cases  of  severe  bleeding  in  young  women 
with  non -secretory  endometrium,  Dr.  Georgeanna 
Seegar  Jones  and  I found  that  72  responded  satisfac- 
torily to  progesterone  therapy.  The  two  that  failed 
to  respond  were  complicated  by  an  ovarian  neoplasm 
in  one  instance  and  chronic  salpingitis  in  the  other. 
When  there  is  recurrence,  re-treatment  usually  stops 
the  bleeding  again.  Eighteen  per  cent  of  the  treated 
cases  became  pregnant  while  under  observation,  indi- 
cating the  value  of  conservatism. 

ETIOLOGICAL  FACTORS 

Because  we  do  not  consider  progesterone  a specific 
cure  for  functional  bleeding  all  patients  should  be 
investigated  to  determine,  if  possible,  the  etiological 
factors  upsetting  ovarian  function.  Of  the  104  cases 
in  Dr.  Jones  and  my  series,  33  had  lowered  thyroid 
function  with  a metabolic  rate  of  — 5 or  below  and/or 
blood  cholesterol  above  250  mg,  per  cent.  Such  pa- 
tients were  placed  on  thyroid  therapy  of  H/2  to  2 
grams  a day,  and  most  of  them  appeared  to  respond 
to  therapy.  When  obesity  was  present  with  a low- 
ered metabolic  rate  the  patients  were  placed  on 
special  reducing  diets.  If  obesity  without  evidence  of 
thyroid  deficiency  was  present  they  were  placed  on 
reducing  diets  without  thyroid  extract. 

Occasionally  functional  bleeding  with  hyperthy- 
roidism  is  encountered.  In  our  recent  series  there 
were  two  such  cases  which  were  successfully  treated 
with  bed  rest  and  Lugol’s  solution. 

FORTUNATELY  RARE 

True  functional  bleeding  associated  with  secretory 
endometrium  is  fortunately  much  rarer  than  the  types 
above  described.  In  our  recent  series  of  104  cases 
there  were  but  four  which  could  be  considered  truly 
functional  in  type.  They  uniformly  failed  to  respond 
to  progesterone  therapy.  Our  experience  would  indi- 
cate that  although  progesterone  therapy  is  quite  suc- 
cessful when  treating  bleeding  associated  with  non- 
secretory  endometrium,  it  is  unsatisfactory  therapy 
for  those  patients  with  secretory  endometrium. 

Finally,  it  is  worthy  of  mention  that  there  were 
two  cases  in  our  series  of  104  in  which  the  bleeding 
was  due  to  thrombo-cytopenic  purpura  which  stresses 
the  importance  of  keeping  the  medical  aspects  of  the 
symptom  in  mind. 


There  is  Nothing  New.., 

(Continued  From  Page  288) 
been  made  at  the  expense  of  what  might  be  rightfully 
termed  the  art  of  medicine. 

We  are  all  guilty  of  allowing  laboratory  examina- 
tion, and  such  specialistic  procedures  as  roentgeno- 
grams, and  electrocardiograms  to  replace  what  we  can 
see,  feel,  and  hear,  and  by  this  we  are  losing  the  per- 
sonal contacts,  and  with  this  personal  contact,  to  some 
degree,  the  respect  and  admiration  of  the  general  pub- 
lic. While  science  may  be  cold  and  indifferent,  it 
must  be  realized  that  the  physician,  while  scientifically 
trained,  must  never  lose  his  ability  to  see  the  patient 
in  the  light  of  a fellow-man  who  is  suffering,  not  only 
from  physical  ailment,  but  with  accompanying  mental 
anguish  as  well.  It  is  fitting  and  proper  that  the 
physician  remember  that  he  is  this  man’s  friend  in  his 
time  of  need,  and  often  one  kind  word  will  be  of 
greater  therapeutic  aid,  than  our  modern  accepted 
procedures. 

1.  “The  Family  Adviser”,  Ashbury,  Philadelphia,  1793. 

2.  “Primitive  Physic:  or.  An  Easy  and  Natural  Method  of 

Curing  Most  Diseases.”  by  John  Wesley,  M.  A.,  New  York, 

1747. 
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THE  USE  OF  FROZEN  BONE  BANK  BONE 
IN  ORTHOPAEDIC  SURGERY* 


By  Morton  H.  Leonard,  M.  D.  Louis  W.  Breck,  M.  D., 
and  W.  Compere  Basom,  M.  D. 

El  Paso 


Hone  grafts  are  essential  to  many  orthopaedic  pro- 
cedures. Autogenous  and  homogenous  bone  have  been 
shown  to  be  of  almost  equal  efficacy  in  their  osteo- 
genetic  properties.  The  use  of  delayed  homogenous 
grafts  or  bone-bank  bone  by  removing  the  disadvan- 
tages to  the  donor  has  given  to  the  orthopaedic  sur- 
geon large  amounts  of  osseous  material  heretofore  un- 
available. The  establishment  and  maintenance  of  a 
bone  bank,  although  requiring  an  exacting  technique, 
has  been  found  to  be  simple,  safe  and  effective. 

Early  in  the  history  of  bone  grafting  heterogenous 
materials  such  as  beef  bone  and  cow  horn  were  tried. 
These  substances  were  found  to  act  only  as  internal 
splints,  did  not  stimulate  bone  production  and  in  many 
instances  invited  foreign  body  reaction  in  the  osseous 
as  well  as  soft  structures.  Up  to  the  advent  of  the 
delayed  homogenous  bone  graft,  that  is  bone-bank 
bone,  autogenous  bone  was  (and  probably  still  is) 
the  most  commonly  employed  type  of  graft.  It  has 
disadvantages:  First,  a normal  part  is  jeopardized; 

second,  removal  of  the  graft  adds  to  the  time  and 
magnitude  of  the  operative  procedure;  third,  the 
amount  of  bone  is  limited.  The  use  of  immediate 
homogenous  bone  grafts  has  no  drawbacks  to  the 
patient,  but  unlike  the  donation  of  blood  results  in 
permanent  disability  to  the  donor.  Bone-bank  bone 
gives  a source  of  osseous  material  which  acts  clinical- 
ly according  to  many  reports,  and  to  our  experience, 
as  well  as  does  autogenous  bone,  whose  amount  is 
relatively  unlimited. 

BONE  BANK 

In  1945  a bone  bank  was  established  at  the  New 
York  Orthopaedic  Hospital,  and  in  1947  they  reported 
results  comparable  to  those  which  would  have  oc- 
curred had  autogenous  bone  been  used1.  Since  that 
time  many  reports  of  large  series  of  cases  have  ap- 
peared in  the  literature  in  which  the  osteogenetic 
response  has  been  similar  to  that  expected  from  auto- 
genous bone.  The  incidence  of  post-operative  infec- 
tion has  not  been  significantly  higher  than  when  auto- 
genous bone  has  been  used2’3'4. 

A bone  bank  was  established  by  the  authors  in 
El  Paso  in  1949.  Excess  bone  removed  during  various 
orthopaedic  procedures,  resected  ribs  removed  from 
clean  cases,  and  bone  from  clean  amputations  have 
been  stored  in  a commercial  deepfreeze  establishment 
at  minus  18  degrees  centigrade.  The  material  is  re- 
moved in  the  operating  room  and  transferred  im- 
mediately to  a sterile  bottle.  Culture  is  made  at  the 
time  the  bone  is  placed  into  the  bottle.  The  patient’s 
serology  is  checked  and  his  history  investigated  to 
rule  out  jaundice.  These  bottles  are  coded,  dated; 
and,  if  the  culture,  serology  and  history  for  jaundice 
are  negative,  the  material  is  removed  as  needed  from 
the  locker  about  one  hour  before  use.  The  bone, 
when  thawed  out,  has  the  consistency  of  fresh  bone. 

BONE  FROM  BANK 

Bone  from  our  bank  has  been  used  alone  as  well 
as  to  supplement  autogenous  bone.  In  our  experience 
the  clinical  response  has  been  similar  to  that  which 
would  have  occurred  had  autogenous  bone  alone  been 

* Tliis  paper  was  presented  August  1,  1950  at  a Staff  Meeting 
in  Hotel  Dieu,  El  Paso. 


used.  No  post-operative  infections  or  foreign  body 
reaction  have  been  seen. 

The  use  of  the  bone  bank  is  illustrated  in  the  fol- 
lowing two  cases. 

1.  S.  B.,  age  2.  This  child  was  first  seen  June  3, 
1948  with  a two  month’s  history  of  reluctance  in 
walking  and  sitting,  night  cries,  night  sweats,  poor 
appetite  and  weight  loss.  Physical  examination  re- 
vealed a very  stiff  spine.  X-rays,  antero-posterior  and 
lateral  of  the  lumbo-sacral  spine  showed  a destructive 
lesion  of  the  lumbo-sacral  joint.  The  appearance  of 
the  x-ray  was  that  of  tuberculosis. 

CHILI)  HOSPITALIZED 

The  child  was  hospitalized  and  kept  recumbent  by 
the  use  of  a bilateral  hip  spica  until  it  was  believed 
that  the  tuberculosis  was  inactive  as  indicated  by  a 
normal  sedimentation  rate  for  many  months  and  by 
the  x-ray  appearance. 

On  January  12,  1949  a spinal  fusion  from  the  third 
lumbar  vertebra  to  the  sacrum  using  strips  of  bank 
bone  rib  was  done.  The  chilli  was  given  dihydro- 
streptomycin 0.5  grams  daily  for  six  weeks.  X-rays 
made  on  April  14,  1950  showed  consolidation  of  the 
bone  graft.  The  flexion  films  showed  motion  between 
L3  and  4 but  fusion  from  L4  to  the  sacrum.  On  this 
date  the  child  was  permitted  to  become  ambulatory 
and  he  was  discharged  from  the  hospital  on  May  16, 
1950. 

2.  H.  L.,  age  65.  This  man  came  under  our  care 
on  February  8,  1950.  He  had  incurred  a fracture  of 
the  left  forearm  on  March  12,  1949.  His  left  radius 
had  been  treated  with  an  open  reduction  and  plating. 
On  clinical  and  x-ray  examination  a non-union  of  the 
radius  and  hypertrophic  changes  at  the  distal  radio- 
ulnar joint  were  noted. 

On  February  9,  1950  an  open  reduction  and  bone 
graft  using  the  resected  distal  end  of  the  ulna  and 
bone  bank  bone  was  carried  out.  X-rays  made  on 
May  16th  showed  solid  union  of  the  fracture  of  the 
radius. 

SUMMARY 

In  practice  homogenous  and  autogenous  bone  have 
been  found  to  have  about  the  same  clinical  efficacy. 
Bone  banks  have  been  in  use  since  1945  and  are  a 
success.  A bone  bank  has  been  established  in  El 
Paso  and  has  been  successfully  used  by  the  authors 
during  the  last  18  months.  Although  our  series  of 
cases  is  not  large  enough  to  have  statistical  value,  we 
have  not  noted  any  delay  in  union  or  an  increase  in 
incidence  of  post-operative  infection  subsequent  to  the 
use  of  delayed  homogenous  grafts  which  have  been 
preserved  in  a deep  freeze  at  minus  18  degrees  centi- 
grade. 
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A NEW  STATEMENT  ON  HOSPITALS  AND 
THE  PRACTICE  OF  MEDICINE 


It  is  essential  that  all  physicians,  especially  those  inter- 
ested in  the  hospital  practice  of  radiology,  pathology,  and 
anesthesiology  be  familiar  with  the  attitude  of  the  American 
Hospital  Association  as  regards  the  practice  of  medicine.  It 
must  be  realized  that  the  financial  burdens  placed  on  the 
hospitals  is  great,  and  that  they  must  remain  solid.  At  the 
same  time  the  physician  must  maintain  his  position  as  a prac- 
titioner of  the  healing  arts.  The  resolution  of  the  A.  H.  A. 
allows  their  trustees  to  dictate  that  services  rendered  by  phy- 
sicians in  the  various  departments,  such  as  for  example,  the 
radiological  and  pathological  departments,  be  included  in 
prepayment  hospital  service  plans  'subscribers'  certificates. 
It  is  also  noted  that  there  is  a questionable  interpretation  of 
the  principles  of  medical  ethics  of  the  American  Medical  As- 
sociation. These  interpretations  have  in  the  past  been  ren- 
dered by  the  judicial  council  of  the  A.  M.  A.  It  is  evident 
that  this  procedure  is  considered  obsolete  by  the  A.  H.  A. 
The  monthly  news  letter  of  the  American  College  of  Radio- 
logy, May,  1950  closes  its  comment  on  this  particular  state- 
ment regarding  hospitals  and  the  practice  of  medicine  in  the 
following  manner:  < 

" If  any  physician  doubted  that  now  is  the  time  that  the 
American  Medical  Association  must  call  a halt  to  the  in- 
vasion of  medical  practice  by  the  hospitals,  this  statement 
should  resolve  those  doubts."  — The  Editors. 

After  revision  by  a reference  committee  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion and  adoption  by  that  body,  the  report  of  the  Hess 
Committee  on  Hospitals  and  the  Practice  of  Medicine 
was  published  in  the  journal  of  the  American  Medical 
’ Association  for  July  2,  1949.  It  was  the  opinion  of  that 
committee  that  “most  controversies  between  hospital 
management  and  the  professional  staff,  either  individu- 
ally or  collectively,  should  be  settled  on  local  levels  in 
accordance  with  clearly  established  national  policy.” 

After  consideration  of  the  newly  revised  Principles 
of  Medical  Ethics  of  the  American  Medical  Associa- 
tion, the  Hess  committee  concluded  that  the  over-all 
policy  of  the  American  Medical  Association  shall  be 
“that  it  is  illegal  with  the  exceptions  noted  (but  not 
specified),  and  unethical  for  any  lay  corporation  to 
practice  medicine  and  to  furnish  medical  services  for 
a professional  fee  which  shall  be  so  divided  as  to  pro- 
duce profit  for  a lay  employer,  either  individual  or  in- 
stitutional, including  hospitals  and  medical  schools.” 

RECOMMENDATIONS 

“To  implement  the  settlement  of  controversies  be- 
tween management  and  the  professional  staff,  the 
house  of  delegates  recommends  to  each  of  its  consti- 
tuent state  and  territorial  societies  that  it  appoint  a 
committee  on  hospital  and  professional  relations.  This 
committee  shall  be  available  to  receive  complaints  from 
ain-  physician,  hospital,  medical  organization,  or  any 
interested  person  or  group  with  reference  to  profes- 
sional or  economic  relations  existing  between  doctors 
of  medicine  and  hospitals  or  medical  schools.  Upon 
receipt  of  such  complaint  by  such  committee,  the  mat- 
ter shall  be  investigated  and  acted  upon  in  such  man- 
ner as  that  committee  may  decide  and  in  accordance 
with  regular  and  existing  modes  of  procedure.” 

“If  a hospital  or  other  lay  group  is  found  guilty 
and  will  not  cooperate  within  ethical  and  legal  limits, 
it  is  recommended  that  the  Judicial  Council  of  the 
American  Medical  Association  shall  order  the  with- 
drawal of  the  Association’s  approval  of  that  institu- 
tion.” 


HESS  REPORT  RESCINDED 

In  November  1949  the  American  Medical  Associa- 
tion’s board  of  trustees  asked  that  the  Hess  report  be 
rescinded  because  some  parts  of  it  were  considered  to 
be  illegal  and  contrary  to  previous  court  decisions  re- 
lating to  the  responsibilities  and  prerogatives  of  hospi- 
tal administration  and  management.  In  taking  this 
action,  the  board  concluded  that  the  report  implied 
authority  and  responsibility  for  which  the  American 
Medical  Association  had  no  constitutional  provision. 
Also  the  American  Medical  Association  believed  that 
there  should  be  no  attempt  to  unreasonably  restrain, 
coerce  or  constrain  hospitals  or  physicians  in  the  es- 
tablishment of  mutually  satisfactory  agreements  be- 
tween individualTiospitals  and  physicians. 

REPORT  CONSIDERED 

The  house  of  delegates  of  the  American  Medical 
Association  reconsidered  the  report  during  its  session 
in  December  1949  and  referred  the  entire  matter  back 
to  the  Hess  committee  for  further  study  and  with  the 
recommendation  that  the  American  Hospital  Associa- 
tion be  approached  with  a view  to  arriving  at  some 
satisfactory  solution  to  this  problem. 

On  January  30,  1950,  the  American  Hospital  Asso- 
ciation was  requested  by  the  secretary  of  the  Hess 
committee  to  express  its  opinion  in  regard  to  the  con- 
troversies implied  in  the  Hess  report  and  to  submit  for 
the  consideration  of  that  committee  recommendations 
that  would  solve  the  problems  between  hospital  man- 
agement and  the  medical  profession. 

In  making  this  request  the  committee  advised  that 
most  of  the  questions  that  had  been  raised  have  come 
from  three  departments,  but  other  departments  in  the 
hospital  eventually  may  be  influenced  by  any  decisions 
that  are  made  and  any  policies  that  are  approved  by 
the  house  of  delegates. 

INTERPRETATION 

The  Board  of  Trustees  of  the  American  Hospital 
Association  replied  that  the  report  of  the  Committee 
on  Hospitals  and  the  Practice  of  Medicine  interpreted 
hospital-physician  relationships  in  a manner  that  was 
of  serious  concern  to  hospitals,  physicians  and  the 
public.  In  the  opinion  of  the  American  Hospital  As- 
sociation, equitable  relationships  were  best  accom- 
plished by  negotiation  on  the  part  of  those  directly  in- 
volved in  the  individual  hospital.  The  Association  be- 
lieves that  the  1939  Principles  of  Relationship  between 
Hospitals  and  Radiologists,  Pathologists  and  Anesthe- 
tists, affirmed  by  the  American  Medical  Association’s 
house  of  delegates  in  1944  and  reaffirmed  by  the 
American  Hospital  Association  in  1946  and  1948, 
adequately  safeguard  the  interests  of  the  public,  the 
hospitals  and  the  physicians  through  the  definition  of 
relationships  conducive  to  efficient  and  economical  ser- 
vices to  the  patients.  The  Association  believes  also 
that  radiologic,  pathologic,  anesthesiologic  and  physi- 
atric  departments  are  component  parts  of  hospital  or- 
ganization, the  unity  of  which  must  be  maintained  as 
an  essential  administrative  principle  for  the  benefit  of 
the  patient  without  infringement  on  professional  rights 
or  dignity.  Finally,  the  Association  feels  that  the  de- 
termination of  methods  and  amounts  of  compensation 
of  medical  staffs  of  radiologic,  pathologic,  anesthesi- 
ologic and  physiatric  departments  of  hospitals,  as  well 
as  for  rate  setting  and  regulations  governing  non- 
medical activities  in  those  departments,  are  the  mutual 
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responsibility  of  the  hospital  and  physicians  concern- 
ed, subject  to  final  approval  by  the  hospital  governing 
board. 

COMPLETE  TEXT 

The  complete  text  of  the  resolution  on  hospital- 
physician  relationships  in  the  provision  of  radiologic, 
pathologic,  anesthesiologic  and  physiatric  services,  as 
adopted  by  the  American  Hospital  Association’s 
Board  of  Trustees,  is  published  in  these  pages. 

This  resolution  was  drafted  at  a special  joint  meet- 
ing of  the  Council  on  Prepayment  Plans  and  Hospital 
Reimbursement  and  the  Council  on  Professional  Prac- 
tice, at  the  request  of  the  Board  of  Trustees.  The  two 
councils  admonished  that  at  the  same  time  it  was  par- 
ticularly important  that  controversy  over  financial  and 
other  relationships  between  hospitals  and  physician 
groups  he  avoided  and  that  there  be  no  attempt  to 
restrain,  coerce  or  constrain  hospitals  or  physicians  in 
the  establishment  of  mutually  satisfactory  agreements 
between  individual  hospitals  and  physicians;  nor  is 
it  considered  advisable  or  feasible  to  attempt  to  con- 
trol such  relationships  at  the  national  level. 

THE  1939  RESOLUTION 

The  1939  Principles  of  Relationship  between  Hospi- 
tals and  Radiologists,  Anesthetists  and  Pathologists 
essentially  provides  that  no  one  type  of  organization 
for  radiologists,  pathologists  and  anesthetists  in  the 
hospital  is  applicable  because  of  wide  variation  in  local 
circumstances.  It  is  an  essential  administrative  princi- 
ple that  the  unity  of  the  hospital  and  its  component 
departments,  including  departments  of  radiology, 
pathology  and  anesthesia,  be  preserved  without  in- 
fringement upon  the  professional  rights  and  dignity 
of  the  medical  staff.  It  is  axiomatic  that  satisfactory 
agreements  between  hospitals  and  physicians  direct- 
ing these  departments  be  such  as  will  best  meet  the 
local  situations.  It  is  recognized  that  a mutually  satis- 
factory basis  of  financial  arrangement  may  be  salary, 
commission  or  privilege  rental,  private  fees,  or  other 
arrangement  as  will  most  effectively  meet  the  needs 
of  the  local  public,  the  individual  hospital  and  physi- 
cian rendering  the  particular  service,  hut  in  no  in- 
stance should  either  the  hospital  or  the  physician  ex- 
ploit the  other  or  the  patient. 

STATEMENTS  FORMULATED 

The  following  statements  were  formulated  by  the 
two  councils  as  a supplementary  guide  to  hospitals 
for  assistance  in  determining  hospital-physician  rela- 
tionships in  radiologic,  pathologic,  anesthesiologic  and 
physiatric  departments: 

It  is  in  the  public  interest  that  radiologic,  patholo- 
gic, anesthesiologic  and  physiatric  services  be  avail- 
able in  the  hospital  for  complete  diagnosis  and  patient 
care. 

Radiology,  pathology,  anesthesiology  and  physi- 
atry  are  services  vital  to  a high  quality  of  patient  care 
and  are  properly  provided  to  hospital  patients  in  both 
inpatient  and  outpatient  departments  of  hospitals  as  a 
part  of  their  diagnosis,  treatment  and  care. 

Physicians  who  are  responsible  for  providing  ser- 
vices, in  departments  of  radiology,  pathology,  anesthe- 
siology and  physiatry,  to  hospital  patients  also  assume 
administrative  responsibility  for  directing  the  work  of 
hospital  personnel  and  the  use  of  hospital  equipment 
in  the  departments  under  their  supervision. 

EXCLUSIVE  PRIVILEGE 

Physicians  who  provide  radiologic,  pathologic, 
.anesthesiologic  and  physiatric  services  ordinarily  have 
the  exclusive  privilege  of  rendering  such  services  to 
all  patients  in  a hospital. 


In  the  provision  of  service  to  the  public,  the  grant- 
ing of  exclusive  privilege  of  practice  to  physicians  in 
departments  of  radiology,  pathology,  anesthesiology 
and  physiatry  necessitates  control  of  the  rates  charged 
for  those  services  in  the  hospital. 

Hospital  reimbursement  of  physicians  for  patient 
care  rendered  in  radiologic,  pathologic,  anesthesiologic 
and  physiatric  departments  of  hospitals  which  provide 
the  space  and  the  equipment  and  pay  the  salaries  and 
operating  expenses  of  the  departments,  constitutes  a 
practice  which  has  developed  over  the  years  and  is 
acceptable  to  a majority  of  physicians  directing  such 
departments. 

Medicine  is  not  practiced  by  hospitals  but  is  prac- 
ticed in  hospitals  by  licensed  physicians  regardless  of 
method  of  compensation. 

MEDICAL  ETHICS 

The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  do  not  prohibit  hospital  employ- 
ment of  physicians  to  provide  radiologic,  pathologic, 
anesthesiologic  and  physiatric  services  to  patients  at 
the  request  of  their  attending  physicians. 

Variations  between  local  hospital  situations  pre- 
clude the  establishment  of  a single  method  of  com- 
pensating physicians  working  in  radiologic,  pathologic, 
anesthesiologic  and  physiatric  departments  of  hospi- 
tals as  being  in  the  best  interest  of  patient  care  and 
applicable  to  all  hospitals. 

Net  income  accruing  to  a nonprofit  hospital  from 
the  operation  of  any  department,  including  specialized 
medical  service  departments,  should  be  applied  against 
the  total  cost  of  providing  hospital  services,  and  there- 
fore the  net  income  of  such  departments  should  not 
be  used  as  the  sole  basis  of  determining  compensation 
of  staff  members  in  these  departments. 

PREPAYMENT  PLAN 

Under  usual  enabling  legislation,  a prepayment 
hospital  service  plan  may  properly  furnish  radiologic, 
pathologic,  anesthesiologic  and  physiatric  services  to 
subscribers  as  part  of  its  hospital  service  benefits. 

Most  subscribers  to  prepayment  hospital  service 
plans  request  and  are  entitled  to  radiologic,  pathologic, 
anesthesiologic  and  physiatric  services  as  hospital 
benefits  under  their  subscriber  certificates. 

Physicians,  hosoitals  and  prepayment  plans  are 
confronted  with  the  necessity  of  making  available 
comprehensive  coverage,  including  services  rendered 
in  radiologic,  pathologic,  anesthesiologic  and  physi- 
atric departments  of  hospitals,  to  meet  the  public  de- 
mand for  complete  prepaid  hospital  care. 


Epidermoid  Carcinoma  of  the 
Anus  and  Rectum 

About  3.6%  of  the  cancers  involving  the  anus  and 
rectum  are  epidermoid  carcinoma.  This  disease  oc- 
curs in  both  young  and  old  adults.  1 he  usual  symp- 
toms are  presence  of  blood  in  the  stool,  pain,  and 
upset  of  bowel  habits.  Because  these  symptoms  are 
associated  with  many  benign  conditions,  the  diagnosis 
of  cancer  is  often  missed.  Therefore,  when  any  one 
of  these  symptoms  appear,  proctoscopic  examination 
is  imperative.  A positive  Wassermann  does  not  rule 
out  cancer,  as  syphilis  is  often  associated  with  these 
lesions. 

Binkley,  G.  E.:  Epidermoid  Carcinoma  of  the  Anus  and 
Rectum,  Am.  J.  Surg.  79:90  (Jan.)  1950. 


Power  of  Attorney 

Approximately  1 *4  million  veterans  and  dependen- 
dents  of  deceased  servicemen  or  veterans  have  signed 
powers  of  attorney  designating  the  American  Red 
Cross  as  their  representative. 
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THE  COMPLETE  TEXT  OF  THE 
NEW  STATEMENT  ON  HOSPITALS 
AND  THE  PRACTICE 
OF  MEDICINE 
— — 


This  new  resolution,  concerned  with  hospital-physician 
relationships,  was  approved  by  the  Board  of  Trustees  of 
the  American  Hospital  Association  early  in  March,  1950. 

WHEREAS  Hospital-physician  relationships  in 
the  provision  of  radiologic,  pathologic,  anesthesi- 
ologic  and  physiatric  services  are  a concern  of  the 
public,  the  physician  and  the  hospital;  and 

WHEREAS  Radiologic,  pathologic,  anesthesi- 
ologic  and  physiatric  services  are  essential  to  the 
modern  diagnosis  and  treatment  of  illness;  and 

WHEREAS  It  is  in  the  public  interest  that 
radiologic,  pathologic,  anesthesiologic  and  physi- 
atric services  be  available  in  the  hospital  for  com- 
plete diagnosis  and  patient  care;  and 

WHEREAS  The  American  Hospital  Associa- 
tion, the  American  Medical  Association  and  re- 
lated professional  organizations  lack  constitutional 
authority  to  legislate  individual  hospital-physician 
relationships;  and  it  is  not  advisable  or  feasible  that 
they  attempt  to  control  such  relationships  at  the 
national  level;  and 

WHEREAS  It  is  considered  particularly  im- 
portant at  this  time  that  controversy  over  financial 
and  other  relationships  between  hospitals  and  phy- 
sician groups  be  avoided  and  that  there  be  no  at- 
tempt to  restrain,  coerce  or  constrain  hospitals  or 
physicians  in  the  establishment  of  mutually  satis- 
factory agreements  between  individual  hospitals 
and  physicians;  therefore  be  it 

RESOLVED  That  the  Principles  of  Relation- 
ships between  Hospitals  and  Radiologists,  Anesthe- 
tists and  Pathologists,  adopted  jointly  in  1939  by 
the  American  Hospital  Association;  the  Radiologi- 
cal Inter-Society  Committee  officially  representing 
the  American  College  of  Radiology;  the  American 
Roentgen  Raj'  Sociepv,  the  Radiological  Society  of 
North  America,  and  the  American  Radium  Society; 
a special  committee  representing  the  American  So- 
ciety of  Regional  Anesthesia,  the  Association  of 
Anesthetists  of  United  States  and  Canada,  the 
American  Society  of  Anesthetists,  the  Eastern  So- 
ciety of  Anesthetists,  a special  committee  repre- 
senting the  American  Societj'  of  Clinical  Patholo- 
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gists;  the  American  Medical  Association  and  the 
American  College  of  Surgeons;  and  subsequently 
reaffirmed  by  the  American  Hospital  Association 
in  1946  and  1948,  and  bj'  the  House  of  Delegates 
of  the  American  Medical  Association  in  1944,  ade- 
quately safeguard  the  interest  of  the  public,  the 
hospital  and  the  physician  through  definition  of 
relationships  conducive  to  efficient  and  economical 
service  to  the  patient;  and  be  it  further 

RESOLVED  That  radiologic,  pathologic,  anes- 
thesiologic and  physiatric  departments  are  compo- 
nent parts  of  the  hospital  organization,  the  unity  of 
which  can  be  maintained  as  an  essential  administra- 
tive principle  for  the  benefit  of  the  patient  without 
infringement  on  professional  rights  or  dignity;  and 
be  it  further 

RESOLVED  That  members  of  the  organized 
medical  staff  directing  radiologic,  pathologic,  anes- 
thesiologic and  phjrsiatric  departments  of  hospitals 
provide  professional  care  and  function  in  a manner 
which  is  supplementary  to  that  of  other  physicians 
on  the  attending  staff;  and  be  it  further 

RESOLVED  That  satisfactorj'  relationships  be- 
tween hospitals  and  physicians  in  radiologic,  path- 
ologic, anesthesiologic  and  physiatric  departments 
of  hospitals  are  most  equitably  established  by  mu- 
tual agreement  by  those  directly  involved  in  the 
individual  hospital;  and  be  it  further 

RESOLVED  That  the  determination  of  meth- 
ods and  amounts  of  compensation  of  medical  staffs 
of  radiologic,  pathologic,  anesthesiologic  and  phjr- 
siatric  departments  of  hospitals,  as  well  as  for 
rate  setting  and  regulations  governing  non-medical 
activities  in  those  departments,  are  the  mutual 
responsibility  of  the  hospital  and  physicians  con- 
cerned, subject  to  final  approval  bj-  the  hospital 
governing  board;  and  be  it  further 

RESOLVED  That  radiologic,  pathologic,  anes- 
thesiologic and  phj'siatric  services  are  included 
properl y in  a patient-dajr  of  hospital  care;  and  be  it 
further 

RESOLVED  That  services  rendered  bv  physi- 
cians in  radiologic,  pathologic,  anesthesiologic  and 
physiatric  departments  of  hospitals  be  included  in 
prepayment  hospital  service  plan  subscriber  certi- 
ficates. 
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THE  EMERGENCY  CARE,  HANDLING, 
AND  TRANSPORTATION  OF  THE  INJURED 
AND  ITS  IMPORTANCE  IN  THE  COMMUNITY* 

By  Carl  B.  Young,  Jr.,  M.  P.  H.,  Lt.  First  Aid-Rescue, 

Harris  County  Emergency  Corps.,  Inc.,  Houston,  Texas. 


THE  PRESENT  SITUATION 

To  begin  this  discussion  on  adequate  emergency 
provisions  for  the  injured,  it  is  necessary  to  mention 
a few  facts  of  which  most  of  us  are  aware.  The 
progress  made  in  this  country  in  conjunction  with 
almost  total  mechanization  has  been  accompanied  by 
a proportionate  increase  in  the  number  of  severe  and 
horrible  accidents.  The  fast  moving  society  in  which 
we  find  ourselves  also  has  its  retaliations,  primarily 
to  the  cardio-vascular  system  of  man. 

As  a general  rule,  the  majority  of  accidental  inju- 
ries occurs  in  the  group  under  40  years  of  age,  while 
the  larger  percentage  of  victims  afflicted  with  cardio- 
vascular diseases  resulting  in  what  may  be  termed  an 
emergency  situation,  are  in  the  group  over  40  years 
of  age.  Among  the  leading  causes  of  death  in  the 
United  States,  which  are  handled  as  emergency  cases 
in  most  instances,  are  diseases  of  the  heart,  cerebral 
hemorrhage,  and  accidents.  To  combat  this  high 
mortality  rate  due  to  cardio-vascular  disease  there  are 
educational  programs  in  most  communities  which 
strive  toward  prevention  by  advising  frequent  medical 
examination  and  explaining  the  danger  signs  which 
mean  trouble  ahead.  Of  course,  as  man’s  life  span  in- 
creases, these  deaths,  due  to  the  wearing  out  of  the 
body  cells,  are  in  many  cases  a very  natural  thing. 

ACCIDENT  ELIMINATION 

In  the  field  of  accidents,  the  Industrial  Safety  Divi- 
sions of  the  various  plants  and  industries  are  carry- 
ing on  an  excellent  program.  The  law  enforcement 
agencies  are  doing  a good  job  in  the  control  of  traffic 
accidents.  The  elimination  of  accidents  on  the  farm 
and  in  the  home  is  receiving  the  continuing  support 
of  the  accident  prevention  programs  of  the  National 
Safety  Council  and  the  American  Red  Cross  as  well 
as  those  of  other  agencies. 

We,  as  a nation,  are  aware  of  the  toll  of  disease 
and  accidents,  and  are  striving  to  lessen  this  toll,  if 
possible.  Certain  steps  have  been  taken,  and  we  go 
forward  with  an  ever-increasing  drive  to  make  our 
program  more  effective.  Yet,  regardless  of  how  good 
our  program  of  prevention  is,  and  how  well  we  work 
at  it,  the  fact  remains  that  we  are  still  confronted  with 
cases  of  sudden  illness  and  injury  from  accidents  and 
will  continue  to  meet  them  as  long  as  man  exists  on 
earth. 

Realizing  that  we  shall  continue  to  have  people 
subject  to  sudden  illness,  and  many  more  subject  to 
injury,  what  provisions  have  been  made  to  give  these 
victims  adequate  emergency  care  on  the  scene  of  the 
accident,  and  until  they  reach  the  services  of  a physi- 
cian or  other  medical  attention? 

FIRST  AID  SURVEY 

This  discussion  will  concern  itself  with  a survey 
on  the  First  Aid  care  rendered  to,  and  the  practices 
of  emergency  transportation  of  seriously  ill  and  in- 
jured patients  in  those  states  representing  this  region. 
The  aim  of  this  discussion  is  to  gain  further  scrutiny 
on  the  important  problem  of  how  our  injured  are  be- 
ing cared  for.  From  a careful  observation  and  exten- 
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sive  survey,  there  is  ample  evidence  that  the  emer- 
gency care  and  transportation  of  the  injured  in  this 
region  is  very  inadequate.  Therefore,  the  discussion 
will  describe  this  inadequate  care  which  the  injured 
are  now  receiving,  as  well  as  that  care  which  should 
be  rendered. 

To  the  casual  observer,  little  can  be  detected  which 
would  lead  one  to  believe  that  his  fellow  man  was  not 
getting  the  best  emergency  assistance.  To  the  man 
having  a background  of  medicine,  health,  athletics, 
scouting,  or  first  aid  training,  an  entirely  different 
picture  is  apparent. 

EMERGENCY  FIRST  AID 

Let  us  start  with  the  arrival  of  the  emergency 
ambulance.  The  driver  gets  out  upon  arrival  at  the 
scene  of  the  accident  and,  together  with  his  assistant, 
they  remove  the  stretcher  and  move  over  to  the  victim. 
The  first  essential  of  emergency  first  aid  is  now  re- 
quired. This  is  an  examination  of  the  victim  to  ascer- 
tain as  near  as  possible  the  extent  of  the  illness  or 
injury.  Is  there  hemorrhage  which  can  be  controlled? 
Is  the  victim  breathing?  Is  the  administration  of 
oxygen  indicated?  Are  there  fractures  or  suspected 
fractures?  These  things  cannot  be  determined  unless 
an  examination  of  the  victim  is  carried  out. 

The  examination  of  an  injured  victim  is  not  diffi- 
cult, and  can  be  hurriedly  yet  thoroughly  carried  out. 
It  is  best  done  by  the  ambulance  driver  on  one  side 
and  the  attendant  on  the  other,  examining  the  victim 
from  the  head  to  the  feet.  Unfortunately,  this  primary 
essential  of  emergency  first  aid  is  seldom  carried  out 
by  ambulance  drivers  and  attendants.  The  victim 
would  be  fortunate  indeed  if  he  received  even  a hur- 
ried examination  before  being  placed  on  the  stretcher. 

ON  THE  SPOT 

Next,  after  ascertaining  the  extent  of  the  victim’s 
injuries,  the  proper  first  aid  must  be  rendered  on  the 
spot,  before  any  movement  of  the  victim  is  carried 
out.  Naturally,  in  view  of  a situation  which  may 
result  in  additional  injury  to  this  victim  or  to  his 
rescuers,  removal  to  safety  would  come  first.  Such 
explosive  and  hazardous  situations  are  not  too  fre- 
quently encountered. 

Arrest  of  hemorrhage  is  the  first  procedure  carried 
out  in  rendering  emergency  first  aid.  There  are  few 
cases  of  external  hemorrhage  which  cannot  be  ar- 
rested by  direct  pressure,  pressure  points,  or  tourni- 
quets as  a last  resort.  Yet,  the  arrest  of  hemorrhage 
is  seldom  carried  out  at  the  accident  scene  by  ambu- 
lance drivers  and  attendants. 

First  aid  measures  for  the  victim  who  is  not 
breathing  are  the  next  essential  of  emergency  first  aid. 
The  indicated  first  aid  for  such  victims  is  the  applica- 
tion of  artificial  respiration.  This  must  be  immedi- 
ately carried  out,  on  the  spot,  until  the  victim  recovers 
or  is  pronounced  dead  by  a physician.  This  simple 
first  aid  procedure,  which  is  carried  out  by  a little 
knowdedge  and  one’s  two  hands,  saves  hundreds  of 
victims  from  an  asphyxial  death  every  year.  How- 
ever, there  are  many  occasions  when  victims  are 
rushed  to  the  hospital  by  emergency  ambulance,  with 
no  attempt  made  to  carry  out  resuscitation  measures. 
These  victims  never  have  a chance. 
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OXYGEN  INHALATION 

There  are  those  victims  which  require  oxygen 
inhalation  while  en  route  to  the  hospital,  yet  it  is  a 
life-saving  measure  constantly  neglected.  Fire  and 
police  department  rescue  squads  conclusively  prove 
the  value  of  oxygen  inhalation  in  a multitude  of  emer- 
gencies where  there  is  respiratory  distress.  Oxygen 
inhalation  while  en  route  to  the  hospital  is  of  excep- 
tional value  to  the  cardiac  patient.  Statistical  evidence 
qualifies  this  statement. 

The  immobilization  of  fractures  is  the  next  major 
consideration.  All  broken  bones  which  can  be  located 
should  be  immobilized.  Any  suspected  fracture,  es- 
pecially of  the  neck  and  back,  should  be  immobilized. 
For  multiple  fractures  of  the  body,  fractured  neck, 
back,  or  pelvis,  placing  of  the  victim  on  a broken 
back  board,  or  “fracture  board”  is  the  recommended 
method  of  emergency  immobilization.  Padded  splints 
may  best  be  used  in  the  immobilization  of  extremity 
fractures.  The  fractured  femur,  however,  is  best  im- 
mobilized by  the  application  of  fixed  traction.  To 
properly  apply  splints  and  induce  immobilization  is 
a first  aid  procedure  which  at  times  may  prove  diffi- 
cult under  emergency  situations.  Generally  speaking, 
an  ambulance  driver  and  attendant  can  easily  and 
quickly  carry  out  immobilization.  However,  im- 
mobilization of  fractures  is  one  of  the  most  common 
emergency  measures  neglected,  yet  fractures  are  a 
major  injury  from  the  start  and  present  the  possibility 
of  death,  permanent  disability,  loss  of  earning  power, 
and  dependence  on  the  community. 

COMMON  EXCUSE 

The  common  excuse  always  given  “that  we  don’t 
splint  because  it  takes  too  long  and  we  can  be  at  the 
hospital  in  a minimum  amount  of  time”  is  against  all 
principles  of  emergency  care.  First  of  all,  regardless 
of  the  proximity  of  the  hospital,  any  fracture  should 
be  immobilized,  and  extreme  care  should  be  used  to 
life  the  victim  onto  the  stretcher.  A few  extra  min- 
utes at  this  point  will  prove  valuable  later  in  all  phases 
of  medical  and  hospital  care.  Frequently,  injury  to 
the  spinal  column  is  not  severe,  but  improper  lifting 
and  failure  to  immobilize  the  victim  on  a splint  board 
may  cause  trauma,  resulting  in  permanent  paralysis. 
Another  example  is  the  instance  of  the  fractured 
pelvis,  where  mishandling  may  result  in  injury  to  the 
bladder.  By  skillful  immobilization  of  fractures  on 
the  accident  scene,  the  victim  will  be  in  a much  more 
favorable  condition  when  he  arrives  at  the  hospital 
for  medical  treatment.  As  an  example,  the  victim 
sustaining  a fractured  femur,  if  properly  cared  for  on 
the  accident  scene  will,  upon  arrival  at  the  hospital  be 
in  condition  to  receive  more  immediate  care  of  his 
injury  than  the  unfortunate  individual  admitted  with 
severe  hemorrhage  and  with  the  fractured  femur 
doubled  up  under  him,  or  hanging  twisted  over  the 
side  of  the  ambulance  stretcher. 

TRANSPORTATION  TO  HOSPITAL 

The  manner  in  which  an  injured  person  is  lifted 
makes  a great  difference.  The  common  practice  of 
the  ambulance  driver  and  his  assistant  is  to  heave  and 
strain,  lifting  the  victim  like  a limp  rag,  without  due 
regard  for  the  victim’s  injuries.  At  this  point  many 
minor  injuries  are  aggravated  and  become  very  severe 
and  quite  unnecessary.  The  wise  ambulance  driver, 
by  using  the  help  of  bystanders,  placing  from  three  to 
five  on  each  side  and  directing  the  lifting,  can  roll  or 
Slide  the  stretcher  in  under  the  victim.  In  this  manner, 
the  entire  body  has  been  lifted  in  unison  and  carefully 
placed  on  the  stretcher.  When  the  usually  limited 
number  of  hospital  beds,  as  well  as  nurses  and  physi- 
cians are  concerned,  this  careful  handling  of  a victim 
is  a very  important  matter. 


Speeding  to  the  hospital  with  an  injured  victim  is 
generally  contra-indicated.  There  are  few  emergen- 
cies which  call  for  speed  to  the  hospital.  Transpor- 
tation which  is  accompanied  by  swerving,  fast  turning, 
sudden  changes  in  speed  and  severe  jolting  only  in- 
creases the  pain,  the  injuries,  and  the  degree  of  shock. 
Another  important  factor  is  the  fright  and  anxiety 
which  go  with  the  wild  race  to  the  hospital,  especially 
among  those  victims  already  badly  injured.  This  is 
a major  factor  when  transporting  a victim  suffering 
from  cerebral  hemorrhage,  or  one  having  an  acute 
heart  attack.  A screaming  siren  and  a wild  ambulance 
ride  increase  the  victim’s  anxiety.  Both  psychologi- 
cally and  physiologically  this  improper  care  is  not 
conducive  to  good  life-saving  practice.  A check  over 
the  daily  newspaper  almost  invariably  points  out  this 
fact. 

SECOND  DANGER 

Speeding  has  a second  major  danger,  which  is  the 
possibility  of  crashing,  injuring  or  killing  those  people 
who  may  fail  to  clear  the  street.  A speed  of  twenty 
to  thirty  miles  per  hour  is  adequate  for  almost  any 
victim  having  an  injury,  be  it  major  or  minor.  From 
the  standpoint  of  public  safety,  it  is  certainly  much 
safer. 

The  prime  purpose  for  educating  as  many  of  the 
general  public  as  possible  in  emergency  first  aid,  is 
that  they  may  bridge  the  gap  between  the  time  of  the 
accident  and  the  arrival  of  the  ambulance  or  physician. 
Speed  has  its  proper  place,  and  it  is  here  that  speed 
is  essential.  The  speed  with  which  aid  is  given  in 
cases  of  hemorrhage,  arrest  of  respiration,  and  internal 
poisoning,  is  life  saving  when  action  is  taken  promptly 
by  the  trained  man  on  the  street. 

It  is  a misconception  of  the  general  public  that  the 
faster  the  injured  are  transported  to  the  hospital  for 
medical  care,  the  better  chance  there  is  for  recovery. 
Unfortunately,  many  ambulance  drivers  do  not  know 
(or  in  some  cases  care)  why  they  should  drive  at  a 
reduced  speed  to  protect  the  victim  from  further  jolt- 
ing or  bumping. 

COMMON  PRACTICE 

Of  equal  importance  is  the  elimination  of  those 
actions  which  a well-trained  fellow  citizen  does  not 
allow  to  happen  to  the  injured,  such  as  the  ministra- 
tion from  over-enthusiastic  though  obviously  untrain- 
ed persons  before  an  ambulance  can  be  summoned. 
Yet,  it  is  a common  practice  in  many  communities  to 
place  an  injured  victim  into  a Police  Squad  car  and 
rush  to  the  hospital. 

Another  major  point  in  the  present  quality  of 
emergency  ambulance  service,  which  is  indeed  deplor- 
able, is  the  loading  of  the  victim  into  the  rear  of  an 
ambulance  and  not  observing  him  while  en  route  to 
the  hospital.  Unfortunately  this  ill  practice  is  com- 
monly seen.  About  the  only  time  a victim  is  accom- 
panied in  the  rear  of  an  ambulance  is  when  such  pa- 
tient is  maniacal  or  extremely  hysterical. 

From  the  case  histories  of  those  victims  cared  for 
by  Fire  Service  Rescue  Squads,  the  importance  of 
constant  observation  of  victims  while  en  route  to  the 
hospital  is  clearly  brought  out.  It  is  a well  known  fact 
that  even  after  successful  resuscitation  a victim  may 
again  cease  to  breathe  before  reaching  the  hospital. 
Again,  a victim  may  be  breathing  when  loaded,  yet 
suddenly  stop  breathing  somewhere  along  the  road  to 
the  hospital.  Should  such  victims  be  unobserved  by 
qualified  attendants  they  may  very  easily  expire.  The 
unconscious  victim  demands  constant  observation. 

Trauma,  such  as  gun-shot  injuries  to  the  face, 
jaw,  neck,  or  fractures  of  the  skull  etc.,  make  this 
unfortunate  victim  susceptible  to  unnecessary  death 
by  strangulation  if  placed  unobserved  on  a stretcher 
and  forgotten  until  arrival  at  the  hospital. 
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ANOTHER  EXAMPLE 

As  another  example,  the  victim  with  a badly 
fractured  femur  may,  while  unobserved ‘become  nause- 
ated and  vomit.  Often  severe  shock  occurs  and  ef- 
forts to  help  himself  may  be  impossible  — death  due 
to  strangulation  may  be  the  result.  This  victim  never 
had  a chance  to  reach  medical  attention.  In  most 
localities  where  an  assitant  rides  with  the  ambulance 
driver,  he  remains  on  the  front  seat  after  “loading”  the 
victim,  instead  of  riding  in  the  rear  with  the  victim. 

There  is  another  serious  practice  which  is  contrary, 
not  only  to  good  first  aid  procedure  but  inhumanita- 
rian as  well.  This  ill  practice  is  the  placing  of  a 
second  patient  on  the  floor  of  the  ambulance  instead 
of  on  a safe  and  suitable  stretcher.  Observation  of 
ambulances  unloading  patients  often  bears  out  this 
statement.  A careful  investigation  often  shows  that 
some  emergency  ambulances  have  stretchers  which 
are  welded  or  otherwise  have  fixed  joints.  It  is  im- 
possible to  place  a patient  on  such  a stretcher  with 
comfort  or  safety. 

EMERGENCY  AMBULANCES 

Lack  of  first  aid  training  for  ambulance  drivers  in 
any  community  is  a deplorable  thing.  To  hire  as  an 
ambulance  driver  an  untrained  man  without  first 
giving  him  the  advantage  of  basic  first  aid  training  is 
to  disregard  completely  the  welfare  of  the  injured 
whom  he  will  be  handling.  Worst  still,  is  the  employ- 
ing of  adolescents  who  desire  the  position  more  for 
the  thrilling  ride  than  for  the  meager  salary  and  long 
hours  required.  This  practice,  however,  is  common. 
The  training  of  the  driver  and  attendant  is  the  first 
important  step  necessary,  if  adequate  care  of  the  in- 
jured is  to  be  expected.  Every  person  delegated  with 
the  responsibility  of  caring  for  the  injured  should  be 
trained  in  the  standard  and  advanced  first  aid  courses 
of  the  American  Red  Cross.  This  training  should  be 
carried  out  under  the  leadership  of  an  able  and  experi- 
enced instructor  who  understands  thoroughly  emer- 
gency first  aid. 

The  size  and  construction  of  the  emergency  ambu- 
lances commonly  used  in  this  section  of  the  country 
are  themselves  subject  to  sharp  criticism.  Generally 
speaking  they  are  small  “sedan  delivery”  type  trucks 
which  are  too  short  for  many  an  injured  victim.  The 
rear  doors  often  jam  the  patient’s  legs  as  they  are 
banged  closed.  It  is  virtually  impossible  to  load  a 
victim  into  these  ambulances  after  a fixed  traction 
splint  has  been  applied,  unless  the  stretcher  is  so 
turned  and  loaded  that  the  patient’s  splinted  extremity 
will  extend  over  the  front  seat.  The  rear  compart- 
ment where  the  patient  rides  is  seldom  adequately 
illuminated.  Only  in  those  larger  vehicles,  such  as 
are  commonly  used  as  transfer  ambulances,  will  ade- 
quate space,  heating  and  illumination  be  found.  These 
ambulances  are  so  constructed  with  a partition  be- 
tween them  and  the  drivers  cab  that  cold  drafts  of 
air  do  not  rush  over  them  on  the  way  to  the  hospital. 
Also,  this  prevents  to  a great  extent  the  anxiety  and 
fright  which  often  accompany  the  noise  of  a scream- 
ing siren. 

Last,  but  of  equal  importance,  is  the  equipment 
carried,  such  as  splints  for  fractures  of  the  extremities, 
a fracture  board  for  fracture  of  the  spine  or  hip,  a 
suitable  stretcher  for  carrying  a second  patient  should 
this  be  necessary;  dressings  for  wounds,  and  oxygen 
for  victims  suffering  from  respiratory  depression.  This 
equipment  is  simple  in  design,  light  in  weight,  takes 
up  little  space,  and  with  planned  and  cumulative  train- 
ing, the  amount  of  time  required  to  gain  the  knowl- 
edge necessary  to  utilize  this  equipment  is  negligible. 
Such  equipment  is  seldom  seen  on  emergency  ambu- 
lances. For  adequate  emergency  assistance  by  ambu- 
lance attendants,  some  such  equipment  must  be 
carried. 


COMMUNITY  RESPONSIBILITY 

A careful  study  of  the  various  surveys  which  have 
been  made  throughout  the  country  relative  to  emer- 
gency ambulance  service  is  extremely  interesting. 
It  is  generally  conceded  that  every  community  has  a 
moral  obligation  to  give  emergency  care  to  the  sick 
and  injured  within  its  jurisdiction.  This  does  not 
mean  a hit-and-miss  system,  but  one  which  is  well 
operated. 

When  a person  is  seriously  ill  or  badly  injured  he 
wants  only  the  best  in  medical  care.  As  this  victim 
is  generally  transported  to  medical  attention  by  an 
emergency  ambulance  it  might  well  be  stated  that  his 
medical  care  begins  with  the  arrival  of  such  ambu- 
lance. This  being  the  case,  the  question  of  how  the 
injured  are  treated  before  reaching  medical  attention 
presents  a serious  problem  to  the  medical  profession. 

It  is  a fact  that  the  most  expert  team  of  physicians 
in  the  most  elaborately  equipped  hospital  are  working 
at  tremendous  odds  should  they  receive  a patient  who 
has  been  neglected  at  the  accident  scene  and  during 
transportation  to  the  hospital.  Such  things  as  the 
arrest  of  hemorrhage,  immobilization  of  fractures,  and 
the  administration  of  oxygen  will  bring  the  physician 
a patient  which  he  can  generally  always  treat  more 
successfully. 

RESCUE  SQUADS 

That  first  aid,  when  properly  carried  out  by  well 
trained  and  qualified  personnel,  is  a good  thing  is 
likewise  a known  fact.  Rescue  squads  of  the  fire 
service  prove  this  daily.  Possibly  the  best  explana- 
tion for  the  successful  life-saving  achievements  of 
these  well  trained  personnel  is  the  fact  that  their  only 
reward  or  gain  is  one  of  personal  satisfaction  or  sim- 
ply humanitarianism. 

Unfortunately  every  community  does  not  have  the 
services  of  a rescue  squad.  Even  in  those  which  do, 
only  special  cases  generally  receive  their  benefit.  The 
larger  percentage  of  the  injured  from  the  street  and 
highway  are  handled  by  the  emergency  ambulance. 
Should  those  who  operate  them  be  unethical,  rough 
or  careless,  or  not  otherwise  qualified  to  handle  such 
cases,  proper  emergency  first  aid  will  not  be  rendered. 

Why  then,  if  first  aid  is  a proven  good,  is  it  so 
neglected?  It  is  not  intended  in  this  discussion  to 
side-track  the  reasons  involved.  They  are:  (1)  The 
fact  that  first  aid  is  sold  too  cheaply;  (2)  A lack  of 
community  education  and  awareness  to  the  need  of 
first  aid  and  adequate  emergency  ambulance  service; 
(3)  A lack  of  interest  in  the  community  toward  first 
aid  and  care  of  the  injured;  (4)  And  last,  but  by  no 
means  least,  the  influence  of  local  politics. 

PRACTICAL  SOLUTION 

What  then  is  the  most  practical  solution  in  obtain- 
ing an  improved  emergency  ambulance  service?  This 
is  a most  important  question,  yet  one  exceedingly  dif- 
ficult to  answer.  The  one  point  which  should  be  made 
clear  is  “THAT  STATE  LEGISLATION  IS  NOT 
THE  ANSWER”. 

The  answer  is  one  which  can  be  decided  only  by 
the  local  physicians  and  Medical  Society.  This  is  a 
medical  problem,  first  and  last.  There  will  be  no 
improvement  until  the  physicians  themselves  desire  it. 
The  Medical  profession,  and  it  alone,  can  demand  and 
obtain  satisfaction  from  their  community  government. 

How  the  emergency  ambulance  service  is  improved 
is  a local  responsibility.  A good  sound  city  ordinance 
sponsored  and  approved  by  local  physicians  is  often 
one  suitable  solution.  However,  this  ordinance  must 
have  constant  supervision  and  enforcement  as  well  as 
a severe  penalty  clause. 

There  is  no  such  thing  in  emergency  ambulance 
service  as  a “gentlman’s  agreement”.  Only  the  pas- 
sage of  a sound  city  or  local  ordinance  would  assist 
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materially  in  improving  such  service.  This  helps  in 
ruling  out  the  human  element  of  placing  the  dollar  bill 
first  and  human  life  second  — as  exists  in  many 
private  businesses.  POLITICS  HAS  NO  PLACE 
in  the  CARE  OF  AN  INJURED  OR  SERIOUSLY 
ILL  MAN. 

MUNICIPAL  SERVICE 

Municipal  emergency  ambulance  service  has  no 
equal  — - if  properly  supervised  by  a member  of  the 
local  Medical  Society.  Whenever  possible,  municipal 
service  should  be  encouraged.  The  patient  is  given 
every  consideration  under  this  type  of  service.  This 
is  likewise  important  to  the  physician  who  will  even- 
tually care  for  him. 

Regardless  of  what  local  action  is  ultimately  taken, 
one  important  feature  stands  out.  Emergency  first 
aid  requires  community  team  work,  and  this  team 
work  is  absolutely  essential.  Community  team  work 
depends  on  a good  progressive  educational  program. 
This  educational  process  may  well  start  in  the  local 
fire  and  police  departments. 

The  police  department  must  cooperate  in  every 
way,  making  the  work  of  the  ambulance  driver  much 
easier.  It  is  essential  that  these  police  officers  under- 
stand and  appreciate  the  value  of  good  first  aid  them- 
selves. They  should  never  rush  the  work  at  the  acci- 
dent scene,  but  allow  all  the  time  required  in  caring 
for  and  loading  the  victim.  When  the  accident  inves- 
tigator arrives  at  the  scene  of  the  accident,  as  he  so 
often  does,  long  in  advance  of  any  ambulance,  his 
immediate  concern  should  be  for  the  victim.  With 
no  severe  hemorrhage  and  respiration  normal  he  has 
only  to  keep  the  crowd  away  and  the  victim  lying 
as  is.  In  some  departments  the  accident  investigator 
actually  does  the  majority  of  emergency  work.  The 
police  officer  is  of  great  help  to  the  ambulance  driver 
when  the  victim  is  lifted  to  the  stretcher.  He  can 
secure  man-power  from  the  crowd  to  line  four  or  five 
on  each  side  of  the  victim  and  be  assured  of  careful 
handling  as  the  stretcher  is  placed  under  the  victim. 

NEXT  LINK 

The  next  link  in  the  team  work  is  when  the  ambu- 
lance arrives  at  the  hospital.  The  staff  and  person- 
nel working  in  the  receiving  ward  must  likewise  ap- 
preciate the  value  of  lay  first  aid.  If  good  splints 
have  been  applied,  a little  praise  should  be  given  as 
encouragement  for  future  good  work.  If  an  error  has 
been  made,  good  constructive  suggestions  should  be 
given.  Good  bandages  and  other  equipment  should 
not  be  needlessly  destroyed.  One  of  the  greatest  er- 
rors made  is  to  tear  off  a well  applied  splint  which  in 
all  probability  could  remain  until  after  an  X-ray. 
Unless  explained  to  the  astonished  ambulance  driver, 
his  services  will  likewise  cease  to  be  as  they  should. 
How  the  victim  is  handled  in  transfer  from  ambulance 
stretcher  to  emergency  room  table,  is  an  index  to  the 
training  and  supervision  of  the  receiving  room  at  any 
hospital.  If  the  nurses  and  doctors  go  through  these 
motions  in  a haphazard  way,  no  better  care  of  the 
injured  can  be  expected  from  the  ambulance  driver 
who  will  handle  the  patient  in  like  manner  before 
arrival  at  the  hospital.  Good  and  proper  example 
must  be  set  at  the  hospital.  To  facilitate  the  work 
of  the  ambulance  driver,  a bandage  and  splint  ex- 
change should  be  established  and  maintained  in  the 
emergency  ward. 

BEST  SYSTEM 

The  best  system,  regardless  of  how  emergency 
ambulance  service  is  handled,  is  that  system  which 
uses  when  necessary  the  emergency  service  division  of 
the  police  department,  if  such  exists,  or  the  rescue 
and  first  aid  company  of  the  fire  department.  There 
are  many  occasions  where  specially  trained  personnel 


with  special  equipment  are  needed.  In  a community 
where  only  voluntary  life  saving  crews  are  available, 
their  services  should  be  utilized  and  fully  supported. 

In  conclusion,  I sincerely  hope  that  the  thought 
provoking  statements  presented  in  this  talk  may  be 
beneficial  and  may  contribute  materially  in  improving 
the  quality  of  ambulance  service  in  those  States  rep- 
resenting this  Section;  such  improvement  is  needed, 
and  only  you,  the  physicians  of  our  communities,  can 
solve  this  problem. 

Penicillin  and  Aureomycin  in  Prophylactic 
Therapy  of  Rheumatic  Fever 

Rammelkamp  and  co-workers1  have  reported  on 
the  parenteral  administration  of  crystalline  procaine 
penicillin  G to  one-half  of  a group  of  1,950  consecu- 
tive cases  of  exudative  pharyngitis  and  tonsillitis,  most 
of  which  were  caused  by  group  A hemolytic  strepto- 
cocci. The  young  men  were  given  300,000  units  on 
admission  and  again  in  72  hours,  or  300,000  units  on 
admission,  another  300,000  units  in  48  hours  and  600, 
000  units  at  96  hours.  These  patients  were  carefully 
studied  for  detection  of  rheumatic  fever  during  the 
subsequent  4 weeks.  A definite  diagnosis  of  acute 
rheumatic  fever  was  made  for  17  patients  in  the  un- 
treated group  and  2 patients  of  the  treated  group;  and 
a diagnosis  of  possible  acute  rheumatic  fever  was 
made  for  6 patients  of  the  untreated  group  and  2 pa- 
tients of  the  treated  group. 

Rammelkamp  at  present  is  investigating  the  use 
of  aureomycin.  He  has  stated2  that  in  a preliminary 
group  of  80  men  given  aureomycin  therapy  for  strep- 
tococcal pharyngitis,  no  subsequent  attacks  of  rheu- 
matic fever  have  developed,  although  2 cases  might 
have  been  anticipated  from  the  incidence  of  such  at- 
tacks in  other  similar  groups.  The  data  for  this  study 
with  aureomycin  will  be  available  for  report  at  a later 
date.  It  is  possible  that  aureomycin  may  prove  to 
be  a more  reliable  drug  than  penicillin  for  rheumatic 
fever  prophylaxis  because  it  is  believed  that  aureo- 
mycin is  less  apt  to  promote  the  development  of  re- 
sistant strains  of  streptococci. 


Cancermobile 

Mass  screening  of  “well”  individuals  for  gastric 
cancer  has  been  initiated  in  North  Carolina;  a new 
Gastric  Cancer  Detection  Mobile,  equipped  with  the 
only  mobile  Schmidt-Helm  camera  for  photofluoro- 
graphy  is  making  the  rounds  of  the  State’s  10  clinics. 
This  new  instrument  is  said  to  give  a 10-times  sharper 
image  than  the  usual  fluoroscope;  yet  it  does  not 
require  a fluoroscopist,  nor  does  it  produce  excessive 
doses  of  irradiation.  The  Mobile  will  stay  three 
months  or  so  at  each  clinic,  make  40-50  examinations 
ner  day  of  persons  over  35. 

Reliability  of  photofluorographv  with  the  Schmidt 
camera  is  yet  to  be  proven  definitely.  However,  the 
technique  is  thought  to  hold  real  promise,  especially 
in  the  detection  of  early,  asymptomatic  lesions.  In  one 
series  of  persons  investigated,  13  with  symptomless 
stomachs  were  found  to  have  suspicious  abnormalities. 
None  of  this  group  would  agree  to  exploratory  oper- 
ation; hence,  the  asymptomatic  stage  in  these  patients 
is  being  studied  intensively.  Frequent  re-examinations 
show  the  lesions  to  be  slowly  enlarging;  the  rate  of 
growth  is  so  slow  that  the  asymptomatic  stage  is  now 
thought  to  be  close  to  three  years  in  length  ■ — much 
more  than  formerly  supposed. 

1.  Denny,  P.  W. ; Wannamaker,  L.  W. ; Brink,  W.  R. ; Rammel- 
kamp, C.  H.,  and  Custer,  E.  A. : An  Effective  Method  for  the 
prevention  of  Rheumatic  Fever  After  the  Development  of  a 
Streptococcal  Infection. J.  Lab.  & Clin.  Med.  34:1596  (Nov.) 
1949. 

2.  Rammelkamp,  C.  H. : Personal  Communication. 
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Beaumont  Hospital  Gives  Dinner  for 
El  Paso  County  Society 

The  annual  dinner  and  professional  meeting,  given 
by  the  Commanding  Officer  of  William  Beaumont 
General  Hospital  and  his  staff  for  the  El  Paso  County 
Medical  Society  and  all  medical  officers  was  held 
with  an  attendance  of  120. 

Dr.  Perry  C.  Talkington,  noted  psychiatrist  from 
Dallas,  spoke  on  “Some  Problems  in  Psychosomatic 
Medicine.”  Doctor  Talkington  is  Senior  Consultant 
for  the  Fourth  Army  Area,  and  is  consultant  in  Psy- 
chiatry to  the  Surgeon  General  of  the  Army.  During 
the  war  years,  he  served  as  psychiatrist  for  Fort  Sam 
Station  Hospital  (now  Brooke);  as  Consultant  in  Psy- 
chiatry for  Patton’s  Third  Army;  and  as  consultant 
in  Psychiatry  for  the  Eighth  Service  Command. 

In  opening  the  meeting,  Col.  James  E.  Yarbrough 
expressed  his  appreciation  for  the  extremely  cordial 
relations  and  whole-hearted  cooperation  which  have 
existed  between  WBGH  and  the  El  Paso  doctors. 


Col.  Clifford  A.  Best,  Chief  of  the  Professional 
Services,  introduced  Doctor  Talkington,  with  whom 
he  had  worked  in  the  Normandy  invasion. 

In  his  talk,  Doctor  Talkington  emphasized  the 
necessity  for  the  physician  always  to  consider  both 
the  emotional  and  physical  aspects  of  the  condition  of 
the  patient,  as  the  two  cannot  be  separated.  “It  is  not 
considered  that  emotional  factors  produce  organic 
diseases,  but  they  frequently  serve  as  the  contributing 
trigger  mechanism  to  precipitate  an  acute  condition,”' 
he  said. 


Tumor  of  the  Carotid  Body 

These  tumors  may  occur  at  any  age.  Tumors  of 
the  carotid  body  usually  are  unilateral  and  appear  as  a 
grayish-brown,  encapsulated,  lobulated  mass.  A pain- 
less lump  protruding  from  under  the  anterior  margin 
of  the  sternocleido-mastoid  muscle  is  the  most  com- 
mon symptom.  Immediate  surgery  is  recommended. 

Corbett,  A.  J.,  and  McClintock,  J.  C. : Tumor  of  the  Carotid 
Body  Associated  with  Nodular  Goiter,  Arch.  Surg.  60:81  (Jan.) 
1950. 
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A SIMPLE 
“HOPELESS” 


HEAD-HOLDING  DEVICE 
FOR  THE 

CEREBRAL  PALSY  PATIENT 


By  Herbert  E.  Hipps,  M.  D.,  F.  A.  C.  S.,  Waco,  Texas 


The  “hopeless”  Cerebral  Palsy  patient  is  one  who 
cannot  hold  his  head  erect,  sit  alone,  use  his  hands, 
or  stand  and  walk. 

Many  of  these  patients  can  be  rehabilitated  to  a 
creditable  degree  if  properly  treated. 

The  first  thing  to  teach  them  is  head  balance. 

Such  a child  as  this  cannot  balance  his  head  be- 
cause: 

1.  His  neck  muscles  are  weak. 

2.  He  has  no  control  over  them. 

He  needs,  therefore,  a head  support  which  permits 
movement  of  the  head  while  supporting  it. 

The  simple  device  here  described,  efficiently  and 
effectively  does  just  that.  It  costs  very  little  and 
can  be  made  by  almost  anyone. 

It  is  made  of  a piece  of  stockinette  or  other  semi- 
elastic cloth  than  can  be  drawn  down  snugly  over  the 
child’s  head.  A string  runs  upward  from  this  cap  to 
an  overhead  bar.  The  string  is  just  tight  enough  to 
hold  the  head  balanced  in  a vertical  position. 

The  baby’s  head  must  be  shaved  or  the  hair  must 
be  clipped  close,  then  liquid  adhesive  is  spread  over 
the  scalp  and  the  cloth  cap  is  pulled  well  down  over 
the  head. 

This  cap  usually  will  remain  on  the  head  for  four 
or  five  days  before  it  is  necessary  to  replace  it. 

The  child’s  head  may  be  supported  in  this  way  till 
he  gains  strength  in  and  control  of  his  neck  muscles. 
Little  by  little  with  the  passage  of  time,  the  support 
may  be  left  off,  as  he  learns  to  balance  and  control 
movements  of  his  head. 

BIBLIOGRAPHY 

Hipps,  H.  E. : Treatment  of  the  “Hopeless”  Cerebral  Palsy 
Patient,  J.B.J.S.,  32-A,  188-191,  January,  1950. 

Hipps,  H.  E.,  and  Waters,  G. : The  Importance  of  Bracing  in 
the  Treatment  of  Cerebral  Palsy.  Phys.  Ther.  Rev.  29:  1-4, 
December,  1949. 


GUNNING  & CASTEEL  DRUG  STORES 


Complete  Prescription  Service  in  8 Conveniently  Located  Stores 
EL  PASO,  TEXAS  YSLETA,  TEXAS 


Effect  of  Nitrogen  Mustard  on 
Neoplastic  Diseases 

Nitrogen  mustard  therapy  produces  only  palliation 
in  neoplastic  diseases.  The  drug  exerts  greatest  effect 
on  tissues  that  normally  proliferate  rapidly.  In  cases 
where  either  nitrogen  mustard  or  roentgen  ray  therapy 
is  indicated,  the  drug  is  recommended  for  treatment 
•of  generalized  diseases  while  irradiation  is  better  for 
single  localized  lesions.  The  diseases  most  affected 
by  nitrogen  mustard  are  Hodgkin’s  disease,  lympho- 
sarcoma, follicular  lymphoblastoma,  reticular  cell  sar- 
coma and  mycosis  fungoides. 


Bauer,  R.,  and  Erf.  L. : The  Clinical  Effect  of  Nitrogen 
Mustard  on  Neoplastic  Disease,  Am.  J.  M.  Sc.  210: 16  (Jan.) 
1950, 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


Page  302 


SOUTHWESTERN  MEDICINE 


SEPTEMBER,  1950 


Prompt  24 -Hours 

MARTIN 

Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

"CADILLAC” 

108  South  Yale  Street  3-4571  Albuquerque,  N.  M. 


Home  of 

Finest  Men’s  Shoes 


POPULAR  DRY  GOODS  CO. 

EL  PASO,  TEXAS 


COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


HARDING  AND 

ORR 

Ambulance  Service 

• 

320  Montana 

3-1646 

EL  PASO,  TEXAS 

It’s 

Sweeneys 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


Mei'er  Before  7%  Cli«air  l ike 

This  . . . COIIOUR  LOOIkE 


Unlike  any  other  chair,  the  Contour  Chair- Lounge  is  designed  to  fit  the  human  body.  For 
centuries,  man  has  jack-knifed  his  body  into  so-called  "easy  chairs"  which  give  only  an 
illusion  of  comfort.  The  revolutionary  pre-  moulded  contours  of  the  Contour  Chair-Lounge 
cradle  the  body  from  head  to  foot  in  its  natural,  most  restful  posture.  And  because  of  its 

^ orthopedically  correct  design,  doctors  find  the  Contour 

Chair-Lounge  helps  to  relieve  heart-strain  as  well  as 
muscular  and  nervous  tensions;  helps  lessen  pain  of 
arthritis,  sciatica,  rheumatism;  helps  bring  blessed  re- 
lief to  asthma  sufferers.  For 
this  most  comfortable  of 
chairs  is  also  most  health- 
ful, naturally. 

The  Contour  Chair-Lounge 
is  accepted  for  advertising  in  publica- 


rot  AOVUTUINC 
I*  Publications 

0«T»« 

Y^TociAS'^y 


of 


the 


Medical 


American 


tions 


Assn. 


EL  PASO,  TEXAS 
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We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


F O 
R E 


R SMOOT 
MUSCLE 
L A X A T I O 


II 

N 


Fischbein 


Bros. 


Custom  Tailors 


309  N.  OREGON 


EL  PASO,  TEXAS 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

• 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 

The  McMath 
Co.,  Inc. 

dPxuitbicj  oo  a s Lndbicj 

Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


The  Antispasmodic 


Combining 

Potency 


with 


Safety 


synthetic  drug, 
providing  a potent 


antispasmodic  action 


In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 


Available  in  plain  tablets  or  with  */4  Gr.  Phenobarbital. 

MISSION 
PI1  ARM  AC  AL  CO. 

San  Antonio  6,  Texas 
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IF  YOU  DON’T  HAVE  ONE  OF  OUR 
EGG-TIMERS  — or  if  you  need  more  of  the 
printed  "hand-outs"  to  give  your  patients  — 
Phone  JERRY  HARRIS  at  3-3646.  (Free  while 
the  supply  lasts). 

CREDITORS  SERVICE  BUREAU 


Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


MAICO 

OF  EL 

PASO 

★ Hearing  Aids 

★ Audiometers 

* Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

In  Albuquerque,  The  Bulwark 
Of  Professional  Pharmacy 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


10 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Arts  Bldg. 

P.  0.  Box  1053 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


SEPTEMBER,  1950  SOUTHWESTERN  MEDICINE  Page  305 


^cutku>eAter\ t 

\AicianA  fairectcrij 

E.  K.  ARMISTEAD,  M.  D. 

GENERAL  SURGERY 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ROBERT  J.  CARDWELL,  M.  D. 

A.  E.  LUCKETT,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 
414  Banner  Building  2-9331  El  Paso,  Texas 

ORTHOPEDIC  SURGERY 

First  National  Building  3-3421  El  Paso,  Texas 

J.  A.  BAUCHERT,  D.M.D. 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

GENERAL  DENTISTRY.  X-RAYS 

— GENERAL  PRACTICE  — 

1009  Mills  Bldg.  3-1051  El  Paso,  Texas 

Phones  4495  - 4496 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 
GYNECOLOGIC  SURGERY 

ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 

PHONE  2-9312 

1017  First  National  Building  El  Paso,  Texas 

207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

P.  G.  CORNISH,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

GENERAL  SURGERY 

1018  Mills  Building  El  Paso,  Texas 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 

LOUIS  W.  BRECK,  M.D. 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

W.  COMPERE  BASOM,  M.  D. 

INTERNAL  MEDICINE 

MORTON  H.  LEONARD,  M.  D. 

800  Montana  Street  3-6931  El  Paso,  Texas 

GEORGE  N.  ALDREDGE,  M.D. 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

Practice  limited  to  Orthopaedic  Surgery 

(Certified  by  American  Board  of  Urology) 
Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

520  Montana  Street  3-1673  El  Paso,  Texas 

215  First  National  Bldg.  3-2161  El  Paso,  Texas 

BUTLER  CLINIC 

HERVEY  W.  DIETRICH,  M.  D. 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

INTERNAL  MEDICINE 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

Medical  Arts  Building  — - Phone  2-4782 
415  East  Yandell  Blvd.  El  Paso,  Texas 

BASIL  K.  BYRNE,  M.  D. 

THIS  SPACE 

PEDIATRICS 

FOR  SALE 

800  Montana  Street  3-8487  El  Paso,  Texas 
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L.  0.  DUTTON,  M.  D. 

CHARLES  E.  GALT,  JR.,  M.  D. 

ALLERGY 

OBSTETRICS  AND  GYNECOLOGY 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

509  West  Fox  St.  1441  Carlsbad,  N.  M. 

H.  M.  GIBSON,  M.  D. 

THIS  SPACE 

FOR  SALE 

PRACTICE  LIMITED  TO  UROLOGY 

209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

Diplomate  American  Board  of  Internal  Medicine 

ALLERGY 

DISEASES  OF  THE  CHEST 

DIAGNOSIS  — GASTROENTEROLOGY 

1025  First  National  Bank  Bldg. 

El  Paso,  Texas 

701  First  National  Building  2-6221  El  Paso,  Texas 

HAROLD  EIDINOFF,  M.D. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 

404  Banner  Building  3-0861  El  Paso,  Texas 

1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

LELAND  S.  EVANS,  M.  D. 

A.  DANIEL  MADDOX,  M.  D. 

THIS  SPACE 

GENERAL  PRACTICE  AND  GENERAL  SURGERY 

FOR  SALE 

217  West  Court  St.  Las  Cruces,  N.  M.  Phone  141 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

Diplomate  American  Board  Internal  Medicine 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

706  West  Second  Street  2275  Roswell,  New  Mexico 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

314  Banner  Building  3-5881  El  Paso,  Texas 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 

ROBERT  FRIEDENBERC,  A.B.,  M.D. 

HASKELL  D.  HATFIELD,  M.  D. 

(Certified  American  Board  of  Internal  Medicine) 

(Diplomate  American  Board  of  Otolaryngology) 

INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 
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RUSSELL  HOLT,  M.  D. 

B.  LYNN  COODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

1031  First  National  Bldg  El  Paso,  Texas 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

913  First  National  Bldg.  3-1409  El  Pa»,  Texas 

1.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 
H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 

THIS  SPACE 
FOR  SALE 

DRS.  MASON,  HART  AND  BOVERIE 

RADIOLOGY— ROENTGENOLOGY— PATHOLOGY 
310  Banner  Bldg.  3-4478  El  Paso,  Texas 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

DRS.  JELSO  & CORCORAN 

DISEASES  OF  THE  SKIN 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

THIS  SPACE 
FOR  SALE 

H.  C.  JERNIGAN,  M.  D. 

DISEASES  OF  THE  CHEST 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5400  El  Paso,  Texas 

G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 
525  First  National  Bldg.  2-9412  El  Paso,  Texas 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

PHONES 
633  — 460  — 201 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 

BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S„  F 1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
(Certified  by  American  Board  of  Ophthalmology) 

(Certified  by  American  Board  of  Otolaryngology) 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 
605  Professional  Building  3-8209  Phoenix,  Arizona 

ROY  T.  LESTER,  M.  D. 

THORACIC  SURGERY 

Residence  2-0744  Office  3221 

1442  North  Third  St.  Abilene,  Texas 

Vincent  M.  Ravel,  M.  D.  Marvin  N.  Golper,  M.  D. 

DRS.  RAVEL  AND  GOLPER 

RADIOLOGY 

Mills  Building  and  Phones  2-3459  - 3-5652 

800  Montana  Street  El  Paso,  Texas 
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THIS  SPACE 
FOR  SALE 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  AND  MAXILLO-FACIAL  SURGERY 
1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

HERMAN  RICE,  M.  D. 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 
624  Mills  Bldg.  2-7642  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 
FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICIN E— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Ceritfied  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Phone  3-6742 

1101  First  National  Bldg.  El  Paso,  Texas 

THIS  SPACE 
FOR  SALE 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 
EYE  - EAR  - NOSE  - THROAT 
FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 

THIS  SPACE 
FOR  SALE 

JESSON  L.  STOWE,  M.  D. 
FRANCIS  A.  SNIDOW,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 

WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


SEPTEMBER,  1950 


SOUTHWESTERN  MEDICINE 


Page  309 


tit  toed  terh  Ph  Jiciahj'  foirectcrij 


M.  A.  TANNY,  M.  D. 

ALBUQUERQUE  MEDICAL  CENTER 
109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 


THIS  SPACE 
FOR  SALE 


ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 
General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

HTDI  OMATC  AMCDTPAM  DHADnC  OC  5 OPHTHALMOLOGY  AND 

DIPLOMATE  AMERICAN  BOARDS  OF  ] OTOLARYNGOLOGY 

PRACTICE  LIMITED  TO 
OPHTHALMOLOGY 

1001  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 


H.  H.  VARNER,  M.  D. 

GENERAL  SURGERY 

213  El  Paso  National  Bank  Bldg. 

Phone  3-7362  El  Paso,  Texas 

THIS  SPACE 
FOR  SALE 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Roswell,  N.  M.  Phone  208 


L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 

M.  K.  WYLDER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PEDIATRICS 
PEDIATRICS  AND  OBSTETRICS 
625  First  National  Bank  Bldg. 

Albuquerque,  N.  M.  Phone  6440 

HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  North  Stanton  Street  3-7521  El  Paso,  Texas 


THE  WESTERN  CLINIC-HOSPITAL 


308  N.  Colorado 


Midland,  Texas 


STAFF 


H.  B.  Johnson,  M.  D Pediatrics 

D.  L.  Patton,  M.  D Obstetrics  and  Gynecology 

F.  W.  Gaarde,  M.  D Internal  Medicine 

T.  J.  Melton,  Jr.,  M.  D.,  F.  A.  C.  S General  Surgery 

R.  E.  Greer,  M.  D Eye,  Ear,  Nose  & Throat 

F.  M.  Middlebrook,  M.  D General  Medicine 

W.  K.  Green,  M.  D Urology 

Roy  T.  Lester,  M.  D.  (Abilene)  ....Consultant  in  Thoracic  Surgery 

L.  C.  Zee,  D.  D.  S Oral  Surgery 

Charles  A.  Hix Business  Manager 
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For 

TleWcus  anc>  Ttlental  Diseases 

Phone  Fairdale  2-3333  DALLAS  1,  TEXAS  P.  O.  Box  1769 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational 
therapy.  All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 
The  Staff 

Dr.  Guy  F.  Witt,  Medical  Director  Dr.  Howard  M.  Burkett,  Associate  Psychiatrist 

Dr.  Perry  C.  Talkington,  Medical  Director  Dr.  James  K.  Peden,  Resident  Psychiatrist 

Dr.  Chas.  L.  Bloss,  Associate  Psychiatrist  Dr.  James  C.  Folsom,  Resident  Psychiatrist 

Miss  Marguerite  Harmonson,  R.  N.,  Director  of  Nurses 

Henry  J.  Albach,  Business  Manager 

Miss  Patsy  Crowe,  Director  Occupational  Therapy 


Plainview  Hospital  and  Clinic  Foundation 

1 

’LAIN  V I E W , TEXAS 

i 

Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep  narcosis,  in- 
sulin, shock  therapies,  and  electro-encephelograpy  for  diagnostic  purposes. 

Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department  of  Physical 
Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 

^ v _ • 

STAFF 

Sic  • 

E.  O.  NICHOLS,  M.  D. 
Surgery  and  Consultation 

EDWARD  T.  DRISCOLL,  M.  D. 

Orthopedics 

DOROTHY  C.  LONG,  M.  D. 
Pediatrics 

J.  H.  HANSEN,  M.  D. 
Radiology 

CARL  C.  JACKSON,  M.  D. 
Eye,  Ear,  Nose,  Throat 

L.  B.  SOUCY,  M.  T.  (ASCP) 

Chiej  of  Laboratory 

E.  O.  NICHOLS,  JR.,  M.  D. 

General  Surgery  and  Gynecology 

RANDALL  E.  COOPER,  M.  D. 

Neurology  and  Psychiatry 

e.  g.  McCarthy,  m.  d. 

Obstetrics  and  Gynecology 

MARVIN  C.  SCHLECTE,  M.  D. 

Gastroenterology  & Internal  Medicine 

CHESTER  E.  COOK,  M.  D. 

Diagnosis  and  Internal  Medicine 

JOHN  CHARLES  LONG,  JR„  M.  D. 

General  Surgery,  Cancer,  Tumors 
(4%  yrs.  training  in  New  York  Memorial  Hospital) 

HENRY  C.  KIRKEGARD,  R.  T. 

Chief  X-Ray  Technician 

RALPH  V.  WILLIAMS,  B.  S. 

Registered  Physical  Therapist 

LENORE  KRUSELL,  B.  S. 

Registered  Physical  Therapist 

W.  W.  KIRK,  Administrator 
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The  Lodge 

WATTS  CLINIC 

of  the 

Turquoise  Trail 

Complete  Medical 
and 

A modern  completely  equipped  sanitarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 
perienced, and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 
rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 
recreational  and  occupational  therapy  programs. 

Surgical  Service 

• 

R.  E.  ^ atts,  M.  D.  S.  M.  Ramer,  M.  D. 

G.  A.  Slusser,  M.  D.  S.  F.  Baker,  M.  D. 

For  further  information  address: 

THOMAS  L.  GORE,  M.  D., 

• 

Psychiatrist  and  Medical  Director, 

Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Town  office  6398  • Residence  3-3234  • Lodge  2-2773 

Phone  567 

101  N.  Cooper  Silver  City,  N.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures: 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 

DELPHIN  VON  BRIESEN,  M.D. 
H.  F.  HESLINGTON,  M.D. 

PATHOLOGY  ENDOCRINE  STUDIES 

WILLIAM  D.  FLEMING,  M.D. 
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ATTEND  MEETING  OF  SOUTHWESTERN 
MEDICAL  ASSOCIATION  IN  PHOENIX 
OCT.  26-28  Page  323 

Campaign  for  Freedom  Page  325 

By  Robert  B.  Homan,  Jr.,  M.  D.,  El  Paso 

New  Winkler  County  (Texas)  Hospital....  Page  326 

Experimental  Cancer  Research  and  Its  Contribution 

To  Our  Knowledge  of  Cancer Page  327 

By  E.  T.  Bell,  M.  D.,  Minneapolis 

Rupture  of  Uterus  with  Two  Unusual  Cases Page  330 

By  Eugene  G.  McCarthy,  M.  D.,  Plainview,  Texas 

Complete  Directory  of  Arizona  Medical 

Association  Page  332 


— meaning  "at  once" — is  t lie  prescription  abbreviation  which  calls 
for  immediate  attention. 

Often  it  is  vitally  important  that  certain  medicinals  be  close  at  hand. 
Lilly  pharmaceuticals  are  almost  certain  to  be  found  in  every  pharmacy 
and  hospital.  Supplies  are  never  far  away,  for  many  near-by  Lillv 
wholesalers  stand  ready  to  serve  dispensing  outlets — at  once. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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l Vi  ide  antibacterial  activity,  low 

1 toxicity  and  virtual  elimination  of 

l renal  complications  distinguish  the 

I use  of  Gantrisin*  'Roche’,  a new  and 

l remarkably  soluble  sulfonamide.  Highly 

l effective  in  urinary  as  well  as  systemic 

l infections,  Gantrisin  does  not  require 

t alkali  therapy  because  it  is  soluble 

! even  in  mildly  acid  urine.  More  than 

j 20  articles  in  the  recent  literature 

1 attest  its  high  therapeutic  value  and 

I the  low  incidence  of  side-effects. 

I 

' Gantrisin  is  now  available  in  0.5  Gm 

l 

' tablets,  as  a syrup,  and  in  ampuls. 

1 Additional  information  on  request. 

I 

| HOFFMANN -LA  ROCHE  INC  • NL'TLEY  10  • N.  J. 

\ 

I 

Gantrisin 

l * Brand  of  sulfisoxazole  ( 3,4-dimethyl - 

1 5-sulfanilamidO’isoxazole) 

\ 

'Roche' 

« 

i 
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a better  prognosis 
for  the  traumatized  or  infected  eye 


Prompt  instillation  of  Sodium  Sulfacetimide  Solution  30%  following  injury  to  the 
cornea  or  conjunctiva  is  a remarkably  certain  means  of  preventing  ocular  infection.  “In 
365  eyes  in  which  a foreign  body  was  removed  ...  no  infection  occurred  in  any  case.’’1 

hen  treatment  is  started  early,  eye  infections  such  as  acute  conjunctivitis  may  be  cured 
within  36  hours.2  Beneficial  results  have  been  obtained  in  80  per  cent  of  patients.  In 
corneal  ulcer  the  eye  becomes  practically  normal  in  three  or  four  days.3 


(Sodium  Sulamyd©) 

In  both  the  treatment  and  prophylaxis  of  eye  infections,  daytime  therapy  with  Sodium 
Sulfacetimide  Solution  30%  is  best  supplemented  by  using  Sodium  Sulfacetimide 
Ophthalmic  Ointment  10%,  applied  at  bedtime  to  maintain  around-the-clock 
bacteriostasis. 

Dosage:  Sodium  Sulfacetimide  Solution  30%.  One  drop  instilled  in  the  eye  every  two  to  four  hours 
depending  on  severity  of  infection  or  trauma. 

Packaging:  Sodium  Sulfacetimide  Solution  30%  available  in  15  cc.  eye-dropper  bottle.  Sodium 
Sulfacetimide  Ophthalmic  Ointment  10%  in  ]/8  oz.  tubes. 

Bibliography:  1.  Mayer,  L.  L. : Arch.  Ophth.  39:232,  1948.  2.  Kuhn,  H.  S.:  Tr.  Am.  Acad.  Ophth.  (May-June)  1946,  p.  210. 
3.  Wilkinson,  O.,  in  discussion  of  Mayer,  L.  L. : Arch.  Ophth.  39:232,  1948. 
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new  possibilities 
for  the  radiologist 


"the 

KELLEY-KOETT 


MULTICRON  3 0 0 M A 
GENERATOR 


The  Kelley-Koett  Multicron  300  MA  is  a heavy  duty  X-ray 
generator  with  capacity  and  operating  features  surpassing 
any  previous  diagnostic  unit  yet  available  in  its  range. 
The  therapy  rating  is  140  KVP  at  10  milliamperes  for  four 
hours  of  continuous  operation.  Diagnostic  rating  provides 
120  KVP  at  300  milliamperes  in  intermittent  operation. 
Fixed  milliamperage  control  and  a 
unique  electronic- mechanical  timer 
make  operation  outstandingly  simple 
. . . results  extremely  accurate  in 
every  technic. 

These  and  other  features  of  interest 
to  the  hospital  radiologist  are  detailed 
in  descriptive  literature  available  on 
request. 

Telephone  or  ivr:te 

for  complete  details. 

SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

414  MILLS  STREET  131  NORTH  FIRST  STREET  202  NORTH  STONE  STREET 

EL  PASO,  TEXAS  PHOENIX,  ARIZONA  TUCSON,  ARIZONA 
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• 20,000  units  penicillin 
in  a delicious  hard  candy 


High  Oral  Penicillin  Levels 
Lasting  One-half  Hour 


*Trade-mark  (g) 


PONDETS* 

PENICILLIN  TROCHES 

Potent  local  therapy  and  pro- 
phylaxis of  oral  infections  caused 
by  penicillin-sensitive  organisms. 

Taste  so  good  that  your  pa- 
tients—young  and  old— will  glad- 
ly follow  the  prescribed  dosage 
regimen. 

WYETH  INCORPORATED 
Philadelphia  3,  Pa. 
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r the  ailing 

— nutrient  tonic  and  hematinic 

Unusually  well  tolerated  and  easily 
assimilated,  LIVIBRON  helps  meet  the 
added  vitamin  and  hematinic  requirements 
of  patients  in  convalescence,  in  pregnancy, 
or  in  the  later  years. 

Combining  liver  concentrate,  ferrous  iron, 
vitamins  I?!  and  B_,,  and  manganese,  LIVIBRON  is  useful  as 
adjunctive  therapy  whenever  stress . . . physiological,  surgical, 
or  medical . . . calls  for  a nutrient  tonic  and  hematinic.  And 
LIVIBRON’s  pleasant  flavor  makes  for  ready  patient  acceptance. 

T • • 1 ® 

Livibron 


nutrient  hematinic 

LIVIBRON:  supplied  in  Liquid  and  Kapseal  form. 
Each  2 teaspoonfuls  (or  one  Kapseal)  represents: 


Liver  Concentrate  equivalent  of  fresh  liver. . . 
Vitamin  Bi  (Thiamine  Hydrochloride) 

Vitamin  Ba  (Riboflavin) 

Ferrous  Sulfate 

Manganese  Citrate 


.2.5  Gm. 
1.25  mg. 
.0.5  mg. 
. .3.0  gr. 
1/16  gr. 


( 
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“In  addition  to  the  relief  of  hot 
flashes  and  other  undesirable 
symptoms  (of  the  climacteric), 
a feeling  of  well-being  or  tonic  ef- 
fect was  frequently  noted”  after 
administration  of  “Premarin!’ 


All  patients  (53)  described  a 
sense  of  well-being”  following 
“Premarin”  therapy  for  meno- 
pausal symptoms. 

Neustaedter,  T.:  Am.  J.  Obst.  & 
Gynec.  46:530  (Oct.)  1943. 


‘It  (‘Premarin’)  gives  to  the  pa 

tient  a feeling  of  well-being! 

Glass,  S.  J.,  and  Rosenblum,  G. : 
J.  Clin.  Endocrinol.  3:95  (Feb.)  1943 


the  clinicians’  evidence 


“General  tonic  effects  were  note- 
worthy and  the  greatest  percent- 
age of  patients  who  expressed 
clear-cut  preferences  for  any 
drug  designated  ‘Premarin!  ” 

Perloff,  W.  H.:  Am.  J.  Obst.  & 
Gynec.  58:684  (Oct.)  1949. 


Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5 
mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid 
form,  0.625  mg.  in  each  4 cc.  ( 1 
teaspoonful). 


of  the  "phis”  in 


While  sodium  estrone  sulfate  is  the 
principal  estrogen  in  “Premarin’’ 
other  equine  estrogens. ..estradiol, 
equilin,  equilenin,  hippulin...are 
probably  also  present  in  varying 
amounts  as  water-soluble  conju- 
gates. 


Estrogenic  Substances  (water-soluble) 

also  known  as  Conjugated  Estrogens  ( equine ) 


5014 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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/}eu>  Jattehiny  Calomel 

CERTIFIED,  PASTEURIZED 

FAT  FREE  MILK 

Patients  who  have  trouble  digesting  food  fat  . . . 
those  who  find  whole  milk  doesn't  agree  with  them 
. . . will  enjoy  and  benefit  from  this  special  milk 
product.  The  milk's  fine  flavor  is  retained,  its 
healthful  qualities  are  invaluable. 

RECOMMEND  THIS  FINER  MILK  WITH 
COMPLETE  CONFIDENCE  IN  ITS  PURITY 
AND  HIGHEST  QUALITY. 


A PRODUCT  OF 


CREAMERIES,  Inc. 


710  - 720  Broadway 

Truth  or  Consequences,  New  Mexico 


Royce  Lodge,  offers  you  ultra-modern  spacious 
apartments,  equipped  with  modern  furnishings, 
electric  range,  refrigeration,  air  conditioned  for 
summer,  radiant  heat  for  winter.  Reasonable 
rates. 

L.  F.  MORRIS  — owner  & mgr. 

PHONE  335 


Royce  Bath,  offers  you  individual  private  baths 
— sanitary  tile  tubs,  competent  courteous  at- 
tendants. Baths  are  administered  according  to 
physicians  prescription.  You  are  invited  to 
inspect  our  place  at  any  time. 

W.  A.  NEVILLE,  mgr. 

PHONE  336 
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NEW! 


Carmethose- 

Trasentine 

Doubly  effective  in  relieving  gastric  discomfort . . . 


Carmethose-Trasentine  is  a logical  combination 
of  a new  antacid  and  an  effective  antispasmodic 
to  control  gastric  discomfort. 

Controls  hyperacidity  . . . This  combination  lowers  gastric  acidity  and  forms 

a protective  coating  which  has  been  observed  in 
the  stomach  for  as  long  as  three  hours. 

Controls  spasm  . . . Carmethose-Trasentine  relieves  gastric  pain  also 
by  relaxing  smooth  muscle  spasm.  The  anesthetic 
effect  of  Trasentine  further  controls  gastric  irri- 
tability. Carmethose-Trasentine  is  non-constipat- 
ing, palatable  and  eliminates  acid-rebound. 


Issued:  Carmethose-Trasentine  Tablets: 
sodium  carboxyinethylcellulose,  225  mg.; 
magnesium  oxide,  75  mg.;  Trasentine,  25  mg. 
Bottles  of  100. 

Carmethose  without  Trasentine  is  also  available 
for  use  in  cases  where  the  antispasmodic 
component  is  considered  unnecessary.  Available 
as  Tablets,  each  containing  sodium  carboxy- 
methylcellulose  225  mg.,  with  magnesium 
oxide  75  mg.,  and  as  Liquid,  a 5%  solution 
of  sodium  carboxymethylcellulose. 


Ciba 


CARMETHOSE  T.M.  (brand  of  sodium  carboxymethylcellulose) 
TRASENTINE  <§)  (brand  of  adiphenine) 


Pharmaceutical  Products,  Inc., 
Summit,  N.  J. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


Page  322 


SOUTHWESTERN  MEDICINE 


OCTOBER,  1950 


JLhe  wide  acceptance 
of  'Duracillin'  preparations 
is  evidence  that  the  effort  to  make  them 
consistently  reliable  is  appreciated. 

This  recognition  rewards  the  unrelenting  demands 
of  precision  manufacturing. 

This  endorsement  is  incentive  to  maintain 
the  quality  of  the  products 
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ANNUAL  MEETING  OF  THE  SOUTHWESTERN 
MEDICAL  ASSOCIATION 


From  the  26th  of  October  to  the  28th  of  Oct- 
ober, Phoenix  will  be  the  host  to  the  SOUTHWEST- 
ERN physicians  and  their  families.  1950  has  been 
•a  year  of  uncertainty  in  the  profession  as  a whole. 
Communism  has  commenced  to  show  its  hand.  Our 
troops  are  in  action  in  Korea.  This  means  that  the 
medical  profession  will  again  be  called  upon  to  do  its 
part  in  this  particular  action  as  they  have  in  the  past. 

Newspaper  columnists  have  not  been  so  very  kind 
to  the  profession,  principally  because  of  their  lack  of 
understanding.  The  physician  is  an  individualist,  and 
does  not  fit  particularly  well  into  any  sort  of  regimen- 
tation whether  it  be  the  army,  or  whether  it  be  a pipe 
dream  of  Oscar  Ewing. 

It  has  been  said  that  a good  soldier  never  volun- 
teers, and  it  is  unfortunate  for  the  army  in  general 
that  so  many  of  us  have  recently  served,  so  that  it  will 
undoubtedly  be  exceedingly  difficult  to  obtain  volun- 
teers, at  leas^  at  the  present  time.  The  profession  in 
general  fully  realizes  that  many  of  its  members,  in  all 
probability,  will  again  put  on  the  uniform  during  the 
next  year. 

MAY  BE  LAST 

This  meeting  of  the  Southwestern  Medical  Asso- 
ciation may  possibly  be  the  last  opportunity  that  some 
of  us  will  have  to  meet  our  friends  and  discuss  our 
problems  for  some  time  to  come.  All  of  us  sincerely 
hope  that  this  is  not  the  case,  but  for  this  reason  it  is 
extremely  important  that  we  make  an  attempt  to  get 
together,  discuss  our  problems,  and  obtain  the  view- 
points of  each  and  every  one  of  us  concerned  with  the 
practice  of  medicine  in  the  Southwest. 

The  advances  in  medicine  in  the  past  years  have 
been  quite  spectacular.  New  substances,  such  as 
ACTH  and  Cortisone,  have  come  to  the  front.  Iso- 
topes used  in  clinical  investigation  and  as  a therapeutic 
procedure  are  now  accepted  as  part  of  the  physicians’ 
equipment. 

The  Committee  have  been  able  to  bring  guest 
speakers,  well  versed  in  these  advances,  and  partic- 
ularly well  able  to  present  the  subject  matter  in  such 
a manner  that  each  and  every  physician  attending  this 
conference  will  leave  with  a better  and  more  adequate 
knowledge.  The  program  to  be  presented  is  as  fol- 
lows. 

WILLIAM  DOCK,  M.  D. 

Professor  of  Medicine,  State  University  of  New  York 
( Long  Island  College  of  Medicine)  Director  of  Medi- 
cine, Kings  County  Hospital,  College  Division. 

At.  D.  Rush  Medical  College.  Residency  Peter  Bent 
Brigham  Hospital,  Boston.  Formerly  Associate  Profes- 
sor of  Medicine  and  Professor  of  Pathology,  Stanford 
University.  Professor  of  Pathology,  Cornell. 

Titles  of  Papers: 

1.  The  Ballistocardiograph  as  an  Aid  in  Management  of 
Cardiac  Problems  in  an  Aging  Population. 

2.  The  Use  of  ACTH  and  Cortisone  in  Asthma  and  the 
Rheumatoid  States. 

3.  Sodium  Depletion  in  Treatment  of  Hypertension  and 
Dropsy. 

4.  Proteinuria  — Its  Mechanism  and  Sequelae. 


JOSEPH  W.  GALE,  M.  D. 

Professor  of  Surgery,  University  of  Wisconsin. 

M.  D.  Washington  University.  Residency  Barnes  Hos- 
pital, St.  Louis.  Associate  Surgeon,  State  of  Wisconsin 
General  Hospital.  Surgeon,  Wisconsin  State  Sanito- 
rium,  Statsan.  Chief  Surgical  Branch,  Dibble  General 
Hospital,  Menlo  Park,  California. 

Titles  of  Papers: 

1.  Resection  in  the  Treatment  of  Pulmonary  Tuberculosis. 

2.  The  Crippled  Lung. 

3.  Carcinoma  of  the  Lung. 

LEON  GOLDMAN,  M.  D. 

Professor  of  Surgery,  University  of  California. 

Al.  D.  University  of  California.  M.  S.  (Physiology) 
Northwestern  University.  Residency  University  of  Cal- 
ifornia Hospital.  Chief,  University  of  California  Surgi- 
cal Service,  San  Francisco  County  Hospital. 

Titles  of  Papers: 

1.  Nodular  Goiter  and  Cancer  of  the  Thyroid. 

2.  The  Management  of  Acute  Cholecystitis. 

JOHN  H.  LAWRENCE,  M.  D. 

Director,  Donner  Laboratory  of  Aledical  Physics,  Uni- 
versity of  California. 

Al.  D.  Harvard  University.  Consultant  joint  Task  Force 
Number  One,  Bikini,  July  1946.  Chairman  Division 
of  Aledical  Physics.  Associate  Professor  Experimental 
Aledicine,  University  of  California. 

Titles  of  Papers: 

1.  The  Use  of  Isotopes  in  Clinical  Investigation  and 
Therapy. 

2.  Current  Research  in  Clinical  Investigation  and  Therapy 
going  on  in  the  Donner  Laboratory  of  Medical  Physics. 

GEORGE  PINESS,  M.  D. 

Associate  Clinical  Professor  of  Aledicine,  University  of 
Southern  California. 

Al.  D.  University  of  Alaryland.  Residency  Hospital  of 
the  Good  Samaritan.  Attending  Physician  in  Aledicine, 
Hospital  of  the  Good  Samaritan,  Los  Angeles  and  Ce- 
dars of  Lebanon  Hospital.  Chief  of  Allergy  Clinic  at 
Childrens  Hospital  and  Good  Hope  Hospital,  Los  An- 
geles. Former  President  of  American  Academy  of  Al- 
lergy. 

Titles  of  Papers: 

1.  Management  of  Problems  in  Bronchial  Asthma. 

2.  The  Diagnosis  and  Management  of  Unusual  Allergic 
Syndromes. 

MARCY  L.  SUSSMAN,  M.  D. 

Clinical  Professor  of  Radiology,  University  of  Southern 
California. 

Al.  D.  Cornell.  Residency  Alassachusetts  General  Hos- 
pital, Boston.  Formerly  Radiologist  Alt.  Sinai  Hospital, 
New  York.  Clinical  Professor  of  Radiology  Columbia, 
University. 

Title  of  Paper: 

Body  Section  Radiography  of  the  Lungs. 
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MAXWELL  M.  WINTROBE,  M.  D.,  PH.  D. 

Professor  and  Head  of  Department  of  Medicine,  Uni- 
versity of  Utah. 

M.  D.  University  of  Manitoba.  Ph.D.  T ulane  Univer- 
sity. Residency  King  George  Hospital,  Winnipeg,  Cana- 
da. Physician  in  Chief  Salt  Lake  General  Hospital. 
Medical  Consultant  U.  S.  Atomic  Energy  Commission. 
Special  Consultant  U.  S.  Public  Health  Service. 

Titles  of  Papers: 

1.  The  Diagnosis  and  Treatment  of  Anemias. 

2.  The  Effect  of  ACTH  and  Cortisone  on  the  Hemopoietic 
System. 

STEWART  WOLF,  M.  D. 

Associate  Professor  of  Medicine,  Cornell  University. 

M.  D.  Johns  Hopkins.  Residency  New  York  Hospital. 
Associate  Attending  Physician  in  charge  of  Psychoso- 
matic Clinic,  New  York  Hospital.  Clinical  Associate 
NeuropSjCh.atrist,  Bellevue  Hospital. 

Titles  of  Papers: 

1.  The  Rela.icn  of  Life  Stress  to  Gastric  Function  and  the 
Pathogenesis  of  Peptic  Ulcer. 

2.  The  Physiology  of  Pain  with  a Consideration  of  Vis- 
ceral Pain  Mechanisms. 

3.  Life  Stress  and  Essential  Hypertension. 

4.  The  Internist  as  a Psychiatrist. 

SALVADOR  ZUBIRON,  M.  D. 

Professor  of  Nutriology,  National  University  Faculty 
of  Medicine  of  Mexico. 

Af.  D.  National  University  of  Mexico.  Director  of 
Hospital  for  Diseases  of  Nutrition,  Mexico  City. 

Titles  of  Papers: 

1.  Clinical  Manifestations  of  Malnutrition. 

2.  Nutritional  Factors  in  the  Etiology  and  Treatment  of 
Hepatic  Diseases. 

3.  Liver  Biopsy  as  a Diagnostic  Procedure. 

AT  WESTWARD  HO 

The  scientific  sessions  and  the  exhibits  are  to  be 
located  at  Hotel  Westward  Ho.  The  majority  of  us 
have  had  the  opportunity  of  attending  medical  con- 
ferences at  this  hotel  and  know  full  well  its  conveni- 
ence. The  Phoenix  convention  committee  is  sparing 
no  effort  to  make  this  conference  a huge  success.  The 
general  chairman  of  the  meeting  is  Dr.  Joseph  Bank. 
Those  of  us  who  know  Joe  well  are  sure  that  all  will 
be  well  and  everything  that  should  have  been  done 
will  be  done.  It  is  somewhat  early'  yet  to  announce 
all  the  exhibitors,  but  due  to  the  untiring  effort  of 
Dr.  M.  W.  Merrill,  the  committee  is  proud  to  list  the 
following  exhibitors: 

G.  D.  Searle  & Co. 

Southwestern  Surgical  Supply 
Meade  Johnson  & Company 
Bilhuber-Knoll  Corp. 

Waitt-Randolph  Equipment  Co. 

Doho  Chemical  Corporation 
Allied  Medical  Supply,  Inc. 

Dtm  Baxter,  Inc. 

Eli  Lilly  and  Co. 

U.  S.  Vitamin  Corporation 
M.  & R.  Dietetic  Laboratories 
The  Upjohn  Co. 

The  Coca-Cola  Co. 

Walker  Vitamin  Products,  Inc. 

Westwood  Pharmaceuticals 
Blair  Surgical  Supply,  Inc. 

Sandoz  Pharmaceuticals,  Inc. 

The  Borden  Company 
Westinghouse  Electric  Corp. 

Mission  Pharmacal  Co. 


General  Electric  X-Ray  Corp. 

A.  H.  Robbins  Co.,  Inc. 

Schering  Corporation 

Standard  Surgical  Supply  Co.,  Inc. 

W.  B.  Saunders  Co. 

SOUTHWESTERN  MEDICINE  wishes  to  thank 
the  exhibitors  for  their  fine  co-operation.  It  may  not 
be  generally'  realized  that  these  exhibitors  play  a great 
part  in  the  success  of  any  scientific  meeting  such  as 
this.  Not  only  do  these  exhibitors  make  available  the 
very  best  in  pharmaceutical  advances,  but  also  their 
help  from  a financial  standpoint  to  the  Association 
itself  is  great.  Without  their  kind  co-operation,  it 
would  be  extremely  difficult,  and  well  nigh  impossible 
to  conduct  a conference  such  as  this.  This  should  be 
remembered  by'  every  physician  attending  the  confer- 
ence, and  each  as  an  individual  should  make  a distinct 
effort  to  visit  these  exhibits  and  by'  this  act  to  some 
degree  repay  their  courtesy. 

LADIES  PROGRAM 

The  committee  as  usual  has  not  forgotten  a very 
important  phase  of  any  conference,  and  that  is  the 
entertainment.  For  the  ladies  the  committee  has  made 
arrangements  for  special  luncheons  and  entertainment. 
This,  very'  wisely,  is  being  arranged  by  a special 
Women’s  Committee.  This  is  as  it  should  be.  The 
ladies  always  do  a much  better  job.  Phoenix,  with 
its  shops,  its  restaurants,  and  divers  other  sources  of 
entertainment  will  undoubtedly  afford  those  in  atten- 
dance an  exceptionally  good  time. 

Opportunity'  for  the  golfers  has  been  taken  care 
of,  so  bring  your  clubs  and  your  crying  towel.  On 
Thursday,  October  26th,  there  will  be  an  informal 
picnic  dinner  for  the  doctors  and  their  wives.  Any 
of  the  old-timers  who  have  ever  attended  the  South- 
western meeting  in  Phoenix  are  well  acquainted  with 
these  informal  picnic  dinners,  and  anyone  who  hasn’t 
been  to  Phoenix  has  really  missed  a good  time.  Good 
food,  entertainment,  and  all  the  incidentals  that  go 
with  this  are  assured  at  this  get-together.  On  October 
27th  the  Dinner-Dance  will  be  held.  This  has  always 
been  a gala  affair,  and  undoubtedly  this  year  will  be 
lie  exception.  When  you  come,  plan  to  stay  for  this. 
The  Committee  has  worked  hard,  and  the  only  re- 
compense will  be  a good  attendance  at  all  affairs. 

NO  EFFORT  SPARED 

The  Phoenix  Convention  Committee  is  sparing  no 
effort  to  make  this  affair  a success,  and  in  fairness  to 
them  and  to  the  officers  of  the  Southwestern  Medical 
Association,  it  becomes  the  duty  of  each  and  every 
practitioner  of  the  Southwest  to  make  every  possible 
effort  to  be  in  Phoenix  October  26th  to  October  28th. 

Officers  of  the  Southwestern  Medical  Association  are: 

President:  /.  /.  Marshall,  M.  D.,  Roswell,  New  Mexico. 

President  Elect:  L.  W.  Breck,  M.  D.,  El  Paso,  Texas. 

First  Vice  President:  James  W'alsh,  M.  D.,  Douglas, 
Arizona. 

Second  Vice  President:  Charles  M.  T hompson,  Al.  D., 
Albuquerque,  New  Mexico. 

Secretary-Treasurer:  W'illard  W . Schuessler,  Al.  D.,  1415 
First  National  Building,  El  Paso,  Texas. 

General  Chairman  of  Meeting:  Joseph  Bank,  Al.  D.,  800 
North  First  Avenue,  Phoenix,  Arizona. 

Phoenix  Convention  Committee  members  are: 

Dr.  L.  D.  Beck  Dr.  L.  Clark  McVay  Dr.  Lloyd  Swasey 
Dr.  John  Cogland  Dr.  Paul  Jarrett  Dr.  Kent  Thayer 
Dr.  J.  M.  Greer  Dr.  M.  W.  Merrill  Dr.  David  C.  James 
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j&t  detms  USebtctg  <l£t  Poltticts 

BY  ROBERT  B.  HOMAN,  JR.,  M.  D.,  EL  PASO.  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


CAMPAIGN  FOR  FREEDOM 


Measurement  of  the  success  of  the  National  Educa- 
tion Campaign  of  the  A.  M.  A.  is  somewhat  difficult 
to  determine.  Until  a vote  of  the  people  is  secured 
on  the  question  of  socialized  medicine,  the  results  of 
American  medicine’s  plea  for  the  American  way  of  life 
must  remain  more  or  less  in  abstract.  The  A.  M.  A. 
campaign  has  been  waged  on  the  theme  that  the  vol- 
untary way  is  the  American  way.  In  other  words,  vol- 
untary health  and  hospital  insurance  is  superior  to  and 
more  democratic  than  socialized,  compulsory,  govern- 
ment controlled  “insurance”  to  provide  medical  care 
for  the  people.  Is  there  tangible  evidence  of  success 
of  the  campaign?  Let  us  see. 

PEPPER  DEFEATED 

In  the  political  field,  during  the  past  several  months, 
there  has  been  the  defeat  of  Senator  Pepper  of  Florida 
and  Senator  Graham  of  North  Carolina.  Both  of  these 
men  were  torch-bearers  for  compulsory  health  insur- 
ance and  other  left  wing  movements.  Although  other 
strong  organizations  were  in  the  field  opposing  Pep- 
per, no  less  an  authority  than  President  Truman  gives 
the  A.  M.  A.  credit  for  defeating  the  Senator.  We  are 
happy  to  receive  this  accolade.  It  is  probably  well 
deserved.  In  addition,  Mr.  Oscar  Ewing  has  twice 
been  denied  his  self-anointed  back-door  entrance  to 
the  control  of  American  medicine  through  the  defeat 
of  his  re-organization  plans.  The  Senate  blocked  him 
in  his  first  attempt,  the  House  in  his  second.  It  thus 
seems  obvious  that  the  doctor’s  view  is  being  respect- 
ed by  some  of  the  voters  and  in  the  legislative  branch 
of  government. 

Further  evidence  of  the  success  of  the  Educational 
Campaign  is  found  in  the  phenomenal  growth  of  vol- 
untary hospital  and  medical  and  surgical  insurance 
coverage  since  the  advent  of  the  campaign  some  twen- 
ty months  ago.  Large  industries  such  as  U.  S.  Steel 
and  Ford  Motor,  as  well  as  thousands  of  smaller 
organizations,  and  groups,  have  provided  coverage  for 
employees  through  voluntary  insurance  plans.  Doc- 


tors over  the  country  report  more  and  more  patients 
and  friends  expressing  unsolicited,  outspoken  opposi- 
tion to  government  control  of  medical  care.  Thou- 
sands of  organizations,  large  and  small,  have  adopted 
resolutions  opposing  compulsory  health  insurance  and 
the  socialistic  trend  it  furthers. 

CLIMAX  IN  OCTOBER 

The  Education  Campaign  will  reach  a climax  during 
the  month  of  October.  An  intensive  national  news- 
paper, magazine,  and  radio  advertising  program  is  to 
be  used  for  the  first  time  in  the  campaign.  A.  M.  A. 
ads  will  appear  in  over  10,192  local  daily  and  weekly 
newspapers,  in  national  magazines  (circulation  54  mil- 
lion), in  Sunday  magazine  sections  (circulation  38 
million),  and  in  trade  and  business  magazines.  The 
radio  schedule  calls  for  the  use  of  spot  announcements 
on  over  1000  stations  in  every  part  of  the  nation.  The 
intense  coverage  will  be  during  the  period  of  October 
8-22,  1950. 

In  conjunction  with  these  advertisements,  the  cam- 
paign directors  are  inviting  industry,  business,  and 
organizations  to  use  “tie-in”  ads  at  the  same  time  — 
to  further  the  fight  against  socialism  and  to  preserve 
our  American  way  of  life.  Newspapers  everywhere, 
have  been  furnished  suggested  advertising  copy  and 
prepared  mats  for  use  in  this  connection.  Thousands 
of  national  and  local  business  concerns  have  received 
samples  of  this  copy  and  have  been  invited  to  parti- 
cipate in  this  campaign  for  the  preservation  of  free- 
dom in  America.  The  response  to  date,  at  the  national 
level,  has  been  gratifying  and  inspirational. 

However,  the  success  of  the  campaign  at  the  local 
level  will  be  only  as  good  as  the  doctors  make  it. 
Each  doctor  should  call  some  of  his  business  friends 
and  invite  them  to  join  this  nation-wide  reaffirmation 
of  our  faith  in  freedom.  The  march  of  socialism  in 
America  must  be  stopped.  This  is  your  opportunity 
to  help  stop  it. 


PHOENIX,  LEADING  RESORT  CITY 


Phoenix,  famous  as  one  of  America’s  favorite  win- 
ter vacation  lands,  offers  a wide  variety  of  attractions 
for  those  planning  to  attend  the  annual  Southwestern 
Medical  Association  meeting,  Oct.  26-28,  in  Hotel 
Westward  Ho. 

Many  of  the  motels,  which  offer  excellent  accom- 
modations, have  their  own  swimming  pools.  Horse- 
back riding  is  one  of  the  most  enjoyable  pastimes  in 
the  Valley  of  the  Sun,  and  the  surrounding  cactus- 
studded  desert  provides  the  ideal  setting  for  eques- 
trians. There  are  fine  stables  with  good  horses  at 
sprawling  South  Mountain  Park,  near  picturesque 
Papago  State  Park  east  of  the  city,  and  in  the  citrus 
grove  district. 

The  18-hole  municipal  course  at  Encanto  Park  is 
located  a few  miles  from  the  downtown  area  and  a 
two-mile  boating  lagoon  winds  in  and  around  the 
fairways.  Encanto  Park  also  offers  facilities  for  out- 


door picnics  and  barbecues,  croquet,  shuffleboard, 
horseshoes,  roque  and  archery. 

PAPAGO  PARK 

Papago  Park  also  is  the  home  of  the  famous  Des- 
ert Botanical  Garden,  the  only  one  of  its  kind  in  the 
world,  306  acres  of  which  are  devoted  exclusively  to 
desert  plants.  The  unusual  nature  of  plants  displayed 
makes  the  garden  a leading  attraction  for  sightseers. 
Visitors  to  the  garden  will  see  thousands  of  varieties 
of  cacti  from  Arizona,  Mexico,  Central  and  South 
America,  and  costal  islands  of  both  continents.  Guide 
service  through  the  grounds  is  available,  and  lectures 
are  conducted  on  Sundays  during  the  winter  season. 

Just  10  miles  south  of  Phoenix  is  the  14,673  acre 
South  Mountain  Park,  the  largest  municipally  owned 
park  in  the  nation.  It  has  picnic  areas,  horseback 
trails  and  many  rocks  carved  with  inscriptions  by 
early  explorers. 

(Continued  on  Page  331) 
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THE  NEW  WINKLER  COUNTY  MEMORIAL 


HOSPITAL 


New  Winkler  County  Memorial  Hospital,  Kermit,  Texas 


Many  millions  of  dollars  in  construction  have  been 
spent  in  Kermit,  Texas,  since  the  discovery  and  pro- 
duction of  deep  oil  late  in  1943  started  the  town  on  a 
growing  and  expanding  spree  that  has  been  amazing, 
even  in  the  fast-growing  Permian  Oil  Basin.  But,  few 
of  the  new  facilities  which  have  been  added  during  the 
town’s  growth  have  been  more  needed  or  served  a 
greater  purpose  than  has  Winkler  County  Memorial 
Hospital  in  Kermit,  Texas. 

By  1945  Kermit  had  outgrown  everything,  includ- 
ing schools,  residences,  business  buildings — and  medi- 
cal facilities.  Late  in  1945  Kermit  Chamber  of  Com- 
merce was  organized,  and  the  very  first  project  spon- 
sored by  the  new  organization  was  to  secure  and 
present  petitions  to  the  County  Commissioners  Court 
asking  for  a hospital  bond  election. 

Early  in  1946  voters  of  Winkler  County  approved 


With  an  exterior  of  light  face  brick,  the  hospital  is 
one  of  the  most  modern  and  one  of  the  most  complete- 
ly equipped  such  institutions  in  the  Southwest  and  is 
highly  rated  as  such.  The  interior  of  the  Kermit  Unit 
consists  of  a medical  surgical  division  of  thirty  two 
beds;  a wing  with  a well  equipped  surgical  suite,  a 
major  and  minor  operating  room,  central  service,  utili- 
tv  room  and  surgical  supply  room.  A well  equipped 
maternity  division  includes  eight  beds,  a nursery  with 
eight  bassinetts,  and  two  delivery  rooms.  The  Wink 
Clinic  Unit  of  the  hospital  has  six  beds  and  a com- 
bination emergency  and  treatment  room. 

Jack  W.  Shrode,  who  is  the  administrator,  has 
been  specially  trained  for  the  position.  He  holds  a 
Masters  Degree  in  Hospital  Administration  and  served 
a resident  training  period  at  Harris  Hospital,  Fort 
Worth.  At  all  times  a staff  of  trained  nurses  is  main- 


Clinic  Unit,  Wink,  Texas 


action  by  the  Civil  Production  Administration.  When 
CPA  approval  was  finally  secured,  construction  costs 
had  jumped  and  all  bids  received  on  the  original  hospi- 
tal plans  were  much  higher  than  the  available  funds. 

The  County  did  not  seek  federal  aid,  but  instead 
plans  were  re-done,  corners  were  cut,  and  in  March  of 
1947  contracts  were  awarded  for  building  the  main 
hospital  unit  in  Kermit  and  a Clinic  Unit  in  W ink, 
Texas. 

Winkler  County  Memorial  Hospital  was  opened 
June  10,  1948,  more  than  two  years  after  the  bonds 
were  approved.  Since  then  it  has  filled  a long  needed 
service  to  the  area  and  county. 


tabled  to  care  for  capacity  occupancy  of  the  hospital. 
The  Nursing  Service  is  headed  by  Mrs.  Frances  Hard- 
wick, Director  of  Nursing  Service.  The  total  number 
of  personnel  for  both  Kermit  and  Wink  Units  is 
forty-one. 

The  medical  staff  is  headed  by  Dr.  W.  H.  McClure, 
with  Dr.  David  Sauer  serving  as  vice-president,  and 
Dr.  Joe  Heath  as  secretary.  Other  staff  members  are 
Dr.  B.  A.  Wight,  and  Dr.  W.  G.  Plinke.  Two  other 
doctors,  who  had  been  in  Kermit  a number  of  years, 
began  a year’s  leave  of  absence  July  1.  Dr.  Cecil 
Robinson  and  his  wife,  Dr.  Rose  Robinson.  Dr.  Cecil 
(Continued  on  Page  331) 
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EXPERIMENTAL  CANCER  RESEARCH  AND  ITS 
CONTRIBUTION  TO  OUR  KNOWLEDGE 

OF  CANCER 

By  E.  T.  Bell,  M.  D.,  Minneapolis 


The  great  majority  of  scientists  now  engaged  in 
cancer  research  are  directing  their  attention  toward 
the  study  of  cancer  in  animals.  These  investigators 
are  chemists,  physicists  and  biologists,  and  few  of 
them  have  had  medical  training.  A paper  on  cancer 
morphology  rarely  appears  on  the  program  of  the 
American  Society  for  Cancer  Research.  The  problem 
of  cancer  is  being  attacked  from  the  point  of  view  of 
the  basic  sciences  on  a very  wide  front.  Although  I 
am  not  participating  in  this  basic  research  I heartily 
approve  of  it,  since  the  morphologists  concerned  with 
human  cancer  are  now  making  very  little  progress 
toward  determining  the  fundamental  nature  of  the 
disease. 

In  view  of  the  enormous  amount  of  time  and 
money  that  has  been  devoted  to  experimental  cancer 
research  it  is  appropriate  at  this  time  that  we  try  to 
assess  the  value  of  the  contributions  which  have  been 
made. 

(1)  THE  ROLE  OF  CHEMICAL  IRRITANTS  IN  THE 
ETIOLOGY  OF  CANCER 

(a)  Tar  Cancers.  Prior  to  1915  it  was  well  known 
that  tar-workers  developed  a dermatitis  followed  by 
keratoses  and  cancers  on  parts  of  the  skin  continu- 
ously covered  with  tar.  In  1915  Yamagiwa  and 
Ichikawa  succeeded  in  producing  squamous  cell  carci- 
noma of  the  skin  of  the  ear  of  rabbits  by  repeated 
applications  of  tar  over  a period  of  six  months  to  one 
year.  This  was  experimental  proof  of  a fact  rather 
well  established  by  clinical  observation. 

Many  years  later  Kennaway  and  associates  studied 
the  carcinogenic  activity  of  pure  hydrocarbons  isolated 
from  tar  by  Cook  and  others.  They  found  that  1:2:5 :6- 
dibenzanthracene  is  markedly  carcinogenic.  Later  it 
was  learned  that  1 :2  benzpyrene  produces  tumors  in 
about  one-half  the  time  required  by  dibenzanthracene, 
and  that  methyl  cholanthrene  is  even  more  efficient  in 
producing  cancers.  Shear  found  that  cholanthrene  and 
methyl  cholanthrene  are  both  highly  carcinogenic  but 
that  structural  isomers  of  these  hydrocarbons  are  only 
slightly  carcinogenic  or  inactive. 

Only  a few  of  the  hydrocarbons  in  tar  are  carcino- 
genic, and  some  are  much  more  efficient  than  others 
in  producing  cancer.  Carcinogenic  activity  is  litghly 
specific  in  the  sense  that  a rearrangement  of  the 
groups  in  a molecule  alters  its  effectiveness  in  pro- 
ducing cancer. 

It  appears  that  certain  groups  in  the  molecule  of 
a carcinogenic  hydrocarbon  combine  with  or  destroy 
something  in  the  living  cell  thus  changing  it  into  a 
cancer  cell. 

HYDROCARBONS 

The  carcinogenic  hydrocarbons  from  tar  will  pro- 
duce cancers  in  almost  any  tissue  of  the  body  to  which 
they  are  applied.  They  produce  sarcomas  in  connec- 
tive tissues,  carcinomas  in  epithelial  tissues,  and  vari- 
ous gliomas  when  introduced  into  the  brain.  This  is 
an  example  of  many  types  of  cancer  produced  by  the 
same  irritants.  They  readily  induce  tumors  in  strains 
of  mice  that  have  few  or  no  spontaneous  tumors.  The 
induced  tumors  are  readily  transplantable  into  other 
animals  of  the  same  species. 

It  has  therefore  been  clearly  established  that  cer- 
tain hydrocarbons  may  convert  normal  cells  into  can- 


cer cells.  No  one  believes  that  these  hydrocarbons 
cause  human  cancer,  but  it  appears  possible  that  some 
products  of  abnormal  metabolism  are  carcinogenic. 
However,  no  such  carcinogenic  substance  has  yet 
been  identified. 

(b)  Carcinoma  of  the  liver  has  been  produced  in 
rats  by  feeding  O-amidoazotoluol,  and  in  mice  by  in- 
jection of  this  substance.  Kinosita  produced  carci- 
noma of  the  liver  in  rats  by  feeding  them  butter  yel- 
low. These  tumors  may  be  prevented  by  the  simul- 
taneous administration  of  vitamin  B complex.  We 
have  therefore  a cancer  produced  by  feeding  a chemi- 
cal substance,  which  may  be  prevented  by  the  pres- 
ence of  an  excess  of  vitamin  B complex. 

(2)  CANCERS  PRODUCED  BY  IRRADIATION 

(a)  Ultraviolet  light.  Since  over  90  per  cent  of 
the  carcinomas  of  the  skin  occur  on  the  face,  neck, 
and  hands  it  has  long  been  believed  that  ultraviolet 
light  is  a causative  factor  in  these  neoplasms.  This 
concept  is  further  supported  bv  the  rare  cases  of  xero- 
derma pigmentosum  in  which  the  skin  is  so  sensitive 
to  sunlight  that  carcinoma  develops  in  children.  We 
do  not  really  need  any  more  evidence  to  prove  that 
ultraviolet  light  is  a major  influence  in  carcinoma  of 
the  skin,  but  we  also  have  experimental  evidence. 
Carcinomas  have  been  produced  on  the  ears  and  tails 
of  white  mice  by  repeated  exposures  to  ultraviolet 
light.  We  know  the  cause  of  carcinoma  of  the  skin, 
and  we  can  control  it  to  a large  extent. 

(b)  Roentgen  rays  and  radium.  It  was  known  40 
years  ago  that  repeated  irradiation  of  the  skin  caused 
chronic  dermatitis  followed  by  keratoses  and  cancer. 
This  was  the  unfortunate  experience  of  roentgenolo- 
gists before  proper  screening  came  into  use.  These 
were  usually  young  men,  and  the  cancers  developed 
on  their  forearms  and  hands  after  several  years  of 
dermatitis.  Watch-dial  painters,  who  used  a radium- 
mesothorium  paint,  developed  osteogenic  sarcoma, 
This  is  the  clinical  evidence  that  irradiation  may  pro- 
duce cancer. 

The  experimental  evidence  corroborates  clinical  ex- 
perience. Malignant  tumors  have  been  produced  in 
rabbits  by  planting  radium-filled  platinum  tubes  in  the 
tissues  and  leaving  them  for  over  two  years.  Irradia- 
tion of  mice  leads  to  the  development  of  ovarian 
carcinomas. 

The  use  of  radioactive  substances  in  the  treatment 
of  diseases  such  as  hyperthyroidism  is  attended  with 
some  theoretical  danger  especially  when  radioactivity 
continues  for  a long  time. 

It  may  seem  surprising  that  an  agent  which  often 
destroys  cancer  can  also  induce  its  formation.  When 
we  want  to  destroy  a cancer  we  give  a large  dose 
which  kills  the  cancer  cells.  Repeated  small  doses 
injure  and  stimulate  cells  and  sometimes  change  them 
into  cancer  cells. 

(3)  THE  ROLE  OF  THE  SEX  HORMONES 
IN  CANCER 

The  sex  hormones  exert  an  influence  only  on  can- 
cers of  organs  which  they  normally  stimulate,  viz., 
the  breast  in  the  female  and  the  prostate  in  the  male. 
In  this  field  the  experimentalists  have  led  the  way. 

(a)  Estrogens.  In  mammary  cancer  in  mice  three 
factors  are  necessary  for  the  development  of  cancer, 
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viz.,  a virus,  estrogens,  and  an  hereditary  chromo- 
somal factor.  Estrogens  are  very  important;  the  males 
do  not  develop  cancer  of  the  breast.  When  very  young 
mice  of  a high-breast  cancer  strain  are  ovariectomized, 
they  seldom  develop  cancer  of  the  breast.  This  is  be- 
cause the  breast  does  not  develop  in  the  absence  of 
stimulation  by  estrogens.  It  remains  as  an  atrophic 
structure  consisting  only  of  large  ducts  as  in  the  male. 

When  the  male  mouse  of  a high-breast  cancer  strain 
is  continuously  injected  with  estrogens  the  breast  de- 
velops as  in  the  female  and  becomes  cancerous. 

In  human  beings  there  are  about  100  cancers  of  the 
breast  in  the  female  to  one  in  the  male,  because  the 
male  breast  is  usually  atrophic.  It  is  clear  that  estro- 
gen plays  a role  in  maintaining  the  development  of  the 
breast.  There  is  very  little  breast  tissue  in  the  male. 
Two  or  three  cases  have  been  reported  in  which  males 
with  carcinoma  of  the  prostate  treated  with  estrogens 
over  a long  period  have  developed  gynecomastia  and 
a carcinoma  of  the  breast. 

There  is  further  clinical  evidence  of  the  importance 
of  estrogens.  In  young  women  with  carcinoma  of  the 
breast  castration  frequently  produces  a marked  tem- 
porary recession  of  symptoms,  but  no  cures  have  been 
reported. 

The  fact  that  a large  proportion  of  breast  cancer 
occurs  after  the  menopause  throws  doubt  upon  the 
importance  of  estrogens;  but  we  know  that  the  breast 
tissue  atrophies  slowly  after  the  menopause  and  that 
estrogens  are  also  formed  in  the  adrenals. 

Curiously  enough  the  administration  of  estrogens 
often  causes  a definite  temporary  improvement  in  ad- 
vanced carcinoma  of  the  breast. 

(b)  Androgens.  Androgens  are  formed  in  the 
interstitial  cells  of  the  testes  and  they  stimulate  the 
prostate  gland.  The  prostate  remains  undeveloped  in 
males  castrated  early  in  life.  Huggins  found  that 
many  patients  with  carcinoma  of  the  prostate  were 
temporarily  benefitted  by  orchiectomy.  There  is  fre- 
qently  relief  of  pain  and  some  regression  of  metasta- 
ses;  but  there  are  no  permanent  cures,  and  many  pa- 
tients are  not  benefitted.  There  is  no  doubt,  however, 
that  the  tumor  is  frequently  stimulated  by  androgens 
from  the  testes.  Temporary  improvement  is  some- 
times obtained  by  administration  of  stilbestrol  which 
presumably  neutralizes  the  effect  of  the  androgens. 

We  may  conclude  that  estrogens  promote  the  de- 
velopment of  cancer  of  the  breast  chiefly  by  main- 
taining the  development  of  breast  tissue,  and  to  a 
much  lesser  extent  by  stimulating  the  cancer  tissue. 
Androgens  stimulate  prostatic  cancers.  We  do  not 
know  to  what  extent  they  ininiate  the  cancer. 

(4)  THE  HOLE  OF  PARASITES  I!N  CANCER 

The  only  human  cancer  known  to  be  related  to 
a parasite  is  bilharzia  cancer  of  the  bladder  in  Egyp- 
tians. This  schistosome  grows  in  the  wall  of  the 
bladder  and  produces  a severe  chronic  cystitis  which 
finally  terminates  in  carcinoma.  It  appears  possible 
that  some  toxic  substance  in  the  parasite  stimulates 
the  epithelium  of  the  bladder  to  neoplastic  growth. 

In  animals  there  are  two  known  examples  of  can- 
cer developing  about  an  infection  with  animal  para- 
sites: viz.,  the  spiroptera  carcinoma  of  the  stomach  in 
rats  and  the  cysticercus  sarcoma  of  the  liver  in  rats. 
In  both  of  these  instances  the  cancer  develops  in  the 
inflammatory  tissue  produced  by  the  parasite. 

There  is  no  evidence  that  animal  parasites  are 
concerned  in  any  other  cancers  in  man  or  animals. 
There  is  also  no  evidence  that  bacteria  are  concerned 
■directly  in  any  cancer;  but  rarely  a sarcoma  develops 
from  fibroblasts  in  an  inflammatory  area. 

(5)  VIRUSES  AS  A CAUSE  OF  CANCER 

In  this  field  experimental  cancer  research  has  made 
valuable  contributions  to  our  knowledge.  It  has  been 
found  that  several  varieties  of  sarcoma  in  chickens  are 


caused  by  viruses,  i.  e.,  they  may  be  transmitted  by  a 
cell-free  filtrate  of  the  tumor.  Each  histological  type 
is  caused  by  a specific  virus.  Sarcomas  in  chickens 
induced  by  carcinogenic  hydrocarbons  apparently  do 
not  contain  a virus  since  they  cannot  be  transmitted 
by  cell-free  filtrates;  and  living  tumor  cells  are  re- 
quired for  transmission  of  the  tumor. 

Perhaps  the  most  interesting  of  the  virus-induced 
tumors  is  spontaneous  carcinoma  of  the  breast  in  mice. 
The  virus  is  transmitted  from  mother  to  offspring 
through  the  milk.  The  offspring  of  a high-breast-cancer 
mother  do  not  develop  cancer  of  the  breast  if  they  are 
foster-nursed  by  a mother  of  a low-breast-cancer 
strain.  Three  factors  are  necessary  for  the  develop- 
ment of  spontaneous  breast  cancer  in  mice,  viz.,  a 
virus  which  is  transmitted  through  the  milk,  an  estro- 
gen which  causes  growth  of  the  breast,  and  a chro- 
mosomal factor  — only  special  strains  of  mice  being 
susceptible.  This  cancer  is  now  well  understood  and 
is  controllable  by  foster  nursing. 

We  do  not  know  whether  a virus  is  concerned  in 
human  breast  cancer,  but  it  appears  possible.  In  fami- 
hes  with  a high  incidence  of  cancer  of  breast,  we  may 
some  day  recommend  that  the  mothers  do  not  nurse 
their  children.  If  a baby  mouse  gets  a drop  of  milk 
from  its  mother  it  gets  the  virus.  It  will  require  many 
years  before  this  question  can  be  answered. 

There  is  no  doubt  that  a virus  is  concerned  in  some 
animal  cancers,  but  there  is  no  direct  evidence  that  a 
virus  causes  any  human  cancer. 

(6)  EVIDENCE  ON  THE  GROWTH  OF  CANCER 

Experiments  with  animal  cancer  have  shown  that 
nearly  all  malignant  tumors  may  be  successfully  trans- 
planted into  other  animals  of  the  same  species,  but 
they  rarely  grow  to  any  notable  extent  in  animals  of 
another  species.  In  this  respect  cancer  cells  differ 
from  normal  cells,  since  very  few  normal  tissues  live 
permanently  when  transplanted  to  another  animal  of 
the  same  species.  You  cannot  successfully  transplant 
a kidney  from  one  animal  to  another  of  the  same 
species  but  you  can  transplant  a tumor.  Some  tumors 
can  be  grown  in  tissue  culture  in  test  tubes. 

CONCLUSION 

The  major  contributions  of  experimental  cancer 
research  are  as  follows: 

(a)  Cancer  may  be  induced  by  a great  many  speci- 
fic chemical  substances,  the  best  known  of  which  are 
complex  hydrocarbons  derived  from  tar.  Some  carci- 
nogenic compounds  are  more  active  than  others  in 
inducing  cancer,  and  their  capacity  to  produce  cancer 
seems  to  depend  upon  irritation  of  the  cells  in  some 
unknown  way,  possibly  by  combining  with  molecular 
groups  in  the  protoplasm.  Simple  chronic  irritation 
does  not  produce  cancer.  The  prolapsed  cervix  be- 
comes cornified  but  is  not  especially  prone  to  develop 
cancer. 

(b)  Viruses  play  an  important  role  in  certain  spon- 
taneous tumors  in  animals,  viz.,  sarcoma  of  chickens, 
carcinoma  of  the  breast  in  mice,  the  Shope  papilloma 
of  the  skin  of  rabbits,  and  carcinoma  of  the  kidney  in 
frogs. 

(c)  Cancer  cells  grow  more  vigorously  than 
normal  cells,  but  they  require  oxygen  and  food  for 
growth  as  normal  cells  do. 

(d)  Heredity  plays  an  important  role  in  animal 
cancer,  and  by  analogy  in  human  cancer  also. 

(e)  The  combination  of  several  factors  is  often 
necessary  for  the  development  of  an  animal  cancer, 
e.  g.  Mammary  cancer  in  mice  requires  the  associa- 
tion of  a virus,  an  estrogen  and  an  hereditary  or  chro- 
mosomal factor. 

(f)  The  host  does  not  offer  any  appreciable  resis- 
tance to  the  growth  of  a cancer.  Immunization  against 
cancer  has  not  been  successful. 
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THE  GOALS  OF  EXPERIMENTAL  CANCER 
RESEARCH 

The  experimental  investigator  hopes  some  day  to 
answer  the  following  questions: 

In  what  respects  do  cancer  cells  differ  from  normal 
cells?  Is  it  possible  to  interrupt  an  enzyme  system  in 
a cancer  cell  and  cause  its  death?  Can  a chemical  be 
found  which  will  inhibit  or  destroy  cancer  cells  with- 
out producing  serious  injury  to  normal  tissues?  Is 
there  a single  basic  influence  which  changes  normal 
cells  to  cancer  cells?  Can  this  change  be  brought  about 
by  an  unlimited  number  of  irritants?  Is  each  histolo- 
gical type  of  cancer  a different  disease  with  a separate 
etiology? 

PRACTICAL  APPLICATIONS  OF  EXPERIMENTAL 
CANCER  RESEARCH 

Experimental  research  has  taught  us  a great  deal 
about  cancer  but  has  not  yet  produced  very  much  to 
help  the  clinician  in  the  treatment  of  a patient  with 
cancer.  A pessimist  might  say  that  the  experimental- 
ists have  taught  us  forty  ways  to  produce  cancer  but 


no  new  way  to  prevent  or  destroy  it.  We  must  still 
depend  upon  early  recognition  of  the  disease  and  ade- 
quate surgical  removal  or  destruction  of  the  growth 
by  irradiation.  We  confidently  expect  that  the  ex- 
perimentalists will  at  some  future  time  furnish  us  with 
better  weapons,  and  we  should  continue  to  support 
experimental  study  on  a wise  scale;  but  in  the  mean- 
time we  must  use  the  knowledge  and  techniques  that 
we  now  possess  to  the  best  of  our  ability. 


Laryngeal  Tumors 

Hoarseness  is  the  most  common  symptom  of  laryn- 
geal tumors;  other  symptoms  are  dyspnea  and  chronic 
coughing.  A careful  examination  with  a laryngeal 
mirror  should  be  carried  out  whenever  these  symp- 
toms occur.  Repeated  examinations  of  the  area  are 
recommended  if  the  tumor  is  not  found  the  first  time. 
Biopsy  is  necessary  to  establish  a positive  diagnosis. 

Cunning,  D.  S. : Diagnosis  and  Treatment  of  Laryngeal  Tumors, 
J.  Am.  M.  A.  I.'i2  : 7 3 (Jan.  14)  1950. 
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RUPTURE  OF  THE  UTERUS  WITH  TWO 

UNUSUAL  CASES 

By  Eugene  G.  McCarthy,  M.  D. 

Plainview  Clinic,  Plainview,  Texas 


INCIDENCE 

Rupture  of  the  uterus  occurs  on  an  average  of  once 
in  2000  pregnancies.  The  present  day  discontinuance 
of  podalic  version  and  vaginal  manipulations  (Bag 
insertion  and  Hicks  version)  in  placenta  praevia  have 
not  decreased  its  incidence.  Although  the  low  seg- 
ment caesarian  scar  is  the  site  of  rupture  about  Half 
as  frequently  as  the  old  classical  one,  the  incidence 
of  rupture  remains  stationary.  The  increasing  number 
of  women  with  caesarian  scars  serves  to  uphold  the 
percentage. 

ETIOLOGY 

Brierton*1),  in  a recent  paper,  traces  the  trend  in 
causes  of  rupture  of  the  uterus.  Obstetrical  trauma 
causing  40  per  cent  or  more  ruptures  in  the  past  has 
decreased  now,  accounting  for  15  per  cent.  Ruptures 
through  caesarian  scars  have  increased  in  spite  of  the 
great  increase  in  the  low  segment  operation.  Large 
babies  and  grand  multiparas  with  thinned  out  cicatricial 
uterine  walls  account  for  a small  percentage  of  cases. 
Myomectomy  scars  and  degenerated  fibroids  also  are 
an  infrequent  cause  of  dissolution  of  the  uterine  wall. 
Placenta  praevia  and  premature  placental  separation 
cause  a few  ruptures,  the  former  making  the  lower 
uterine  segment  friable  because  of  its  vascularity  and 
the  latter  by  a dissecting  hemotoma  of  the  myome- 
trium. Cervical  stenosis  from  cauterization  or  oper- 
ation may  lead  to  rupture.  1 am  adding  two  rarer 
causes,  that  is,  dissolution  of  the  myometrium  from 
the  excessive  cytolytic  enzymes  of  a previous  invasive 
mole  and  mymetrial  invasion  by  placenta  percreta. 
Of  the  latter  Hertig  reported  four  cases  in  the  entire 
literature  up  to  1938.  Of  the  former,  only  one  men- 
tion that  I know  of  has  been  made.  Two  moles  in  the 
same  patient  is  in  itself  a medical  curiosity. 

CASE  NO.  I.  HOSPITAL  NO.  M-1877 

Mrs.  N.  D.  W.,  Age  26,  Gravida  III,  Para  I. 

Past  History:  Three  months  abortion  in  1945  with 
curettage  after  six  weeks  bleeding.  Friable  tissue  not 
definable  as  placental  elements  removed.  After  this 
she  had  menorrhagia  and  continuous  right  sided  pelvic 
pain  until  next  pregnancy  in  1946  when  she  delivered 
a normal  full  term  baby.  There  was  difficulty  in  pla- 
cental separation  and  she  had  a prolonged  period  of 
bleeding  post  partum.  She  felt  fairly  well  after  several 
months  and  reported  in  to  the  clinic  three  months 
pregnant  on  September  15,  1948. 

Present  Pregnancy:  She  complained  of  moderate 
right  sided  pressure  pains  at  five  months  gestation. 
Her  blood  pressure,  urinalysis  and  blood  picture  re- 
mained normal.  At  seven  months  she  was  admitted  to 
the  hospital  with  recurrent  abdominal  pains  and  a 
diagnosis  of  threatened  premature  labor  was  made. 
However,  no  uterine  contractions  were  felt.  After 
sedation,  she  was  sent  home.  On  May  25.  1949  at 
5:00  a.  m.,  she  was  awakened  from  sleeping  by  a 
knife-like  pain  in  the  epigastrium  and  difficulty  in 
breathing.  She  was  seen  at  5:15  a.  m.,  and  was  found 
in  profound  shock.  Pulse  was  imperceptible  and  blood 
pressure  was  60/0.  The  fetal  heart  was  heard  at  this 
time  but  lost  in  the  next  fifteen  minutes.  The  abdo- 
minal muscles  were  rigid  and  rebound  tenderness 
was  marked.  Suitable  blood  was  obtained  and  lapa- 
rotomy was  done  at  seven  o’clock.  A clean  punched 


out  hole  in  the  uterus  the  size  of  a dollar  was  found 
in  the  top  of  the  uterus  towards  the  right  cornu.  The 
placenta  was  bulging  through  this  opening  and  the 
uterine  sinuses  were  bleeding  moderately.  The  area 
was  excised  around  to  healthy  myometrium  and  closed 
with  three  layers  of  chromic  sutures,  after  hyste- 
rotomy and  extraction  of  a dead  baby  was  performed. 
A hasty  tubal  ligation  was  done  and  the  abdomen 
closed.  She  received  2400  cc  of  hlood  during  and 
after  surgery  and  made  an  uneventful  recovery.  Sec- 
tion of  the  myometrium  at  the  penetration  showed 
excess  of  fibroblasts  and  necrotic  muscle  cells.  The 
villi  appeared  normal  in  structure  except  for  retention 
of  the  Langhans  layer  of  cells.  Hertig<2>  in  discussing 
the  etiology  of  placenta  accreta  mentioned  old  trau- 
matic areas  from  previous  curettage  as  a possible 
cause  of  the  invasive  villi.  This  woman’s  history 
would  make  this  feasible. 

CASE  NO.  II 

Mrs.  V.  C.,  Age  37,  Para  II,  Gravida  IV.  This 
lady  was  night  supervising  nurse  at  our  hospital. 

Past  History:  A miscarriage  at  3l/2  months  in 
1946  with  continued  bleeding.  This  necessitated  a 
curettage  and  the  physician  diagnosed  hydatidiform 
mole  from  the  curettings.  In  November  1948  she 
delivered  a full  term  infant  at  which  time  her  physi- 
cian experienced  difficulty  in  extracting  the  placenta. 
Eighteen  hours  post  partum  she  went  into  sudden 
shock  and  a diagnosis  of  ruptured  uterus  was  made. 
Laparotomy  revealed  a necrotic  bleeding  area  in  the 
fundus  mid-way  between  the  cornu.  The  area  was 
about  the  size  of  a silver  dollar.  Resection  down  to 
healthy  myometrium  was  done  and  hasty  closure  with 
three  rows  of  chromic  sutures.  No  sterilization  done. 
(The  infant  died  three  weeks  after  a gastro-enteroto- 
my  for  duodenal  atresia.) 

Present  Pregnancy:  This  patient  returned  to  work 
but  never  felt  very  well.  Menses  were  irregular  and 
fatigue  was  constant.  She  consulted  us  on  October  6, 
1949  as  she  was  eight  weeks  overdue  and  spotting 
blood  two  weeks.  A frog  test  was  strongly  positive 
even  in  diluted  urine.  On  consultation  with  her  physi- 
cian we  decided  that  it  would  be  best  to  avoid  intra- 
uterine curettage.  We  reasoned  that  the  scar  of  the 
old  rupture  was  an  unknown  quantity  and  combined 
hysterotomy  and  tubal  ligation  were  indicated.  On 
October  21,  1949,  a laparotomy  was  done.  The  well 
healed  scar  of  previous  rupture  could  be  seen  plainly 
and  to  the  right  of  it  an  area  of  impending  rupture 
covered  only  by  a bleb  of  serosa  was  seen.  The  finger 
could  be  easily  pushed  into  the  friable  blood  clot  that 
had  replaced  the  myometrium.  A subtotal  hysterec- 
tomy was  done.  Section  of  the  specimen  revealed  the 
grape-like  growths  of  a hydatidiform  mole. 

Pathological  Report:  (Terrell’s  Laboratory)  Gross 
specimen  of  uterus  measures  7.5  x 8 x 6 cm.  It  has 
been  opened  and  contains  clear  globules  like  grapes. 
In  one  area  there  is  a penetration  of  the  uterine  wall 
by  hemorrhagic  material.  Microscopic  section  reveals 
pure  blood  clot  in  the  disrupted  area.  No  chorionic 
villi  in  this  area.  The  contents  of  the  uterus  show 
enlarged  villi  with  increased  amount  of  syncytial  and 
Langhan’s  elements  characteristic  of  hydatidiform 
mole.  No  malignancy  seen. 
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DISCUSSION 

As  a rule  rupture  of  the  uterus  constitutes  along 
with  ruptured  tubal  pregnancy  one  of  the  most  shock- 
producing  dire  emergencies  in  obstetrics.  As  with 
tubal  gestation  and  premature  separation  of  the  pla- 
centa, immediate  operation  is  imperative.  Many  cases 
have  been  lost  through  temporizing,  pouring  transfu- 
sion after  transfusion  into  a patient  only  to  see  her 
fade  away.  The  job  of  stopping  the  leak  must  be  done 
first  even  on  a moribund  patient  and  then  the  trans- 
fusing can  begin.  In  both  of  these  cases,  plasma  and 
fluids  caused  a transient  boost  in  blood  pressure  and 
this  was  deemed  the  opportune  moment  for  surgery. 
That  optimum  few  minutes  soon  passes.  The  opening 
of  the  abdomen  in  both  of  these  cases  was  entirely 
bloodless.  There  is  no  time  lost  in  ligating  vessels. 

A word  about  the  value  of  the  frog  test  may  not 
be  amiss  here.  The  case  of  hydatidiform  mole  would 
have  been  diagnosed  had  we  done  a spinal  fluid  gona- 
dotropic test.  The  results  of  the  test  are  gotten  in 
thirty  minutes  to  two  hours  and  we  have  never  had  a 
false  positive.  In  normal  pregnancy,  the  gonadotropin 
does  not  spill  over  to  the  spinal  fluid. 

PLACENTA  ACCRETA 

Another  word  about  placenta  accreta.  The  absence 
of  the  spongy  layer  in  the  decidua  is  the  most  constant 
finding.  The  varieties  are  named  according  to  the 
degree  of  invasion  of  the  trophoblast.  Accreta  denotes 
shallow  invasion;  increta,  deeper  penetration  into  the 
mymoetrium;  percreta,  complete  penetration.  The  ac- 
creta is  most  common  and  diagnosed  when,  on  failure 
to  expel  the  placenta,  attempts  at  manual  removal 
reveal  no  line  of  cleavage  at  uteroplacental  junction. 
Hysterectomy  is  most  often  necessary  as  attempts  at 
vaginal  removal  lead  to  hemorrhage  plus  infection. 
The  increta  variety  not  often  has  the  external  or  in- 
ternal hemorrhage  and  as  Polak  pointed  out,  may  be 
treated  expectantly  with  gradual  resorption  of  the 
placenta  just  as  in  abdominal  pregnancy.  The  per- 
creta variety,  rare  as  it  is,  becomes  a surgical  emer- 
gency. 

DIAGNOSIS 

This  is  easy  in  the  explosive  ruptures  with  hemo- 
peritoneum.  Shock  is  the  cardinal  sign.  Even  in  some 
of  these  cases,  however,  little  shock  has  been  seen 


with  fetus  and  placenta  free  in  the  abdomen  and  the 
uterus  nicely  contracted  to  tamponade  the  bleeding 
site.  The  lower  segment  ruptures  due  to  obstetric 
trauma  show  vaginal  bleeding  with  a great  degree  of 
shock.  Manual  palpation  of  cervix  and  interior  of 
uterus  should  be  done  in  cases  of  post-delivery  shock. 

TREATMENT 

Depends  on  site  of  rupture,  its  extent  and  the 
condition  of  the  patient.  Simple  repair  in  smaller 
ruptures  has  yielded  as  good  results  as  supravaginal 
hysterectomy.  The  larger  ruptures,  as  a rule,  demand 
hysterectomy.  If  simple  repair  is  done,  in  multiparae 
tubal  ligation  should  accompany  it.  Again  I would 
admonish  against  temporizing  with  packs  and  hopeful 
waiting.  The  optimum  time  for  operating  in  shock  is 
a few  fleeting  moments,  and  pouring  more  blood  in, 
only  increases  the  hemoperitoneum  and  the  shock. 
Better  to  have  the  patient  die  under  aggressive  treat- 
ment than  with  passive  observation. 

PROGNOSIS 

As  Brierton  pointed  out,  the  most  deceptive  and 
most  fatal  ruptures  are  those  due  to  obstetric  trauma. 
Here  an  extension  may  occur  through  the  cervix  into 
the  broad  ligament,  forming  a slowly  gathering  hema- 
toma that  is  not  apparent  enough  to  demand  imme- 
diate action.  Mortality  has  been  60  per  cent  to  75  per 
cent.  In  our  cases  the  sudden  rupture  with  intraperi- 
toneal  bleeding  gets  quick  action  and  mortality  is 
lower,  averaging  15  per  cent  to  40  per  cent. 

SUMMARY 

A discussion  of  rupture  of  the  uterus  with  etiology, 
incidence,  treatment  and  diagnosis.  Two  rare  causes 
of  rupture  are  presented.  One  due  to  digestion  of  uter- 
ine wall  by  excess  cytolitic  enzyme  of  a hydatidiform 
mole.  The  other  due  to  atrophic  or  absent  decidua 
with  inability  to  limit  the  invasion  of  the  trophoblast. 

- — January  25,  1950. 
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Phoenix  Leading  Resort  City 

(Continued  from  Page  325) 

PUEBLO  GRANDE 

Pueblo  Grande  is  located  about  five  miles  from 
Phoenix  and  houses  prehistoric  ruins  and  a museum. 
The  Heard  Museum  is  one  of  the  finest  show  places 
in  Arizona  and  has  an  excellent  collection  of  ancient 
Indian  artifacts  and  modern  Indian  handicraft.  The 
museum  is  open  every  day  except  Monday,  free  of 
charge,  from  1 to  5 p.  m.  One  of  the  most  fascinat- 
ing collections  is  that  of  Hopi  and  Zuni  Kachina  dolls 
— weird  and  mysterious  little  figures  representing 
tribal  gods. 

Dotted  around  the  foothills  of  craggy  Camelback 
Alountain  are  resort  showplaces,  which  provide  guests 
the  utmost  in  luxury  accommodations.  Phoenix  of- 
fers horse-racing,  dog-racing,  and  year-around  bass 
fishing  at  lakes  within  a two-hour  drive.  There  is 
deep  sea  fishing  at  Rocky  Point  215  miles  from 
Phoenix  on  a paved  highway.  Visitors  are  welcome 
at  Williams  Air  Force  Base,  the  only  jet  fighter  school 
base  in  the  nation.  Over  400,000  acres  of  irrigated 
land  in  the  area  are  used  to  grow  winter  produce. 


The  New  Winkler  County  Memorial 
Hospital 

(Continued  from  Page  326) 

Robinson  will  spend  a year  at  the  post  graduate 
school  of  medicine  at  the  University  of  Iowa,  where 
he  will  be  an  assistant  and  student  of  Dr.  Arthur 
Steindler,  professor  of  orthopedic  surgery. 

HOSPITAL  BOARD 

Management  of  the  county  hospital  facilities  is 
handled  by  the  hospital  board,  which  is  now  composed 
of  M.  H.  Alberts,  Max  Hause,  Roy  Charlesworth  and 
John  Moore,  all  of  Kermit,  and  Charles  Ogle  and 
Glenn  Claibourne,  both  of  Wink. 

Members  of  the  Winkler  County  Commissioners 
Court  have  changed  during  the  years  since  the  hospi- 
tal was  first  begun.  The  Court  now  includes  J.  B. 
Salmon,  county  judge,  and  Commissioners  Tommy 
Mills,  R.  E.  Leese,  W.  K.  Wharton  and  Mack  Moore. 

Citizens  and  the  doctors  of  Winkler  County  are 
justly  proud  of  the  medical  facilities  which  have  been 
furnished  without  outside  help.  And,  they  are  de- 
termined that  these  facilities  shall  be  kept  abreast  of 
the  continued  growth  and  development  which  is  in- 
dicated for  the  area. 
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As  a service  to  members  of  the  Southwestern  Medical  Association  SOUTHWESTERN  MEDICINE 
publishes  herewith  a complete  roster  of  the  Arizona  Medical  Association  by  counties. 


APACHE  COUNTY 

BROWNING,  ELLIS  V. 

Springerville 
COCUZZI,  FRANK  A. 

Show  Low 

DAVIS,  JASPER  W. 

McNary 

DYSTERHEFT,  ARNOLD  H. 
McNary 

COCHISE  COUNTY 

ADAMSON,  EDWARD  W. 
Douglas 

ALESSI,  NIC0L0  V. 

Douglas 

ATONNA,  GUY  B. 

Douglas 

DUNCAN,  ARNOTT  K. 

Douglas 

HAMER,  JOHN  D. 

Lowell 

HAVEMEYER,  WILLIAM  F. 
Wilcox 

HELM,  HUGH  M, 

Douglas 

HESS,  GEORGE  H, 

Bisbee 

HOYT,  DORSEY  R. 

Bisbee 

MONTGOMERY,  ROBERT  E 
Douglas 
RICE,  HAL  W. 

Bisbee 

ROYCE,  EMERY  E. 

Douglas 

SABA,  JOSEPH 
Bisbee 

WALSH,  JAMES  S. 

Douglas 

WELBOURN,  MARSHALL  A. 
Bisbee 

ZINN,  P.  PAUL 
Bisbee 

COCONINO  COUNTY 

BARNES,  HARRY  A. 

Flagstaff 

CALLEY,  JOHN  H. 

Williams 

CREIGHTON,  CARROLL  C. 
Flagstaff 

FRONSKE,  MARTIN  G. 
Flagstaff 

KITTREDGE,  DANIEL  W.,  JR. 
Flagstaff 

LAWSHE,  ROGER  D 
Williams 

RICE,  HERBERT  R. 

Flagstaff 
SCHNUR,  LEO 
Grand  Canyon 
SECHRIST,  CHARLES  W. 
Flagstaff 

GILA  COUNTY 

BISHOP,  WILLIAM  E. 

Globe 

BOSSE,  ALEXANDER  J. 

Globe 

BRAYTON,  NELSON  D. 

Miami 

BURGESS,  MARSHALL  E. 
Miami 

COLLOPY,  CHARLES  T. 

Miami 

CRON,  CYRIL  M. 

Miami 

GERLICH,  NORMAN  A. 

Miami 

GUNTER,  CLARENCE 
Globe 

HARPER,  THEODORE  C. 

Globe 

HARRIS,  IRA  E. 

Miami 

HUESTIS,  CHARLES  B. 
Havden 

JACOBS,  JESSE  E. 

Miami 

LAMBRECHT,  BERT  E. 

Miami 


O'BRIEN,  WALTER  M. 

Globe 

WHEELER,  NORMAN  0 
Globe 

GRAHAM  COUNTY 

BUTLER,  F.  W. 

Safford 

KELLER,  ROBERT  S. 

Safford 

KNIGHT,  FREDERICK  W. 
Safford 

NELSON,  DONALD  E. 
Safford 

STRATTON,  J.  NEWTON 
Safford 

GREENLEE  COUNTY 

ENGELDER,  ARTHUR  E. 
Douglas 

GANS,  CARL  H. 

Morenci 

LAUGHARN,  CHARLES  H. 
Clifton 

LOVRE,  STANTON  C. 
Morenci 

SABA,  PHILLIP  Z. 

Morenci 

MARICOPA  COUNTY 

AARNI,  JOHN  C. 

1103  E.  Culver 
Phoenix 

ADAMS,  MABEL  I. 

301  E.  Bethany  Home 
Phoenix 

ANDERMAN,  LORENZ 
128  N.  1st  Ave. 

Phoenix 

ANTOS,  ROBERT  J. 

20  W.  Riverside  Dr. 
Phoenix 

ARMBRUSTER,  A.  CARL 
234  N.  Central  Ave. 
Phoenix 

ARMOUR,  PAUL  S. 

543  E.  McDowell 
Phoenix 

ARNOW,  DAVIS  I. 

149  W.  Boston 
Chandler 

AXEL,  BENJAMIN  J. 

217  E.  7th  St. 

Tempe 

BAIER,  FREDERIC  D. 

1123  N.  7th  St. 

Phoenix 

BAILEY,  PERRY  W. 

39  West  Adams 
Phoenix 

BAKER,  JOHN  S. 

2211  N.  16th  St. 

Phoenix 

BAKES,  EDWIN  C. 

15  E.  Monroe 
Phoenix 

BALDWIN,  LOUIS  B. 

15  E.  Monroe 
Phoenix 

BANK,  JOSEPH 
800  N.  1st  Ave. 

Phoenix 

BARFOOT,  G.  ROBERT 
1313  N.  2nd  St. 

Phoenix 

BARKER,  CLYDE  J. 

15  E.  Monroe 
Phoenix 

BARKER,  CLYDE  J.,  JR. 

15  E.  Monroe 
Phoenix 

BARKER,  ROBERT  D. 

15  E.  Monroe 
Phoenix 

BATE,  THOMAS  H. 

15  E.  Monroe 
Phoenix 
BECK,  L.  D. 

1626  N.  Central  Ave. 
Phoenix 


BENDHEIM,  OTTO  L. 

1515  N.  9th  St. 

Phoenix 

BISHOP,  WILLIAM  A.,  JR. 

1313  N.  2nd  St. 

Phoenix 

BLANK,  EDWARD 
733  W.  McDowell 
Phoenix 

BLOOMHARDT,  SAMUEL  I. 

15  E.  Monroe 
Phoenix 

BORAH,  CHARLES  E. 

15  E.  Monroe 
Phoenix 

BRALLIAR,  FLOYD  B. 
Wickenburg 

BREGMAN,  EDWARD  H. 

Good  Samaritan  Hosp 
Phoenix 

BREWER,  WILLIAM  A. 

412  W.  Roosevelt 
Phoenix 

BRINKERHOFF,  DAVID  E. 

926  E.  McDowell 
Phoenix 

BROOKS,  JACK  E. 

312  W.  McDowell 
Phoenix 

BROWN,  PRESTON  T. 

1313  N.  2nd  St. 

Phoenix 

BROWNE,  TREVOR  G. 

543  E.  McDowell 
Phoenix 

BRYANT,  IRA  M. 

6 S.  Macdonald 
Mesa 

CALDWELL,  HAYES  W. 

15  E.  Monroe 
Phoenix 

CAMPBELL,  ZEPH  B. 

15  E.  Monroe 
Phoenix 

CANIGLIA,  SEBASTIAN  R. 

543  E.  McDowell 
Phoenix 

CARLSON,  DONALD  G. 

543  E.  McDowell 
Phoenix 

CASE,  PAUL  H. 

15  E.  Monroe 
Phoenix 

CAUSEY,  PAUL  S. 

926  E.  McDowell 
Phoenix 

CHARVOZ,  ELTON  R. 

1103  E.  Culver 
Phoenix 

CHEIKER,  ABRAHAM 

16  S.  Macdonald  St. 

Mesa 

CLARK,  ROBERT  W. 

25  W.  8th  St. 

Tempe 

CLAYPOOL,  LEWIS  B. 

1313  N.  2nd  St. 

Phoenix 

CLEVELAND,  WILLIAM  H. 

1313  N.  2nd  St. 

Phoenix 

CLOHESSY,  TIMOTHY  T. 

15  E.  Monroe 
Phoenix 

COFFEY,  JAMES  L. 

316  W.  McDowell 
Phoenix 

COGLAND,  JOHN  L. 

15  E.  Monroe 
Phoenix 

COHEN,  MATTHEW 
15  E.  Monroe 
Phoenix 

COLEMAN,  FREDERICK  W.,  JR. 
15  E.  Monroe 
Phoenix 

CONDON,  DANIEL  J. 

15  E.  Monroe 
Phoenix 

CONNER,  SHARREL  K. 

926  E.  McDowell 
Phoenix 


CRAIG,  CARLOS  C. 

1313  N.  2nd  St. 

Phoenix 

CROW,  MARVIN  B. 

Southside  District  Hospital 
Mesa 

CRUTHIRDS,  ARCHIE  E. 

15  E.  Monroe 
Phoenix 

CUMMING,  HARRY  A. 

1313  N.  2nd  St. 

Phoenix 

CUMMINGS,  ROBERT  H. 

15  E.  Monroe 
Phoenix 

DAGRES,  LUCILLE  M. 

543  E.  McDowell 
Phoenix 

DAVIS,  EDWARD  W. 
Avondale 

DAY,  MERRIWETHER  L. 

926  E.  McDowell 
Phoenix 

DENNINGER,  HENRI  S. 
Glendale 

DE  PINTO,  ANGUS  J. 

15  E.  Monroe 
Phoenix 

DUISBERG,  RICHARD  E.  H. 
15  E.  Monroe 
Phoenix 

DYSART,  PALMER 
15  E.  Monroe 
Phoenix 

ECKSTEIN,  ALBERT 
1515  N.  9th  St. 

Phoenix 

EDEL,  FRANK  W. 

738  E.  McDowell 
Phoenix 

EHRLICH,  JOSEPH  C. 

1313  N.  2nd  St. 

Phoenix 
EHRLICH,  LEE 
1313  N.  2nd  St. 

Phoenix 

EISENBEISS,  JOHN  A. 

926  E.  McDowell 
Phoenix 

EMERT,  JAMES  T. 

1313  N.  2nd  St. 

Phoenix 

ENFIELD,  GEORGE  S. 

15  E.  Monroe 
Phoenix 

ENGLUND,  DE  WITT  W. 
1313  N.  2nd  St. 

Phoenix 

ERICKSON,  MILTON  H. 

32  W.  Cypress 
Phoenix 

FABRIC,  CLARENCE  C. 

120  S.  1st  Ave. 

Phoenix 

FAHLEN,  FREDERICK  T. 
543  E.  Thomas  Rd. 
Phoenix 

FELCH,  HARRY  J. 

15  E.  Monroe 
Phoenix 

FILLMORE,  A.  JAMES 
34  N.  Macdonald 
Mesa 

FINDLEY,  JOHN  W„  JR. 

800  N.  1st  Ave. 

Phoenix 

FLINN,  ROBERT  S. 

15  E.  Monroe 
Phoenix 

FLOHR,  MARTIN  C. 

Tolleson 

FORSTER,  WESLEY  G. 

543  E.  McDowell 
Phoenix 

FOSTER,  JOHN 
543  E.  McDowell 
Phoenix 

FOSTER,  R.  LEE 
15  E.  Monroe 
Phoenix 

FOURNIER,  DUDLEY  T. 

15  E.  Monroe 
Phoenix 
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FRANKLIN,  HENRY  L. 

15  E.  Monroe 
Phoenix 

FRAZIER,  V.  EUGENE 
35  E.  Main  St. 

Mesa 

FRENCH,  HARRY  J. 

14  N.  Central  Ave. 
Phoenix 

FRISSELL,  BEN  P. 

15  E.  Monroe 
Phoenix 

FULK,  MURL  E. 

Glendale 

FURTH,  WILLIAM  G. 

11  W.  Jefferson 
Phoenix 

FUSCO,  L.  DONALD 

315  E.  Dunlap 
Phoenix 

GAIN,  DOUGLAS  D. 

342  W.  Berridge  Lane 
Phoenix 

GALISON,  LOUIS 
Buckeye 

GARRISON,  ISAAC  L. 

540  W.  McKinley 
Phoenix 

GASKINS,  DUKE  R. 

15  E.  Monroe 
Phoenix 

GATTERDAM,  EUGENE  A. 

15  E.  Monroe 
Phoenix 

GILBERT,  GORDON  L. 

543  E.  McDowell 
Phoenix 

GINN,  J.  ALLEN 
753  E.  McDowell 
Phoenix 

GOODMAN,  DANIEL  H. 

112  N.  Central  Ave. 
Phoenix 

GOSS,  HARRY  L. 

316  W.  McDowell 
Phoenix 

GRAHAM,  DUNCAN  G. 

114  W.  Pepper 
Mesa 

GRANDSTAFF,  ELEANOR  H. 
Maricopa  County  Hosp. 
Phoenix 

GREEN,  JOHN  R. 

15  E.  Monroe 
Phoenix 

GREEN,  MONROE  H. 

1137  W.  McDowell 
Phoenix 

GREER,  JOSEPH  M. 

15  E.  Monroe 
Phoenix 

GREGORY,  T.  RICHARD 
832  N.  7th  Ave. 

Phoenix 

HAINES,  RONALD  S. 

926  E.  McDowell 
Phoenix 

HAISLIP,  DONALD  B. 

15  E.  Monroe 
Phoenix 

HALE,  SAMUEL  H. 
Scottsdale 

HALL,  KENNETH  E. 

540  E.  Dunlap 
Phoenix 

HALL,  NORMAN  D. 

1313  N.  2nd  St. 

Phoenix 

HAMER,  JESSE  D. 

15  E.  Monroe 
Phoenix 

HARBRIDGE,  DELAMERE  F. 
15  E.  Monroe 
Phoenix 

HARRIS,  KARL  S. 

15  E.  Monroe 
Phoenix 

HARTGRAVES,  THOMAS  A. 
926  E.  McDowell 
Phoenix 

HARTMAN,  STANFORD  F. 
926  E.  McDowell 
Phoenix 

HAYNES,  BERTRAM  P. 
Buckeye 

HENDERSON,  CHARLES  E. 
753  E.  McDowell 
Phoenix 

HENRY,  WILLIAM  N. 
Wickenburg 

HERBST,  KENNETH  A. 

15  E.  Monroe 
Phoenix 
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HERZBERG,  BENJAMIN 
1313  N.  2nd  St. 

Phoenix 

HILTON,  ROBERT  K. 

Litchfield  Park 
HIPSLEY,  ROLAND  W. 

753  E.  McDowell 
Phoenix 

HOLMES,  CARL  A. 

1401  N.  7th  Ave. 

Phoenix 

HOLMES,  FRED  W. 

15  E.  Monroe 
Phoenix 

HOLTON,  STANLEY  W. 
Reynolds  Metal  Co. 
Phoenix 

H0NS1K,  FRANK  J. 

4308  N.  7th  Ave. 
Phoenix 

HOPKINS,  DORIS  F. 

15  E.  Monroe 
Phoenix 

HORVATH,  CHARLES  N. 
2921  N.  24th  St. 

Phoenix 

HUGHES,  THOMAS  J. 

3 E.  7th  St. 

Tempe 

HURIANEK,  ZDENKA  A. 

15  E.  Monroe 
Phoenix 

HUSSONG,  RULAND  W. 

15  E.  Monroe 
Phoenix 

IRVINE,  GEORGE  B. 

4 W.  5th  St. 

Tempe 

JAMES,  DAVID  C. 

15  E.  Monroe 
Phoenix 

JARRETT,  PAUL  B. 

543  E.  McDowell 
Phoenix 

JEFFERY,  MILLARD 
517  W.  McDowell 
Phoenix 

JEFFERY,  VOGEL  J. 

Gila  Bend 
JEKEL,  LOUIS  G. 

15  E.  Monroe 
Phoenix 

JENNETT,  RAYMOND  J. 
543  E.  McDowell 
Phoenix 

JOHNS,  RICHARD  B. 

15  E.  Monroe 
Phoenix 

JOHNSON,  JAMES  L. 

15  E.  Monroe 
Phoenix 

JOHNSON,  PAUL  A. 

25  W.  McDowell 
Phoenix 

JOHNSON,  PHILLIP  L. 

316  W.  McDowell 
Phoenix 

JOHNSON,  WILLIAM  A. 
Glendale 

JONES,  ROBERT  E. 

1313  N.  2nd  St. 
Phoenix 

JORDAN,  FRED  C. 

801  N.  2nd  Ave. 

Phoenix 

JOSEPH,  SAMUEL  R. 

711  W.  Thomas 
Phoenix 

KALIL,  CHARLES 

14  N.  Central  Ave. 
Phoenix 

KANE,  ARNOLD  L. 

832  N.  Seventh  Ave. 
Phoenix 
KATZ,  LOUIS 

802  E.  Ind.  Sch.  Rd. 
Phoenix 

KAYE,  JEROME 
1313  N.  2nd  St. 

Phoenix 

KENNEDY,  JOHN  W. 

15  E.  Monroe 
Phoenix 

KENT,  MELVIN  L. 

34  N.  Macdonald 
Mesa 

KEPPEL,  J.  EDWIN 
206  E.  Main  St. 

Mesa 

KETCHERSIDE,  HILARY  D. 
800  N.  1st  Ave. 

Phoenix 

KILGARD,  FRANK  M. 

913  N.  3rd  St. 

Phoenix 


KOBER,  LESLIE  R. 

15  E.  Monroe 
Phoenix 

KRIPKE,  MORTON  J. 

6 S.  Macdonald  St. 
Mesa 

KROEGER,  HILDA  H. 

(See  Out  of  State  List) 
KRUGLICK,  JOHN 
1313  N.  2nd  St. 
Phoenix 

LAWRENCE,  HOWARD  C. 
15  E.  Monroe 
Phoenix 

LENTZ,  JOSEPH  S. 

543  E.  McDowell 
Phoenix 

LEVICK,  ALFRED  D. 

1137  W.  McDowell 
Phoenix 

LOVELESS,  PHIL  H. 

543  E.  McDowell 
Phoenix 

LUTFY,  LOUIS  P. 

301  W.  McDowell 
Phoenix 

LYTTON-SMITH,  JAMES 
926  E.  McDowell 
Phoenix 

MANOIL,  LAZARUS 
34  W.  Lynwood 
Phoenix 

MARTINEK,  JAROSLAV 
1519  E.  Harvard 
Phoenix 

MATANOVICH,  MIHAJLO 
15  E.  Monroe 
Phoenix 

MAYNE,  RICHARD  H. 

1515  N.  9th  St. 
Phoenix 

McCRACKEiM,  PAUL  W. 
116  S.  12th  Ave. 
Phoenix 

McDonald,  james  h. 

15  E.  Monroe 
Phoenix 

McFarland,  paul  e. 

509  W.  McDowell 
Phoenix 

McGILVRA,  RAYMOND  I. 
307  E.  Ind.  Sch.  Rd. 
Phoenix 

McGrath,  william  b. 

15  E.  Monroe 
Phoenix 

McKENNA,  JOHN  F. 

15  E.  Monroe 
Phoenix 

McKEOWN,  HILTON  J. 

926  E.  McDowell 
Phoenix 

McKHANN,  GEORGE  G. 

15  E.  Monroe 
Phoenix 

McLOONE,  JOHN  J. 

15  E.  Monroe 
Phoenix 

McVAY,  L.  CLARK 
15  E.  Monroe 
Phoenix 

MEDIGOVICH,  DUSHAN  V. 
15  E.  Monroe 
Phoenix 

MELICK,  DERMONT  W. 

15  E.  Monroe 
Phoenix 

MELTON,  BERNARD  L. 

15  E.  Monroe 
Phoenix 

MEREDITH,  DANIEL  T. 
316  W.  McDowell 
Phoenix 

MERRILL,  MARRINER  W. 
800  N.  1st  Ave. 
Phoenix 

MEYER,  WALLACE  M. 

15  E.  Monroe 
Phoenix 

MEZERA,  LAD  R. 

Capitol  Annex 
Phoenix 

MILLOY,  FRANK  J. 

15  E.  Monroe 
Phoenix 

MILLS,  C.  SELBY 
926  E.  McDowell 
Phoenix 

MIYAUCHI,  YUKIO 
Glendale 

MOATS,  DEAN  T. 

316  W.  McDowell 
Phoenix 


MOORE,  JAMES  R. 

15  E.  Monroe 
Phoenix 

MOORE,  ROBERT  L. 

15  E.  Monroe 
Phoenix 

NELSON,  WILLIS  J. 

15  E.  Monroe 
Phoenix 

NEVINS,  CHARLES  R. 

2258  N.  15th  Ave. 

Phoenix 

O'CONNOR,  JEFFREY  A. 

316  W.  McDowell 
Phoenix 

OHL,  HOWARD  J. 

25  W.  McDowell 
Phoenix 

PALMER,  E.  PAYNE 
15  E.  Monroe 
Phoenix 

PALMER,  E.  PAYNE,  JR. 

15  E.  Monroe 
Phoenix 

PALMER,  PAUL  V. 

15  E.  Monroe 
Phoenix 

PALMER,  RALPH  F. 

15  E.  Monroe 
Phoenix 

PATTERSON,  JOHN  H. 

316  W.  McDowell 
Phoenix 

PATTERSON,  WILLIAM  B. 

54  W.  Main  St. 

Mesa 

PAUL,  DAVID 
3012  W.  Van  Buren 
Phoenix 

PAYNE,  WILLIAM  G. 

4 W.  5th  St. 

Tempe 

PETERSON,  KENNETH  E. 

7 W.  McDowell 
Phoenix 

PHILLIPS,  ROBERT  T. 

150  W.  McDowell 
Phoenix 

PI EPERGERDES, CLARENCE  C. 
1313  N.  2nd  St. 

Phoenix 

PLOUSSARD,  CHARLES  N. 

15  E.  Monroe 
Phoenix 

POHLE,  CHARLES  L.  von 
Chandler 

POHLE,  ERNEST  E. 

25  W.  8th  St. 

Tempe 

POLSON,  DONALD  A. 

800  N.  1st  Ave. 

Phoenix 

PORTER,  DWIGHT  H. 

800  N.  1st  Ave. 

Phoenix 

PRICE,  ROBERTA. 

2258  N.  15th  Ave. 

Phoenix 

RAMENOFSKY,  ABRAHAM  I. 
39  W.  Adams 
Phoenix 

RANDALL,  GEORGE  E. 

320  N.  Laurel  Ave. 

Phoenix 

RANDOLPH,  HOWELL  S. 

15  E.  Monroe 
Phoenix 

REED,  WALLACE  A. 

926  E.  McDowell 
Phoenix 

REESE,  FORREST  L. 

15  E.  Monroe 
Phoenix 

REICHERT,  JACOB 
303  W.  McDowell 
Phoenix 

REINOEHL,  WARREN  L. 

800  N.  1st  Ave. 

Phoenix 

RICE,  ALFRED  G. 

Chandler 
RICE,  PHILIP  E. 

Glendale 

RICHTER,  MAURICE  R. 

St.  Joseph's  Hospital 
Phoenix 

RICKER,  JOHN  H. 

926  E.  McDowell 
Phoenix 

RIORDAN,  JAMES  J. 

926  E.  McDowell 
Phoenix 
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RISSER,  CHRISTIAN  F. 

338  E.  Dunlap 
Phoenix 
ROBB,  MAYO 
15  E.  Monroe 
Phoenix 

ROGERS,  GEORGE  K. 

105  W.  McDowell 
Phoenix 

ROSENQUIST,  R.  W. 
Scottsdale 

ROSENTHAL,  MAURICE 
543  E.  McDowell 
Phoenix 

ROSS,  NORMAN  A. 

15  E.  Monroe 
Phoenix 

ROTHMAN,  SAMUEL  I. 

1617  E.  McDowell 
Phoenix 

ROWLEY,  THOMAS  0. 

34  N.  Macdonald 
Mesa 

RUNNING,  E.  HENRY 
150  W.  McDowell 
Phoenix 

RYERSON,  PAUL  M. 

1505  E.  McDowell 
Phoenix 

SANDERS,  ZACK  W. 

330  W.  McDowell 
Phoenix 

SCHNABEL,  GARFIELD  P. 
Magma  Hospital 
Superior 

SCHOFFMAN,  WILLIAM  F. 
316  W.  McDowell 
Phoenix 

SCHROEDER,  WILLIAM  F. 
926  E.  McDowell 
Phoenix 

SHEMBAB,  CECILIA  H. 

316  W.  McDowell 
Phoenix 

SHERILL,  WALTER  P. 

342  W.  McDowell 
Phoenix 

SHUPE,  REED  D. 

1103  E.  Culver 
Phoenix 

SIEGAL,  HENRY  A. 

15  E.  Monroe 
Phoenix 

SINGER,  PAUL  L. 

1313  N.  2nd  St. 

Phoenix 

SMITH,  LESLIE  B. 

926  E.  McDowell 
Phoenix 

SMITH,  ROBERT  D. 

926  E.  McDowell 
Phoenix 

SNAPP,  ROBERT  H. 

15  E.  Monroe 
Phoenix 

SNYDER,  BERTRAM  L. 

15  E.  Monroe 
Phoenix 

SOBOL,  JACOB  M. 

801  N.  2nd  Ave. 

Phoenix 

SOLOMON,  DAVID  M. 

123  South  3rd 
Phoenix 

STEFFENS,  HENRY  J.  J.,  JR. 
801  N.  2nd  Ave. 

Phoenix 

STERN,  MORRIS  E. 

1313  N.  2nd  St. 

Phoenix 

STEVENS,  ROBERT  H. 

1313  N.  2nd  St. 

Phoenix 

STEVENSON,  ARTHUR  C. 

7 W.  McDowell 
Phoenix 

STOLFA,  LADDIE  L. 

926  E.  McDowell 
Phoenix 

STUMP,  ROBERT  M. 

3301  W.  Van  Buren 
Phoenix 

SULT,  CHARLES  W. 

15  E.  Monroe 
Phoenix 

SULT,  CHARLES  W.,  JR. 

15  E.  Monroe 
Phoenix 

SUSSMAN,  MARCY  L. 

800  N.  1st  Ave. 

Phoenix 

SWASEY,  LLOYD  K. 

15  E.  Monroe 
Phoenix 


SWENSON,  ALVIN  L. 

1313  N.  2nd  St. 

Phoenix 

THAYER,  KENT  H. 

1313  N.  2nd  St. 

Phoenix 

THOENY,  OSCAR  W. 

1313  N.  2nd  St. 

Phoenix 

TOLAND,  VIRGIL  A. 

509  W.  McDowell 
Phoenix 

TOMPKINS,  LUCIAN  M. 

Gilbert 

TRUMAN,  GEORGE  C. 

54  S.  Center 
Mesa 

TUTHILL,  ALEXANDER  M. 

15  E.  Monroe 
Phoenix 

TUVESON,  LEO  L. 

800  N.  1st  Ave. 

Phoenix 

URRY,  AUDREY  G. 

6540  N.  14th  St. 

Phoenix 

VAN  EPPS,  CHARLES  E. 

1313  N.  2nd  St. 

Phoenix 

VERNETTI,  LUCY  A. 

543  E.  McDowell 
Phoenix 

VIVIAN,  CHARLES  W. 

412  W.  Roosevelt 
Phoenix 

WALL,  MARK  H. 

206  E.  Main 
Mesa 

WALTON,  ROBERT  E. 

4029  N.  15th  Ave. 

Phoenix 

WARD,  JAMES  P. 

State  Dept,  of  Health 
Phoenix 

WARRENBURG,  CLARENCE  B. 
926  E.  McDowell 
Phoenix 

WASKOW,  ELEANOR  A. 

412  W.  Roosevelt 
Phoenix 

WATKINS,  W.  WARNER 
15  E.  Monroe 
Phoenix 

WEST,  OSCAR  C. 

710  E.  Culver 
Phoenix 

WESTERVELT,  MARCUS  W. 
217  E.  7th  St. 

Tempe 

WHITELAW,  M.  JAMES 
412  W.  Roosevelt 
Phoenix 

WICKS,  WILLIAM  J. 

307  W.  McDowell 
Phoenix 

WILKINSON,  H.  FIELDING 
39  W.  McDowell 
Phoenix 

WILLIAMS,  HENRY  G. 

926  E.  McDowell 
Phoenix 

WILLIAMS,  ONIE  0. 

St.  Joseph's  Hospital 
Phoenix 

WILLIAMSON,  GEORGE  A. 
800  N.  1st  Ave. 

Phoenix 

WILMOTH,  THOMAS  C. 

2922  N.  16th  St. 

Phoenix 

WOERN,  WILLIAM  H. 

15  E.  Monroe 
Phoenix 

WONG,  EDWARD  C. 

316  W.  McDowell 
Phoenix 

WOOD,  HAROLD 

Good  Samaritan  Hosp. 
Phoenix 

WOODMAN,  THOMAS  W. 

800  N.  1st  Ave. 

Phoenix 

WORMLEY,  LOWELL  C. 

1202  E.  Washington  St. 
Phoenix 

MOHAVE  COUNTY 

BARNES,  BRODA  0. 

Kingman 

BRAZIE,  WALTER 
Kingman 

FINDLAY,  FRANCIS  M. 
Kingman 


LEWIS,  CHARLES  J. 

Davis  Dam,  Nevada 
ORLANDO,  WILLIAM  F. 

Kingman 

NAVAJO  COUNTY 

BECKWITH,  HARRY  S. 

Winslow 

DeMARSE,  DONALD  F. 

Holbrook 
LEWIS,  LEO  L. 

Winslow 

PETERSON,  CLAUDE  H. 

Winslow 

POTTHOFF,  HERBERT  B. 
Holbrook 

WRIGHT,  MYRON  G. 

Winslow 

PIMA  COUNTY 

ALLEN,  FRANCIS  W. 

18  E.  3rd  St. 

Tucson 

ALTSHULER,  SAMUEL  S. 
Veterans  Administration  Hosp. 
Tucson 

ATHA,  HENRY  G. 

1901  N.  Campbell  Ave. 

Tucson 

ATWOOD,  HARRY  D. 

A jo 

BAKER,  KENNETH  C. 

729  N.  4th  Ave. 

Tucson 

BALDWIN,  EARL  R. 

110  S.  Scott 
Tucson 

BALLARD,  SIDNEY  W. 

828  N.  Tyndall  St. 

Tucson 

BARGER,  JAMES  D. 

Maricopa  County  Hosp. 
Phoenix 

BARITELL,  HARRIET  S. 

1641  N.  Tucson  Blvd. 

Tucson 

BATES,  RAYMOND  R. 

4 E.  Congress 
Tucson 

BEAN,  FRANCIS  J. 

Pima  County  General  Hosp. 
Tucson 

BEATON,  LINDSAY  E. 

1650  N.  Campbell  Ave. 

Tucson 

BENNETT,  JOHN  K. 

721  N.  4th  Ave. 

Tucson 

BENSEMA,  CLARENCE  E. 

1800  E.  Speedway 
Tucson 

BERNSTEIN,  DENNIS 
602  N.  4th  Ave. 

Tucson 

BLEDSOE,  N.  C. 

85  Camino  Espanol 
Tucson 

BLOOM, BENSON 

1641  N.  Tucson  Blvd. 

Tucson 

BOCK,  RAYMOND  F. 

721  N.  4th  Ave. 

Tucson 

BOONE,  GEORGE  D. 

601  E.  6th  St. 

Tucson 

BRADY,  THOMAS  A. 

Hayden 

BRAINARD,  HOLLIS  H. 

2440  E.  6th  St. 

Tucson 

BROWN,  EARL  H. 

130  S.  Scott 
Tucson 

BURR,  SHERWOOD  P. 

43  E.  Jackson 
Tucson 

CARRADA,  LUIS  N. 

175  E.  12th  St. 

Tucson 

CARRELL,  WILLIAM  D. 

123  S.  Stone 
Tucson 

CARRERAS,  MIGUEL 
130  S.  Scott 
Tucson 

CLOSSON,  ESTHER  M. 

4 E.  Congress 
Tucson 


CLYNE,  MEADE 
110  S.  Scott 
Tucson 

COCHRAN,  HIRAM  D. 

110  S.  Scott 
Tucson 

COGSWELL,  HOWARD  D. 
2440  E.  6th  St. 

Tucson 

COHEN,  MORRIS  D. 

1534  E.  Speedway 
Tucson 

COSTIN,  MAX 
602  N.  4th  Ave. 

Tucson 

DAVIS,  JAMES  W. 

33  E.  Broadway 
Tucson 

DeYOUNG,  GEORGE  M. 

2613  E.  Helen  St. 
Tucson 

DIXON,  GEORGE  L. 

744  N.  Country  Club  Road 
Tucson 

DONAHUE,  JOHN  L. 

4 E.  Congress 
Tucson 

EDWARDS,  BRYANT  B. 

521  E.  3rd 
Tucson 

ENGLE,  DAVID  E. 

1619  N.  Tucson  Blvd. 
Tucson 

FARNESS,  ORIN  J. 

721  N.  4th  Ave. 

Tucson 

FLOOD,  CLYDE  E. 

4 E.  Congress 
Tucson 

FRASER,  GEORGE 
620  N.  Country  Club  Road 
Tucson 

FULLER,  RALPH  H. 

St.  Mary's  Hospital 
Tucson 

GERTNER,  JOSEPH 
3943  E.  Broadway 
Tucson 

GOLDBERGER,  MILTON 
614  N.  4th  Ave. 

Tucson 

GOTTHELF,  ED  J. 

4 E.  Congress 
Tucson 

GRAUMAN.  SAMUEL  J. 

403  E.  5th  St. 

Tucson 

GREGG,  FRED  C. 

41  E.  Jackson 
Tucson 

GREGG,  HAROLD  J. 

41  E.  Jackson 
Tucson 

GRIESS,  DONALD  F. 

721  N.  4th  Ave. 

Tucson 

HARTMAN,  GEORGE  0. 

20  E.  Ochoa 
Tucson 

HASTINGS,  ROBERT  E. 
1811  E.  Speedway 
Tucson 

HASWELL,  HOWARD  P. 
1423  E.  Sixth  St. 
Tucson 

HAUSMANN,  RICHARD  K. 
110  S.  Scott 
Tucson 

HAYDEN,  EDWARD  M. 

23  E.  Ochoa 
Tucson 

HAYHURST,  DARRELL  E. 
1717  E.  Speedway 
Tucson 

HEIM,  DELMER  J. 

110  S.  Scott 
Tucson 

HEWITT,  ROY 
110  S.  Scott 
Tucson 

HILEMAN,  WALTER  T. 

23  E.  Ochoa 
Tucson 

HILL,  DONALD  F. 

2430  E.  6th  St. 

Tucson 

HIRSCH,  LOUIS 

Tucson  Medical  Center 
Tucson 

HOLBROOK,  W.  PAUL 
2430  E.  6th  St. 

Tucson 
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JAMES,  HOWARD  C. 

620  N.  Country  Club  Road 
Phoenix 
KENT,  LEO  J. 

437  N.  Tucson  Blvd. 
Tucson 

KINKADE,  JOSEPH  M. 

123  S.  Stone 
Tucson 

KITT,  W.  STANLEY 
4 E.  Congress 
Tucson 

KLEIN,  JACK 
2219  S.  6th  Ave. 

Tucson 

KOHL,  HAROLD  W. 

1002  N.  Country  Club 
Tucson 

KOUNS,  NATHAN  S. 

415  E.  5th  St. 

Tucson 

KOSANKE,  HAROLD  E. 

110  S.  Scott 
Tucson 

KUHLMAN,  CLARENCE  H. 
721  N.  4th  Ave. 

Tucson 

LAIDLAW,  ELIZABETH  H. 
2422  E.  Helen 
Tucson 

LAMB,  HAROLD  L. 

80  S.  Stone  Ave. 

Tucson 

ILEMMLE,  MALWINAT. 

525  E.  Speedway 
Tucson 

1ESEMANN,  FREDERICK  J. 
1627  N.  Tucson  Blvd. 
Tucson 

'LEWIS,  DONALD  B. 

123  S.  Stone  Ave. 

Tucson 

LEWIS,  GEORGE  N. 

2530  E.  Broadway 
Tucson 

LEYDIC,  C.  CLARK,  JR. 

521  E.  Third  St. 

Tucson 

UEBERMAN,  ARNOLD  L. 
2720  E.  Broadway 
Tucson 

UMBACHER,  HENRY  P. 

110  S.  Scott 
Tucson 

UNDBERG,  LUDWIG 
721  N.  4th  Ave. 

Tucson 

LITTLEFIELD,  JESSE  B. 
2432  E.  6th  St. 

Tucson 

1VIAH0NEY,  DAN  L. 

4 E.  Congress 
Tucson 

MAHONEY,  VERNON  L. 

614  N.  4th  Ave. 

Tucson 

WIANDEL,  MEYER  M. 

909  E.  Speedway 
Tucson 

MANNING,  WILKINS  R. 

620  N.  Country  Club 
Tucson 

MARCUS,  DAVID 
3935  E.  Pima  Ave. 
Tucson 

McGovern, teresa 
2516  E.  8th  St. 

Tucson 

MIKELL,  JOHN  S. 

1811  E.  Speedway 
Tucson 

MILLER,  OTIS  B. 

2530  E.  Broadway 
Tucson 

MULSOW,  JOHN  E. 

129  S.  Scott 
Tucson 

NAGODA,  ED  J. 

4 E.  Congress 
Tucson 

INEFFSON,  A.  HARRY 
2530  E.  Broadway 
Tucson 

WEUBAUER,  DARWIN  W. 
401  E.  5th  St. 

Tucson 

NEWCOMB,  CHARLES  J. 
620  N.  Country  Club  Road 
Tucson 

O'BRIEN,  CECIL  S. 

43  E.  Jackson  St. 

Tucson 
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O'CONNOR,  MICHAEL  J. 

4 E.  Congress 
Tucson 

OMER,  JOY  A. 

4 E.  Congress 
Tucson 

OVERMAN,  WILLIAM  E. 

612  N.  4th  Ave. 

Tucson 

OYLER,  RAYMOND  F. 

130  S.  Scott 
Tucson 

PALMER,  MAXWELL  R. 

521  E.  3rd  St. 

Tucson 

PASTERNACK,  BERNARD 

522  N.  Tucson  Blvd. 

Tucson 

PHILLIPS,  EILEEN  A. 

522  N.  Tucson  Blvd. 

Tucson 

PRESENT,  ARTHUR  J. 

23  E.  Ochoa 
Tucson 

PRESSON,  VIRGIL  G. 

130  S.  Scott 
Tucson 

PYRE,  JACKMAN 
123  S.  Stone 
Tucson 

RHU,  HERMAN  S„  JR. 

130  S.  Scott 
Tucson 

RIGGALL,  JACK  L. 

4 E.  Congress 
Tucson 

ROBBINS,  CLARENCE  L. 

1641  N.  Tucson  Blvd. 

Tucson 

RUDOLPH,  CHARLES W. 

724  N.  Stone  Ave. 

Tucson 

RUDOLPH,  ROYAL W. 

1627  N.  Tucson  Blvd. 
Tucson 

RUP°,  JOHN  J. 

2265  N.  Norris  St. 

Tucson 

SANGER,  STUART 
123  S.  Stone 
Tucson 

SARLIN,  CHARLES  N. 

1641  N.  Tucson  Blvd. 
Tucson 

SAYLOR,  BLAIR  W. 

130  S.  Stone 
Tucson 

SCHELL,  DONALD  E. 

123  S.  Stone 
Tucson 

SCHUTZBANK,  FRIEDEL  B. 
4065  E.  Cooper 
Tucson 

SCHWARTZMANN,  JOHN  R. 
2340  East  Elm 
Tucson 

SECRIST,  DELBERT  L. 

123  S.  Stone 
Tucson 

SEMOFF,  MILTON 
522  N.  Tucson  Blvd. 
Tucson 

SHAPIRO,  SEYMOUR  I. 

816  N.  Tyndall  Ave. 
Tucson 

SHETTER,  GEORGE  A. 

123  S.  Stone 
Tucson 

SHOUN,  ALEXANDER  N. 

1800  E.  Speedway 
Tucson 

SHULTZ,  WILLIAM  G. 

1010  N.  Country  Club  Road 
Tucson 

SICKLER,  JAMES  R. 

123  S.  Stone 
Tucson 

SMELKER,  VAN  A. 

4 E.  Congress 
Tucson 

SMITH,  ROBERT  K. 

P.  0.  Box  1409 
Tucson 

SOMMERFIELD,  WILLIAM  A. 
105  E.  Yavapai  Road 
Tucson 

SPRAGUE,  LAVERN  D. 

110  S.  Scott 
Tucson 

STACEY,  JOHN  W. 

1613  N.  Tucson  Blvd, 
Tucson 


STANFORD,  HENRY  J. 

2530  E.  Broadway 
Tucson 

STARNS,  CHARLES  E. 

520  N.  Park  Ave. 

Tucson 

STEEN,  WILLIAM  B. 

110  S.  Scott 
Tucson 

STEPHENS,  CHARLES  A.  L. 
2430  E.  6th  St. 

Tucson 

STOLZ,  HAROLD  F. 

2530  E.  Broadway 
Tucson 

STORTS,  BRICK  P. 

1811  E.  Speedway 
Tucson 

STRAUSS,  JAMES  F. 

721  N.  4th  Ave. 

Tucson 

STRODE,  WILLARD  L. 

2412  N.  Campbell  Ave. 
Tucson 

SUTTON,  JAMES  A. 

130  South  Scott 
Tucson 

TAPPAN,  VIVIAN 
2530  E.  Elm  St. 

Tucson 

THOMAS,  NAUGLE  K. 

130  S.  Scott 
Tucson 

THOMPSON,  ALDEN  B. 

168  W.  Broadway 
Tucson 

THOMPSON,  HARRY  E. 

435  N.  Tucson  Blvd. 
Tucson 

THOMPSON,  HUGH  C. 

110  S.  Scott 
Tucson 

TOWNSEND,  SAMUEL  D. 

309  E.  Congress 
Tucson 

URE,  WILLIAM  G. 

620  N.  Country  Club  Road 
Tucson 

VAN  RAVENSWAAY,  ARIE  C. 
1002  N.  Country  Club 
Tucson 

WADDELL,  EMMETT  P. 

1115  E.  6th  St. 

Tucson 

WAGNER,  ALPHONSE  J. 

129  S.  Scott 
Tucson 

WATKINS,  EVELYN  G. 

522  N.  Tucson  Blvd. 
Tucson 

WEBSTER,  CLARA  S. 

4 E.  Congress 
Tucson 

WELSH,  HERBERT  D. 

23  E.  Ochoa 
Tucson 

WEST,  JAMES  H. 

721  N.  4th  Ave. 

Tucson 

WHITEHILL,  JULES  L. 

2530  E.  Broadway 
Tucson 

WILLIAMS,  MARGUERITE 
4 E.  Congress 
Tucson 

WILSON,  REDFORD  A. 

130  S.  Scott 
Tucson 

WITTELS,  THEODORE  S. 
1641  N.  Tucson  Blvd. 
Tucson 

WITZBERGER,  C.  MICHAEL 
522  N.  Tucson  Blvd. 
Tucson 

WOODARD,  JULIUS  H. 

188  N.  Church  St. 

Tucson 

ZEMSKY,  BORIS 
522  N.  Tucson  Blvd. 

Tucson 

PINAL  COUNTY 

BLACKLER,  CHESLEY  F. 

Ray 

DANIELL,  CHARLES  B. 

Eloy 

LAW,  CHARLES  R. 

Coolidge 

LEHMBERG,  HARRY  B. 

Casa  Grande 
MAXWELL,  GEORGE  E. 
Coolidge 


O'NEIL,  JAMES  T. 

Casa  Grande 

PLUNKETT,  EDMOND  R. 
Florence 

STEWARD,  BERNICE  L. 
Coolidge 

STEWARD,  GUS  B. 

Coolidge 

TUCKER,  JAMES  B. 

Casa  Grande 
TUCKER,  WILLIAM  P. 

Florence 

UTZINGER,  0.  E. 

Ray 

WALKER,  GLEN  H. 

Coolidge 

SANTA  CRUZ  COUNTY 

GONZALEZ,  JUAN  S. 

Nogales 

HARKER,  GLENN  L. 

Nogales 

HOULE,  EMILE  C. 

Nogales 

MILTON,  LEE  B. 

Nogales 

MOCK,  DELMAR  R. 

Patagonia 
NOON,  ZENAS  B. 

Nogales 

SMITH,  CHARLES  S. 

Nogales 

YAVAPAI  COUNTY 

ALLEN,  JAMES  H. 

Prescott 

BASSETT,  GEORGE  0. 

Prescott 

BATES,  WILLIAM  H. 

Cottonwood 
BORN,  ERNEST  A. 

Prescott 

BRILHART,  KENNETH  B. 
Cottonwood 

CARLSON,  ARTHUR  C. 
Cottonwood 

EDWARDS,  WALTER  V. 

Cottonwood 
HOUGH,  HENRY  A. 

Prescott 

JOLLEY,  ELVIE  B. 

P.  0.  Box  177 
Bisbee 

McNALLY,  Joseph  P. 

Prescott 

MULLINNEX,  MERLIN  E. 
Prescott 

PHILLIPS,  MELVIN  W. 
Prescott 

SHEPARD,  WILLIAM  R. 
Prescott 

SOUTHWORTH,  HARRY  T. 
Prescott 

YOUNT,  CLARENCE  E. 
Prescott 

YOUNT,  CLARENCE  E.,  JR. 
Prescott 

YOUNT,  FLORENCE  B. 
Prescott 

YUMA  COUNTY 

CAIN,  WILLIAM  C. 

Yuma 

CORLISS,  PHILIP  G. 

Somerton 

IRWIN,  RALPH  T. 

Yuma 

LAYLAND,  CALVIN  H. 

Yuma 

LIGHTNER,  CLARENCE  M. 
Yuma 

MATTS,  ROBERT  M. 

1601  5th  Ave. 

Yuma 

PHILLIPS,  WILLIAM  A. 

Yuma 

PODOLSKY,  ABE  I. 

1601  5th  Ave. 

Yuma 

POWELL,  CHARLES  S. 

Yuma 

RIDER,  ROBERT  E. 

Yuma 

STANLEY,  JOHN  F. 

Yuma 

STRATTON,  ROBERT  A. 

Yuma 

STURGES,  HAROLD  J. 

Yuma 

VOLPE,  JAMES,  JR. 

Yuma 


Page  336 


SOUTHWESTERN  MEDICINE 


OCTOBER,  1950 


Attend 

Annual  Meeting 

OF  THE 

SOUTHWESTERN 

Medical  Association 

IN  PHOENIX 
OCTOBER  26-28 


Home  of 

Fittest  Alet/^s  Shoes 

POPULAR  DRY  GOODS  CO. 

EL  PASO,  TEXAS 


HARDING  AND 

ORR 

Ambulance  Service 

• 

320  Montana 

3-1646 

EL  PASO,  TEXAS 

It’s 

Sweeney's 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


ADVERT 

1 S E 

IN 

SOUTHWESTERN 

MEDICINE 

Prompt  24 -Hours 

MARTIN 

Ambulance  Service 

710  N.  Stanton  El  Paso,  Texas 


BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

“CADILLAC” 

108  South  Yale  Street  3-4571  Albuquerque,  N.  M. 


The  Place  Men  Go 
For  The  Brands  They  Know 

HART,  SCHAFFNER  & 

MARX  CLOTHES 
G.  G.  G.  CLOTHES 
WALK  OVER  SHOES 
STETSON  HATS 
MALLORY  HATS 
MANHATTAN  SHIRTS 
ARROW  SHIRTS 
INTERWOVEN  SOX 
B.  V.  D.  SPORTSWEAR 


216  East  San  Antonio  Street 
Dial  2-2433 
El  Paso,  Texas 

Mail  Orders  Promptly  Handled 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 
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COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


Marguerite  J 

GIFT  SHOP 

Hotel  Westward  Ho 

“Gifts  of  Distinction ” 


C/ettaJ 

FASHIONS 

714  North  Central  Ave.,  Phoenix 
Just  north  of  Hotel  Westward  Ho 

♦ 

WHERE  YOU  CAN  FIND 
SMART  STYLES 
FOR  THE  INDIVIDUAL 


YEAR  ’ROUND  IN  PHOENIX,  ARIZONA... 

Hotel  Westward  Ho 
and  Patio  Suites 

0 A downtown  location  with  all  the 
atmosphere  of  a resort.  Palm  shaded 
patio,  sun-decks,  a luxurious  swimming 
pool.  Dry  air-conditioning  both  sum- 
mer and  winter.  Home  of  the  famous 
La  Mina  Room  for  dining  and  dancing. 

JOHN  B.  MILLS,  President  and  General  Manager 
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IF  YOU  DON'T  HAVE  ONE  OF  OUR 
EGG-TIMERS  — or  if  you  need  more  of  the 
printed  "hand-outs”  to  give  your  patients  — 
Phone  JERRY  HARRIS  at  3-3646.  (Free  while 
the  supply  lasts). 

CREDITORS  SERVICE  BUREAU 


Ambulance  Service  at  All  Hours 

Raster  & Maxon 

El  Paso,  Texas  2-3431 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


MAICO 

OF  EL 

PASO 

* Hearing  Aids 

★ Audiometers 

★ Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

In  Albuquerque,  The  Bulwark 
Of  Professional  Pharmacy 


Lobby  — FIRST  NATIONAL  BANK  BUILDING 
Albuquerque,  New  Mexico 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

> Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


Southwestern  Headquarters  For 
MEDICAL,  DENTAL  and  NURSING  BOOKS 
Of  All  Publishers 

J.  A.  MAJORS  COMPANY 

Dallas,  Texas  Medical  Arts  Bldg. 

P.  O.  Box  1053 
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We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


Fischbein  Bros. 

Custom  Tailors 


309  N.  OREGON 


EL  PASO,  TEXAS 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

• 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 

The  McMath 
Co.,  Inc. 

<Lp>ribltbiCj  &■  Hd  oo  ft  s bidbicj 

Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


FOR  THE 
PRE-NATA 
PATIENT 


CALCIUM 
PHOSPHORUS 
AND 
VITAMINS 


The 
large 
calcium 
content  per- 
mits the  use 
of  1 capsule  three 
times  a day.  The 
vitamin  C content 
aids  healing  following 
delivery. 

Each  Calvmin  capsule  contains: 

Dicalcium  Phosphate  Anhyd  712.8  mg.  (11  gr.) 
Ferrous  Sulfate  Exc.  22.1  mg.  ( .6xMDR) 

Thiamin  Hydrochloride  2.0  mg.  ( 2 x MDR) 
Riboflavin  2.0  mg.  ( MDR  ) 

Ascorbic  Acid  50.0  mg.  (12/3xMDR) 

Vitamin  D 500  USP  Units.  (iy„xMDR) 

MISSION 
PI1ARMACAL  CO 

San  Antonio  6,  Texas 
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E.  K.  ARMISTEAD,  M.  D. 

GENERAL  SURGERY 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 
414  Banner  Building  2-9331  El  Paso,  Texas 

JOSEPH  BANK,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  JR.,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Ave.  Phone  4-7245  Phoenix,  Arizona 

LOUIS  W.  BRECK,  M.D. 

W.  COMPERE  BASOM,  M.  D. 
MORTON  H.  LEONARD,  M.  D. 
GEORGE  N.  ALDREDGE,  M.D. 

Practice  limited  to  Orthopaedic  Surgery 
520  Montana  Street  3-1673  El  Paso,  Texas 

Frank  0.  Barrett,  M.  D.  Merle  D.  Thomas,  M.  D. 

DRS.  BARRETT  and  THOMAS 

ANESTHESIOLOGY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 

BUTLER  CLINIC 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

THOMAS  H.  BATE,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

803  Professional  Bldg.  4-3326  Phoenix,  Ariz. 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

800  Montana  Street  3-8487  El  Paso,  Texas 

J.  A.  BAUCHERT,  D.M.D. 

GENERAL  DENTISTRY.  X-RAYS 

1009  Mills  Bldg  3-1051  El  Paso.  Texas 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

ORTHOPEDIC  SURGERY 

First  National  Building  3-3421  El  Paso,  Texas 

JACK  A.  BERNARD,  M.D. 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 
Phone  3-8151 

415  East  Yandell  Blvd.  El  Paso,  Texas 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

— GENERAL  PRACTICE  — 

Phones  4495  - 4496 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 
GYNECOLOGIC  SURGERY 
PHONE  2-9312 

1017  First  National  Building  El  Paso,  Texas 

ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 
207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

1018  Mills  Building  El  Paso,  Texas 

P.  G.  CORNISH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

523  First  National  Bank  Bldg.  2-1333  Albuquerque,  N.  M. 
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BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

800  Montana  Street  3 6931  El  Paso,  Texas 


WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 
215  First  National  Bldg.  3 2161  El  Paso,  Texas 


HERVEY  W.  DIETRICH,  M.  D. 

INTERNAL  MEDICINE 

Medical  Arts  Building  — Phone  2-4782 
415  East  Yandell  Blvd.  El  Paso,  Texas 


L.  O DUTTON,  M.  D. 

ALLERGY 

616  Mills  Bldg  2-3671  El  Paso,  Texas 


THIS  SPACE 
FOR  SALE 


ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 
1025  First  National  Bank  Bldg. 

El  Paso,  Texas 


HAROLD  EIDINOFF,  M.D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 
404  Banner  Building  3-0861  El  Paso,  Texas 


LELAND  S.  EVANS,  M.  D. 

A.  DANIEL  MADDOX,  M.  D. 

GENERAL  PRACTICE  AND  GENERAL  SURGERY 
217  West  Court  St.  Las  Cruces,  N.  M.  Phone  141 


LESTER  C.  FEENER,  M D.,  F A C.  P. 

Diplomate  American  Board  Internal  Medicine 
INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

JOE  R.  FLOYD,  M.  D„  F.  A.  C.  S. 

GENERAL  SURGERY 

314  Banner  Building  3 5381  El  Paso,  Texas 

ROBERT  FRIEDENBERC,  A.B.,  M.D. 

(Certified  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

2929  Monte  Vista  Boulevard  5 4822  Albuquerque,  N.  M. 


THIS  SPACE 
FOR  SALE 


CHARLES  E.  GALT,  JR.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 
509  West  Fox  St.  1441  Carlsbad,  N.  M. 

H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 
209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 
701  First  National  Building  2-6221  El  Paso,  Texas 


J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 
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R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

INTERNAL  MEDICINE 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 

706  West  Second  Street  2275  Roswell,  New  Mexico 

415  Yandell  Boulevard  3-5400  El  Paso,  Texas 

JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 
WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

G.  H Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  SURGERY 

GENERAL  AND  GYNECOLOGICAL  SURGERY 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M 

525  First  National  Bldg.  2-9412  El  Paso,  Texas 

HASKELL  D.  HATFIELD,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

TRUETT  L.  MADDOX,  D.  D.  S. 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

ORAL  SURGERY 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 

1031  First  National  Bldg  El  Paso,  Texas 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  COODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGFRY 
MEDICAL  ARTS  BUILDING 

1.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 
H.  D.  JOHNSON,  D.  D.  S. 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

ROSWELL,  NEW  MEXICO 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

C.  H.  MASON,  M.D. 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

M.  S.  HART,  M.D. 
R.  F.  BOVERIE,  M.D. 

913  First  National  Bldg.  3-1409  El  Paso/  Texas 

G.  L.  BLACK,  M.D. 

THIS  SPACE 

RADIOTHERAPY  — ROENTGENOLOGY  — PATHOLOGY 

FOR  SALE 

310  Banner  Bldg.  3-4478 

105  Medical  Arts  Bldg.  3-7092  El  Paso,  Texas 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

DRS.  JELSO  & CORCORAN 

DISEASES  OF  THE  SKIN 

(GENERAL  SURGERY) 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

106  South  Girard  Street  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 

(INTERNIST  AND  CONSULTATION) 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

H.  C.  JbRNlCAN,  m.  d. 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

DISEASES  OF  THE  CHEST 

PHONES 
633  — 460  — 201 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 
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BERNARD  L.  MELTON,  M.  D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  3-8209  Phoenix/  Arizona 

S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 

THE  ORTHOPEDIC  CLINIC 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  JR.,  M.D.,  F.A.C.S. 
ALVIN  L.  SWENSON,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D. 

1313  North  Second  Street  — PHONE  8-1586  — • Phoenix,  Ariz. 

THIS  SPACE 
FOR  SALE 

Vincent  M.  Ravel,  M.  D.  Marvin  N.  Golper,  M.  D. 

DRS.  RAVEL  AND  GOLPER 

RADIOLOGY 

Mills  Building  and  Phones  2-3459  - 3-5652 

800  Montana  Street  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 
PLASTIC  AND  MAXILLO-FACIAL  SURGERY 
1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

HERMAN  RICE,  M.  D. 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 
624  Mills  Bldg.  2-7642  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 
FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICIN E— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Ceritfied  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 
Phone  3-6742 

1101  First  National  Bldg.  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 
DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 
EYE  - EAR  - NOSE  - THROAT 
FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
106  South  Girard  Avenue  5-3222  Albuquerque,  N.  M. 

C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 
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JESSON  L.  STOWE,  M.  D. 
FRANCIS  A.  SNIDOW,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 


M.  A.  TANNY,  M.  D. 

ALBUQUERQUE  MEDICAL  CENTER 
109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 


H.  H.  VARNER,  M.  D. 

GENERAL  SURGERY 
213  El  Paso  National  Bank  Bldg. 

Phone  3-7362  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG-),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Roswell,  N.  M.  Phone  208 


ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 


L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 


DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  First  National  Bldg.  2-6529  El  Paso,  Texas 


A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 
General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 


WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 


W.  E.  VANDEVERE,  M.D.,  F.A.C.S. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 


W.  G.  MORROW,  JR.,  M.  D. 

OPHTHALMOLOGY 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 


THIS  SPACE 
FOR  SALE 


M.  K.  WYLDER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PEDIATRICS 
PEDIATRICS  AND  OBSTETRICS 
625  First  National  Bank  Bldg. 

Albuquerque,  N.  M.  Phone  6440 


HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  North  Stanton  Street  3-7521  El  Paso,  Texas 


THE  WESTERN  CLINIC-HOSPITAL 

308  N.  Colorado  Midland,  Texas 

STAFF 

H.  B.  Johnson,  M.  D Pediatrics 

D.  L.  Patton,  M.  D Obstetrics  and  Gynecology 

F.  W.  Gaarde,  M.  D Internal  Medicine 

T.  J.  Melton,  Jr.,  M.  D.,  F.  A.  C.  S General  Surgery 

R.  E.  Greer,  M.  D Eye,  Ear,  Nose  & Throat 

F.  M.  Middlebrook,  M.  D General  Medicine 

W.  K.  Green,  M.  D Urology 

Roy  T.  Lester,  M.  D.  ( Abilene)  ....Consultant  in  T horacic  Surgery 

L.  C.  Zee,  D.  D.  S Oral  Surgery 

Charles  A.  Hix Business  Manager 
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LABORATORIES 

Specializing  in 

PROTEIN-BOUND  BLOOD 
IODINE 

Bacteriology  ❖ Haematology  •£•  Parasitology 
Blood  Chemistry  LTrine  Chemistry 

Phone  4-3677 

m ■ 

129  West  McDowell  Road 
Phoenix,  Arizona 


Harold  Wood,  M.  D. 

Diplomate  American  Board  of  Pathology 

PATHOLOGY  LABORATORIES 

1 130  North  Central  Ave.  4-8255  Phoenix,  Arizona 

In  addition  to  the  usual  pathology  laboratory 
services,  special  attention  is  given  to: 

Blood  Iodides 
17  Ketosteroids 
Pregnandioles 

Viral  and  Rickettsial  Complement  Fixation  Tests 
Fungus  Cultures 
Parasitology 
Toxicology 

Tumor  Cell  and  Tissue  Examinations 

Walter  E.  Lox,  Ph.  D.,  American  Association  of  Clinical 
Chemists,  Technical  Supervisor. 


TAN  NY  CLINIC 


Albuquerque  Medical  Center 


Albuquerque,  New  Mexico 
109  S.  ELM  STREET 

3-2226 


STAFF 

A.  J.  TANNY,  M.  D., 

Surgery  and  Consultation 


M.  A.  TANNY,  M.  D., 

General  Practice  and  Surgery 


F.  L.  MURPHY,  M.  D.. 

Obstetrics  and  Gynecology 

E.  B.  FLANAGAN,  M.  D„ 

Internal  Medicine  and  Cardiology 

A.  DeLaPena,  M.  D., 

Orthopedics  and  Industrial  Surgery 

C.  P.  ROSE,  M.  D„ 

Pediatrics 

A.  G.  PRIETO,  M.  D., 

Radiology 

Complete  Laboratory  and  X-Ray 
Service  and  Prescription  Department. 
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For 

TleiOous  anc>  iTlental  Diseases 

Phone  Fairdale  2-3333  DALLAS  1,  TEXAS  P.  O.  Box  1769 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational 
therapy.  All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 
The  Staff 

Dr.  Guy  F.  Witt,  Medical  Director  Dr.  Howard  M.  Burkett,  Associate  Psychiatrist 

Dr.  Perry  C.  Talkington,  Medical  Director  Dr.  James  K.  Peden,  Resident  Psychiatrist 

Dr.  Chas.  L.  Bloss,  Associate  Psychiatrist  Dr.  James  C.  Folsom,  Resident  Psychiatrist 

Miss  Marguerite  Harmonson,  R.  N.,  Director  of  Nurses 

Henry  J.  Albach,  Business  Manager 

Miss  Patsy  Crowe,  Director  Occupational  Therapy 


Plainview  Hospital  and  Clinic  Foundation 

PLAINVIEW,  TEXAS 

Hr-*— 

Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep  narcosis,  in- 
sulin, shock  therapies,  and  electro-encephelograpy  for  diagnostic  purposes. 

Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department  of  Physical 
Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 


E.  O.  NICHOLS,  M.  D. 

Surgery  and  Consultation 

J.  H.  HANSEN,  M.  D. 

Radiology 

E.  O.  NICHOLS,  JR.,  M.  D. 

General  Surgery  and  Gynecology 

RANDALL  E.  COOPER,  M.  D. 

Neurology  and  Psychiatry 

e.  g.  McCarthy,  m.  d. 

Obstetrics  and  Gynecology 


STAFF 

EDWARD  T.  DRISCOLL,  M.  D. 

Orthopedics 

CARL  C.  JACKSON,  M.  D. 

Eye,  Ear,  Nose,  Throat 

MARVIN  C.  SCHLECTE,  M.  D. 

Gastroenterology  & Internal  Medicine 

CHESTER  E.  COOK,  M.  D. 
Diagnosis  and  Internal  Medicine 

JOHN  CHARLES  LONG,  JR.,  M.  D. 

General  Surgery,  Cancer,  Tumors 
(4%  yrs.  training  in  New  York  Memorial  Hospital) 

W.  W.  KIRK,  Administrator 


DOROTHY  C.  LONG,  M.  D. 

Pediatrics 

L.  B.  SOUCY,  M.  T.  (ASCP) 

Chief  of  Laboratory 

HENRY  C.  KIRKEGARD,  R.  T. 

Chief  X-Ray  Technician 

RALPH  V.  WILLIAMS,  B.  S. 

Registered  Physical  Therapist 

LENORE  KRUSELL,  B.  S. 

Registered  Physical  Therapist 
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£ cutkueAterw  pkifAiciahA'  fairectcrij 

The  Lodge 

WATTS  CLINIC 

of  the 

Turquoise  Trail 

Complete  Medical 
and 

A modern  completely  equipped  sanitarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 
perienced, and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 
rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 
recreational  and  occupational  therapy  programs. 

Surgical  Service 

• 

R.  E.  Watts,  M.  D.  S.  M.  Ramer,  M.  D. 

G.  A.  Slusser,  M.  D.  S.  F.  Baker,  M.  D. 

For  further  information  address: 

THOMAS  L.  GORE,  M.  D„ 

• 

Psychiatrist  and  Medical  Director, 

Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Town  office  6398  ® Residence  3-3234  • Lodge  2-2773 

Phone  567 

101  N.  Cooper  Silver  City,  N.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures: 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 

DELPHIN  VON  BRIESEN,  M.D. 
H.  F.  HESLINGTON,  M.D. 

PATHOLOGY  ENDOCRINE  STUDIES 

WILLIAM  D.  FLEMING,  M.D. 
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— or"let  it  be  marked”  — indicates  directions  for  the  patient’s  use  which 
are  to  be  marked  on  the  prescription  package  label. 


Detailed  literature  on  Lilly  pharmaceuticals,  although  freely  available 
to  physicians,  is  not  supplied  to  the  laity.  The  physician,  we  believe, 
has  the  right  to  determine  what  medical  information  should  be  given 
to  his  patient. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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I toxicity  and  virtual  elimination  of 

t renal  complications  distinguish  the 

I use  of  Gantrisin*  'Roche’,  a new  and 

l remarkably  soluble  sulfonamide.  Highly 

t effective  in  urinary  as  well  as  systemic 

1 infections,  Gantrisin  does  not  require 

j alkali  therapy  because  it  is  soluble 

I even  in  mildly  acid  urine.  More  than 

| 20  articles  in  the  recent  literature 

1 attest  its  high  therapeutic  value  and 

l the  low  incidence  of  side-effects. 

I 

I Gantrisin  is  now  available  in  0.5  Gm 

I 

t tablets,  as  a syrup,  and  in  ampuls. 

t Additional  information  on  request. 

i 

t 

l HOFFMANN-LA  ROCHE  INC  • NCTLEY  10  • N.  J. 

t 

I 

! Gantrisin 

l * Brand  of  sulfisoxazole  ( 3,4-dimethyl - 

l 5-sulfanilamido-isoxazole) 

\ 

'Roche' 

t 

t 

i 
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‘cold -susceptible”  patients 


Cold-susceptible  patients  can  be  given  the  greatest  opportunity  to  benefit  if  Coricidin, 
containing  the  most  potent  antihistamine  compound,  Chlor -Trimeton*  Maleate,  is 
always  on  hand  for  administration  at  the  first  warning  symptoms. 

Only  with  a potent  antihistamine  and  early  treatment  will  the  best  result  in  mitigation 
of  the  common  cold  be  obtained. 


CORICIDIN 

(antihistaminic,  antipyretic,  analgesic^ 

Since  Coricidin  is  available  only  on  prescription,  the  physician  maintains  control  of 
symptomatic  therapy  and  is  better  able  to  evaluate  its  effect  in  the  individual  patient. 

Coricidin  Tablets  in  tubes  of  12,  bottles  of  100  and  1000  tablets. 

•T.M. 

CORPORATION 

BLOOMFIELD,  N.  J. 


CORICIDIN  < 
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"C 


new  KELEKET 
-SUPERTILT”  TABLE 


• • • 


...with  45°  TRUE 
TRENDELENBURG 


135  angulation  from 


Geared  head  motor 
drive  and  double 


i 


Moves  from  horizontal 
to  55°  in  12  seconds. 
Bucky  travels  to  within 
3 " of  foot  end. 


KELLEY-KOETT,  the  oldest  medical 
X-ray  manufacturer  in  the  field,  intro- 
duces its  golden  anniversary  model,  the 
“C-Supertilt”  Table. 

Years  in  advance  of  any  table  yet  de- 
veloped, the  “C-Supertilt”  Table  has  un- 
dergone five  years  of  the  most  rigid  test- 
ing . . . offers  the  radiologist  improved 


technic,  easier  operation,  greater  safety 
for  operator  and  patient.  Perform  fluoro- 
scopy, radiography  and  fluorography  with 
increased  facility  and  visualization.  Pro- 
cedures such  as  encephalography,  ven- 
triculography, myelography  and  genito- 
urinary work  are  performed  with  ease  and 
safety  never  before  possible. 


Telephone  or  Write  for  detailed  information  on  this  great  new  table.  You’ll  agree 

there’s  nothing  like  it! 


THE  SOUTHWESTERN  SURGICAL  SUPPLY  CO. 


143  North  First  Street 
Phoenix,  Arizona 
Telephone:  8-1509 


414  Mills  Street  i i 4 El  Paso,  Texas 
Telephone:  3-1454 


202  North  Stone  Street 
Tucson,  Arizona 
Telephone:  3-4452 
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Pectin— enhances 
hydrophilic 
properties 


Colloidally  dispersed 
in  a special  adsorbent 

alumina  gel 


Purified  Kaolin 


PECTIN 

is  effective  in 
Control  of 
Diarrhea 


Relief  is  quick  . . . Kaomagma  with  Pectin 
soothes  and  protects  inflamed  intestinal 
mucosa.  Cramps  and  distention  are 
promptly  relieved. 

Consolidates  stools  . . . checks  fluid  loss 
. . . restores  patient’s  comfort. 

Bottles  of  12  fl.  oz. 


WYETH  Incorporated,  Philadelphia  3,  Pa. 


® 
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CAFERGONE' 

. . . EFFECTIVE  ORAL  TREATMENT  OF 
MIGRAINE  AND  OTHER  HEADACHES 

CAFERGONE  is  an  association  of  ergotamine  tartrate  1 mg.  and  Caffeine  alkaloid  100  mg. 
CAFERGONE  (experimentally  known  as  EC-110)  has  proved  to  be  an  effective  agent  in  the  oral 
treatment  of  vascular  headache  such  as  migraine,  migraine  equivalents,  histaminic  cephalgia  and 
"tension  states.” 

BIBLIOGRAPHY 

1.  Horton,  B.  T.;  Ryan,  R.,  and  Reynolds,  J.  L.;  Clinical  Observations  on  the  Use  of  EC-110,  a New  Agent 
for  the  Treatment  of  Headache.  Proc.  Staff  Meet.,  Mayo  Clinic,  March  3,  1948. 

2.  Friedman,  A.  P..  and  Brenner,  C. ; Treatment  of  the  Migraine  Attack.  Am.  Practitioner,  March  1948. 

3.  Hansel,  F.  K.;  The  Treatment  of  Headache.  Annals  of  Allergy,  March-April,  1949. 

4.  Kadish.  A.  P. ; Clinical  Observations  on  the  Use  of  EC- 110  in  Various  Types  of  Headache.  General  Practice 
Clinics,  April,  1949. 

5.  Ryan,  R.  E.;  Cafergone  for  Relief  of  Headache.  Postgrad. Medicine,  April,  1949. 

6.  Moench,  Louis  G.;  Clinical  Use  of  EC-110  (Cafergone),  a New  Headache  Remedy.  Dis.  Nerv.  System, 
May,  1949. 

Available  in  tablets;  bottles  of  20,  50,  100,  500  and  1,000 

LITERATURE  AND  SAMPLES  ON  REQUEST 

SANDOZ  PHARMACEUTICALS 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC.  WEST  COAST  OFFICE 

450  SUTTER  STREET  SAN  FRANCISCO  8,  CALIF. 


jfluch  WcuriAknieht! 

'Jm  'Jatteniwq  Calorie^! 


CERTIFIED,  PASTEURIZED 

FAT  FREE  MILK 


Patients  who  have  trouble  digesting  food  fat  . . . 
those  who  find  whole  milk  doesn't  agree  with  them 
. . . will  enjoy  and  benefit  from  this  special  milk 
product.  The  milk's  fine  flavor  is  retained,  its 
healthful  qualities  are  invaluable. 

RECOMMEND  THIS  FINER  MILK  WITH 
COMPLETE  CONFIDENCE  IN  ITS  PURITY 
AND  HIGHEST  QUALITY. 


A PRODUCT  OF 


CR€AMGRI€S,  Inc. 
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’In  general,  symptomatic  improvement 
[of  menopausal  symptoms]  was  striking  within 

7 to  14  days  after  treatment... ’’with 
"Premarin.” 

Gray,  L.:  J . Clin.  Endocrinol.  3:92  (Feb.)  1943. 

Many  clinicians  have  found  that  “Premarin”  therapy  usually  brings  about 
prompt  relief  of  distressing  menopausal  symptoms.  Furthermore,  sympto- 
matic improvement  is  followed  by  a gratifying  sense  of  well-being  in  a 
majority  of  cases.  This  is  the  “plus”  in  “Premarin”  therapy  which  tends 
to  quickly  restore  the  patient’s  normal  mental  outlook. 

Four  potencies  of  “Premarin”  permit  flexibility  of  dosage:  2.5  mg., 

1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg. 
in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  “Premarin” 
other  equine  estrogens... estradiol,  equilin,  equilenin,  hippulin...are 
probably  also  present  in  varying  amounts  as  water-soluble  conjugates. 


Estrogenic  Substarices  ( water-soluble ) also  known  as 
Conjugated  Estrogens  ( equine ) 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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Pyribenzamine® 

Expectorant 

A Unique  Combination  of  Non-narcotie  Drugs 


More  Complete 
Therapy  for 
Couglt  Control* 


Anesthetic 

Decongestant 

Antispasmodic 

Antihistaminic 


FORMULA  — Each  teaspoonful  (4  cc.)  contains  30  mg.  Pyribenzaniine 
(Iripelennamine)  citrate,  10  ing.  ephedrine  sulfate,  and  80  mg. 
ammonium  chloride. 

DOSAGE — Adults,  1 to  2 teaspoonfuls  every  3 to  4 hours.  Children, 
half  the  amount  at  same  interval.  Followed  by  full  glass  of  water. 


PYRIBENZAMINE 
A NO.  1 ANTIHISTAMINIC 


Ciba 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


2 1555A* 
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_l_  ii  E dark,  dank  breeding  ground  of  a clogged  sinus  is  ideal  for  organisms  but 
not  for  the  patient.  Shrinkage  of  nasal  mucosa  opens  an  airway,  permits  drainage,  relieves 
discomfort,  and  admits  penicillin  for  concentrated,  localized  activity.  This  mav  now  he 
rapidly  achieved  for  long  periods  without  the  disadvantages  of  earlier  epinephrine-like 
decongestants.  To  combat  infection  and  to  provide  comfort  with  onlv  the  slightest  degree 
of  restlessness  or  sleeplessness,  without  irritation,  ciliary  interference,  or  secondarv  en- 
gorgement. prescribe 

Clopane  Hydroch loride  with  Penicillin — G 

( Cyclopentamine  Hydrochloride,  Lilly 

Complete  literature  on  'Clopane  Hydrochloride'  with 
Penicillin  — G is  available  from  your  Lilly  medical  serv- 
ice representative  or  will  tie  forwarded  upon  request. 

ELI  LILLY  AND  COMPANY  •INDIANAPOLIS  6,  INDIANA,  U.S.  A 
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KAJEEB 

The  American  Public  loves  to  be  fooled.  Recently 
at  a Southwestern  State  Fair  an  observer  could  see 
the  midway  doing  a rushing  business.  Substantial 
citizens  on  a holiday,  knowing  full  well  that  the  gaudy 
attractions  were  not  all  that  they  appeared  to  be  on 
the  surface,  literallv  poured  money  into  the  coffers  of 
these  enterprises.  In  the  same  spirit,  patent  medicines 
have  for  many  years  occupied  a prominent  position  in 
the  hearts  of  the  American  Public.  The  gray  beards 
like  myself  can  well  remember  the  medicine  show 
with  the  snake  oil.  Those  of  us  who  suffered 
through  the  noble  experiment  well  remember  various 
types  of  bitters  which  were  sold,  which,  when  added 
to  ginger  ale  made  a slightly  obnoxious,  but  potent 
potion. 

There  was  a furore  producing  concoction,  Lydia  E. 
Pinkham’s  Vegetable  Compound,  the  boon  to  the 
wayward  maiden,  and  curiously,  enough,  according  to 
the  advertisements,  the  hope  of  the  childless  mother. 
It  was  rumored  that  during  prohibition  days  it  was 
entirely  possible,  if  one’s  stomach  did  not  rebel,  to 
forget  the  worries  of  the  present,  if  one  was  able  to 
indulge  in  sufficient  amounts  of  this  compound.  Ap- 
parently, the  efficacy  of  the  compound  depends  to  a 
great  extent  on  a rather  large  precentage  of  alcohol. 

SWAMP  MESSIAH 

This  year,  1950,  a Messiah  from  the  swamps  of 
Louisiana,  after  a number  of  tries  in  the  patent  medi- 
cine game,  has  come  up  with  a rather  startling  prepa- 
ration known  as  Hadacol.  This  particular  compound, 
like  many  of  its  predecessors,  according  to  its  testi- 
monials, has  allegedly  rejuvenating  abilities.  The  prod- 
uct, until  the  Federal  Trade  Commission  entered  the 
picture,  was  said  to  assure  good  health  and  restore  a 
youthful  feeling  and  appearance. 

However,  at  the  present  time,  the  claims,  in  spite 
of  the  ballyhoo,  are  really  very  modest.  Hadacol,  at- 
tacks, according  to  its  makers,  “illnesses  due  to  the 
lack  of  Vitamin  B-l,  B-2,  Iron,  and  Niacin  in  the  sys- 
tem.” While  this  product  has  been  able  to  finance  the 
greatest  medicine  show  of  all  times,  a show  featuring 
such  radio  and  screen  personalities  as  Mickey  Rooney, 
Roy  Acuff  and  his  Smoky  Mountain  Boys,  Connie 
Boswell,  Minnie  Pearl,  Burns  and  Allen,  Chico  Marx, 
and  Carmen  Miranda  and  her  rhumba  band,  the  great- 
est aid  to  its  sale  has  been  the  sterling  testimonials 
from  those  benighted  sufferers  from  the  varied  self- 
diagnosed  ailments. 

“MINOR  LEAGUES” 

Testimonial  letters  have  always  been  rather  easy 
to  obtain,  and,  while  those  written  supporting  the 
claim  of  this  miraculous  Louisiana  rejuvenator  are, 
let  us  say,  moderately  good,  they  are  essentially  in  the 
terms  of  the  vernacular,  in  the  “minor  leagues”  as 
compared  with  testimonials  rendered  to  a product  as 
“Kajeeb  Brjwmn”  or  “Grand  Imperial  Renovator”. 
Here,  gentle  readers,  we  have  a real  preparation.  It 
must  be  granted,  however,  that  in  the  early  part  of 
the  19th  Century  in  the  years  of  1825  to  1837,  the 
Federal  Trade  Commission  did  not  exert  any  influ- 
ence. Had  it,  perhaps,  this  sterling  mixture  would  not 
have  gained  its  vast  popularity. 

Kajeeb  Brjwmn'1)  was  described  as  “a  mild  vege- 
table compound”,  and  was  said  to  be  “accidentally  dis- 
covered by  a Baratarian  lunatic  in  a lucid  interval 
while  searching  for  birds’  nests  in  a mangrove  swamp”. 
At  least  we  must  all  admit  that  the  method  of  dis- 
covery was  not  only  unique,  but  honest.  This  medica- 


(1)  THE  PIONEER  GAZETTE.  Vol.  1.  No.  10,  August  1950, 
29  Worthington  St.,  Springfield,  Mass.  — “The  New  York  Mir- 
ror — 1837.” 


BRJWMN* 

tion  was  really  efficacious,  and  while  the  proponents 
of  Lydia  E.  Pinkham’s  Compound  and  Hadacol  have 
made  some  rather  lurid  claims  as  to  the  efficiency  of 
their  products,  these  claims  could  not  approach  the 
claims  made  for  Kajeeb  Brjwmn.  The  patient  did  not 
really  have  to  swallow  this  preparation.  He  merely 
had  to  look  at  it,  rub  it  on  his  nose,  or  strange  as  it 
may  seem,  have  its  name  shouted  in  his  ear.  For 
proof  of  this,  the  following  testimonials  are  offered: 

NOISY  CURE 

“Dear  Doctor  — I was  stone  blind  for  sixteen  years, 
and  tried  the  Thompsonian  medicines,  from  numbers 
one  to  twenty  and  got  worse  — of  course.  Bought  a 
bottle  of  your  invaluable  medicine,  and  by  merely 
looking  at  it,  was  restored  to  sight  immediately.  Your 
grateful  friends.”  James  Stone,  Laputa,  Nov.  5,  1825.” 

“My  Dear  Von  Humbus: — Some  ten  years  since,  I 
was  so  unfortunate  as  to  catch  the  “mania-a-potu” 
which  united  with  that  worst  of  contagions,  the 
“brandreth-phobia”  continued  to  delude  my  system  in 
an  extraordinary  degree.  From  the  combined  effects 
of  these  two  epidemicks,  I have  been  in  the  same 
hospital  forty-nine  times.  Cured  by  my  wife  shouting 
six  times  in  my  ear  ‘kajeeb  brjwmn’.”  A.  C.  Dewberry, 
M.  D.,  Philadelphia,  January  9,  1837.” 

“Dear  Doctor — About  twenty  years  ago  I had  my 
shoulder  dislocated  by  a stroke  from  a lion,  and  with 
all  the  exertions  of  our  doctors,  I could  not  get  it 
reduced.  Though  I took  the  hygeian  medicines,  I 
suffered  extremely  until  within  a year.  I bought  the 
‘kajeeb  brjwmn’,  and  was  immediately  cured  by  run- 
ning the  contents  of  one  bottle  on  the  end  of  my  nose. 
Gratefully  vours,  etc.”  James  Gull,  Cafraria,  Julv  25, 
1829.” 

SITUATION  ACUTE 

In  these  turbulent  days  when  the  proponents  of 
socialized  medicine,  literally  scream  that  the  health  of 
the  country  at  large  is  deteriorating,  and  point  out 
that  approximately  50  per  cent  of  our  youth  have  been 
rejected  for  the  draft,  and  when,  in  the  sovereign  state 
of  California,  an  84-year-old  female  sues  her  husband 
for  annulment  and  claims  that  he  obtained  her  con- 
sent to  marriage  by  fraud  and  then  failed  in  his  hus- 
bandly duties,  the  situation  becomes  acute,  and  the 
only  answer  that  our  present  patent  medicine  men 
render  is  simply  the  prospect  of  a parrot  riding  around 
the  country  in  a limousine  squawking  “Polly  wants 
Hadacol”.  Our  legislators  have  appropriated  money 
to  investigate  very  many  projects.  It  would  not  be 
surprising,  if  the  bureaucrats  were  acquainted  with 
this  sterling  product,  that  they  would  hie  themselves 
to  the  rolling  hills  of  the  Pennsylvania  Dutch  coun- 
try and  attempt  to  discover  the  formula  of  Kajeeb 
Brjwmn,  and  thereby  settle,  once  and  for  all,  the 
problem  of  our  nation’s  health. 


PEDIATRICS 

Chloramphenicol  In  Whooping  Cough : 
Report  On  Five  Severe  Cases 

Macrae,  J .,  Lancet  1:4-00,  1950 

Administration  of  Chloromycetin  to  five  severely 
ill  pertussis  patients  effected  immediate  improvement 
and  rapid  recovery.  Patients  were  given  an  initial 
dose  of  0.25  Gm.  followed  by  0.125  Gm.  every  six 
hours  for  seven  days,  and  0.125  Gm.  every  twelve 
hours  for  an  additional  seven  days. 
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ST.  ANN’S  HOSPITAL  IN  TRUTH  OR  CONSEQUENCES 


St.  Ann’s  Hospital  in  Sierra  County,  N.  M. 


St.  Ann’s  Hospital  (formerly  Virginia  Ann  Clinic 
and  Hospital)  of  Truth  or  Consequences,  N.  M.,  was 
leased  by  the  Sisters  of  the  Sorrowful  Mother  (a 
Wisconsin  corporation)  Sept.  1,  1948,  from  Mrs.  La 
Rue  Brown  and  Mr.  H.  A.  Collins. 

The  hospital  is  located  near  Highway  85  almost  in 
the  heart  of  the  city  of  Truth  or  Consequences.  It  is 
a small  general  hospital  of  surgery,  medicine,  pedia- 
tires  and  obstetrics  with  a capacity  of  34  beds  and 
six  bassinetts. 


The  hospital  has  all  modern  facilities  and  is  well 
equipped  with  X-ray,  clinical  laboratory,  surgery  and 
gas  machine  for  anesthesia  and  resuscitator  and  incu- 
bator in  the  obstetrical  department. 

It  has  a fine  medical  staff  of  five  physicians  with 
a hospital  staff  of  eight  sisters,  registered  in  their 
respective  departments,  assisted  by  graduate  nurses 
and  helpers. 

It  is  one  of  the  best  and  finest  hospitals  in  South- 
ern New  Mexico. 


Constipation  Relieved  By 
Carboxymethylcellulose 

Based  on  a study  of  250  patients  observed  over  a 
three  year  period,  Schultz  reports  in  the  American 
Journal  of  Digestive  Diseases  (16:319,  1949)  that  sodium 
carboxymethylcellulose  affords  effective  relief  of  con- 
stipation. He  found  that  patients  with  average  consti- 
pation had  normal  bowel  movements  after  one  to  three 
days  of  treatment  and  those  with  chronic  constipation 
returned  to  normal  after  six  to  ten  days  of  treatment. 

Sodium  carboxymethylcellulose  was  administered 
to  the  group  in  the  form  of  powder  at  the  inception  of 
treatment  and  was  later  given  in  tablet  form.  Most 
patients  received  a dosage  of  two  to  five  0.75  Gm. 
tablets  in  the  morning  and  at  night.  The  dosage  was 
then  reduced  after  a few  weeks  from  one  to  two 
tablets  three  times  a day. 

No  intestinal  impaction  was  noted  even  though 
some  of  the  patients  took  the  preparation  for  many 
months.  Normal  stools  were  observed  in  cases  of 
diarrhea  following  treatment,  leading  the  physician  to 
conjecture  that  sodium  carboxymethylcellulose  pos- 
sessed an  apparent  ability  to  absorb  irritating  toxins 
from  the  intestinal  tract. 

According  to  Schultz,  this  laxative  has  the  follow- 
ing advantages:  it  is  completely  non-toxic;  does  not 
produce  roughage  which  is  irritable  to  patients  with 
spastic  colon,  hemorrhoids  or  proctitis;  resquires  low 
dosage;  possesses  lubricating  properties;  is  tasteless 
and  ordorless;  does  not  interfere  with  the  absorption 
of  essential  nutritional  elements;  and  does  not  absorb 
fat-soluble  vitamins  from  the  intestinal  tract. 


Chloromycetin  in  Rocky  Mountain 
Spotted  Fever 

In  the  15  patients  reported  by  Pincoffs,  Guy, 
Lister,  Woodwrard  and  Smadel,10  the  diagnosis  of 
Rocky  Mountain  spotted  fever  (eastern)  was  con- 
firmed by  one  or  more  of  the  usual  laboratory  diag- 
nostic procedures.  The  initial  dose  of  Chloromycetin 
was  large,  75  mg.  per  Kg.  of  bodyweight,  being  ad- 
ministered in  two  or  three  parts  at  about  one-hour 
intervals.  Then,  every  three  hours,  day  and  night, 
children  under  16  years  (10  cases)  were  given  0.25 
Gm.;  older  patients  were  given  0.5  Gm. 

Symptoms  showed  steadv,  though  not  striking 
improvement  in  the  first  tw'enty-four  hours;  but  on 
the  second  day,  headache,  mental  dullness,  and  simi- 
lar symptoms  were  clearly  lessened.  Most  dramatic 
evidence  of  Chloromycetin’s  therapeutic  effectiveness 
was  the  temperature  chart  which  showed  a drop  to 
normal  levels  in  all  cases  within  seventy-six  hours  of 
the  initial  dose.  The  average  pretreatment  duration 
of  fever  was  about  nine  and  one-half  days  as  com- 
pared with  sixteen  days  for  a typically  representative 
control  group.  Duration  of  fever,  after  beginning 
treatment  averaged  2.2  days.  In  this  series,  there  was 
no  recurrence  of  the  disease  when  treatment  was  dis- 
continued after  twenty-four  hours  of  normal  tem- 
perature. 

10.  Pincoffs,  M.  C. ; Guy,  E.  G. ; Lister,  L.  M. ; Woodward. 
T.  E. ; & Smadel,  J.  E. : The  Treatment  of  Rocky  Mountain 
Spotted  Fever  with  Chloromycetin.  Ann.  Int.  Med.  29:656, 
1948. 
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JBe  debus  Sd§ebicts  Ct  Poltttcis 

BY  ROBERT  B.  HOMAN,  JR.,  M.  D.,  EL  PASO,  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


“REASON  HAS  NEVER  FAILED  MEN” 


William  Allen  White,  the  late  Kansas  editor,  was 
a profound  believer  in  America  and  its  way  of  life. 
Some  of  his  writings  are  powerful  contributions  to 
our  contemporary  ideals  and  beliefs.  A perfect  ex- 
ample is  this  portion  of  an  editorial  from  his  pen,  writ- 
ten in  1922. 

“Put  fear  out  of  your  heart.  This  nation  will  sur- 
vive, this  state  will  prosper,  the  orderly  business  of 
life  will  go  forward  if  only  men  can  speak  in  what- 
ever way  given  them  to  utter  what  their  hearts  hold 
— • by  voice,  by  posted  card,  by  letter  or  by  press. 
Reason  never  has  failed  men.  Only  force  and  oppres- 
sion have  made  the  wrecks  in  the  world”. 

How  better  can  the  strength  of  Freedom  of  speech, 
Freedom  of  the  press,  the  right  of  petition  be  ex- 
pressed? How  better  can  the  results  of  these  Free- 
doms be  defined?  Reason  never  has  failed  men! 
Free  men  have  the  right  to  reason.  They  have  the 
right  to  express  the  results  of  such  reasoning  and  to 
vote  their  convictions. 

DEMOCRATIC  BOOKLET 

It  is,  therefore,  fitting  that  there  should  come  to 
the  hands  of  the  writer  a booklet  entitled  “Administra- 
tion Health  Plan”  — subtitled  “A  Training  Kit  for 
Leaders”  — published  by  the  Democratic  National 
Committee.  This  booklet  is  receiving  widespread  dis- 
tribution to  local  leaders  of  the  Democratic  Party, 
labor  leaders,  and  others.  It  is  the  rebuttal  of  the 
Democratic  Party  and  the  Truman  Administration  to 
the  medical  profession’s  fight  against  compulsory 
health  insurance.  Whether  it  represents  the  majority 
opinion  of  the  Democratic  National  Committee  or  not 
is  of  little  consequence.  The  point  is  that  the  issue  of 
Compulsory  Health  Insurance  is  dominant  today,  and 
even  if  this  booklet  represents  a minority,  that  minor- 
ity has  a right  to  be  heard.  If  that  minority  consists 
of  known  social  and  economic  planners  and  even  of 
socialists,  freedom  of  expression  is  open  to  them. 

The  premise  of  the  action  of  the  Democratic  Na- 
tional Committee  in  endorsing  the  President’s  Health 
Insurance  program  is  contained  in  these  words  — “In 
order  to  avoid  socialized  medicine  in  the  United  States, 
we  endorse  the  President’s  program  for  broadened 
Federal  activity  in  the  entire  field  of  health  and  medi- 
cal care  and  the  adoption  of  a pay-as-you-go  insurance 
program  to  put  better  medical  care  within  the  financial 
reach  of  all  Americans”. 

SOCIALISM  DEFINED 

Let’s  use  some  of  Mr.  White’s  “reasoning”  on  this 
play  of  words!  The  reader  of  this  booklet  is  supposed 
to  believe  that  socialized  medicine  will  be  avoided  by 
the  adoption  of  a nationalized  system  of  medicine 
called  by  another  name!  How  illogical  can  you  get? 
Socialism,  simply  defined,  is  a political  or  economic 
theory  of  social  organization  based  on  governmental 
ownership  and  management  of  the  essential  means  for 
the  production  and  distribution  of  goods  and  services. 
In  this  case  the  “goods  and  services”  provided  are 
medical  care,  hospitalization,  drugs,  etc.  We  are  ex- 
pected to  believe  that  we  are  avoiding  socialism  by 
accepting  socialism! 


It  is  further  stated  in  the  premise  that  a “pay-as- 
you-go  insurance  program”  is  the  answer  to  the  dis- 
tribution of  better  medical  care  to  all  Americans.  Is 
it  possible  that  the  Democratic  Party,  which  has  not 
balanced  the  national  budget  in  many  years,  and  has 
accumulated  an  unbelievable  national  debt,  can  expect 
the  people  to  believe  that  anything  it  does  can  be  done 
on  a “pay-as-you-go”  basis?  The  truth  is  that  “you 
pay  and  you  go”  — to  socialism  or  worse.  The  con- 
tents of  the  booklet  itself  are  roughly  divided  into 
two  parts:  First,  most  Americans  cannot  afford  medi- 
cal care  but  government  will  provide  it.  Second,  a 
slanderous  attack  on  the  American  medical  profession. 

FIRST  DIVISION 

The  first  division  states  simply  that  “the  dollar  bill 
stands  like  a barrier  between  most  of  us  and  our 
doctors  and  hospitals”.  This  beneficent  party  proposes 
to  take  the  $ out  of  $ICKNE$$.  (How’s  that,  gentle- 
men?) Well,  here  is  an  administration  which  daily, 
weekly,  monthly,  and  annually  brags  about  how  its 
inflationary  prosperity  has  increased  wages,  purchas- 
ing power,  national  income  — general  prosperity,  and 
then  turns  around  and  states  emphatically  that  these 
same  people  — so  benefitted  by  the  party  — are  un- 
able to  pay  a bill  for  medical  care.  Is  that  logical? 
Would  these  worthy  gentlemen  admit  chat  there  are 
some  people  in  America  who  could  not  afford  subsidy 
supported  potatoes?  You  guess!  Would  they  suggest 
that  the  $ be  taken  out  of  the  taxe$  that  support  all 
of  the  economic  planning  in  which  they  indulge?  The 
American  family  is  having  more  difficulty  paying  its 
taxes  than  in  meeting  its  medical  expenses. 

Again  a quote  — “Under  today’s  hap-hazard  way, 
each  family’s  health  depends  upon  its  wealth”.  This 
is  a crack  at  “hap-hazard”  free  enterprise!  This  book- 
let did  not  say  that  under  “today’s  hap-hazard  way” 
each  family’s  lodging,  automobile,  savings,  food  bud- 
get, clothing,  comfort,  recreation,  and  standard  of 
living  “depends  upon  its  wealth”.  Those  are  things  to 
be  taken  care  of  in  the  future  — after  our  benefactors 
have  paid  our  medical  bill.  The  only  thing  “hap- 
hazard” about  free  enterprise  today  is  the  administra- 
tion that  is  trying  to  control  it.  The  propaganda  organ 
promises  that  doctors  will  remain  free  ■ — - they  do  not 
have  to  join  the  “plan”,  knowing  full  well  from  ex- 
perience in  other  countries  that  the  individual  doctor 
will  be  starved  into  line.  The  planners  promise,  for 
the  benefit  of  church  owned  hospitals,  that  the  gov- 
ernment will  not  “take  over”  the  hospitals.  The  truth 
is  that  it  would  be  impossible  for  government  control 
of  hospitals  to  be  avoided! 

SECOND  PORTION 

In  the  second  portion  of  this  “guide  to  leaders”, 
the  American  Medical  profession,  the  A.  M.  A.  and 
individual  doctors  are  castigated  for  their  “backward 
tendencies”.  The  A.  M.  A.  Educational  Campaign  is 
denounced.  This,  of  course,  is  a direct  attack  on  the 
“right  of  petition”,  which  has  been  so  ably  defended 
by  every  great  statesman  in  the  history  of  America. 
The  money  raised  for  this  campaign  is  characterized 
(Continued  on  Page  372) 
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“FOLLIES”  TO  AID  CEREBRAL  PALSY  CLINIC 


The  Planning  group  of  the  Junior  League  of  El 
Paso  announced  that  “The  Follies  of  ’50”  will  be  held 
in  Liberty  Flail  on  November  17. 

This  is  to  be  the  biggest  money  raising  project 
given  by  the  group  since  the  last  Follies  were_  pre- 
sented in  the  Spring  of  1941.  “The  Follies  of  ’50”  is 
to  be  produced  by  the  Miles-Caven  Production  Co., 
and  the  producer  is  to  be  Mr.  Jack  Caven.  He  is 
bringing  all  the  scenery,  costumes,  and  the  original 
music.  In  his  words  “I’m  bringing  Broadway  to  El 
Paso”. 

The  need  for  a large  money  raising  project  was 
explained  by  Mrs.  Paul  Puckett,  president  of  the 
group,  with  the  Junior  League  assuming  partial  fi- 
nancial responsibility  of  the  Cerebral  Palsied  Clinic. 
The  group  has  given  $7,500  towards  new  housing  for 
the  clinic,  and  there  is  the  need  for  further  funds  to 
continue  to  finance  their  present  programs. 

$59,236  GIVEN 

The  Junior  League  of  El  Paso  was  started  by  10 
local  women  in  1930  and  it  now  has  an  active  mem- 
bership of  105  members.  In  the  past  18  years  it  has 
given  $59,236  to  programs  and  projects  that  it  has 
sponsored.  Money  derived  from  the  community  by 
money  raising  projects  goes  back  into  the  community 
in  the  form  of  various  welfare  programs. 

Junior  League  members  give  an  estimated  15,000 


Leaders  in  putting  on  “ The  Follies  of  '50,'’ 
sponsored  by  El  Paso  Junior  League,  are: 
(standing  left  to  right)  Mrs.  Tom  Donald- 
son, Mrs.  William  Massey  and  Mrs.  Elliott 
Shapleigh.  (seated)  Mrs.  Paul  Luckett,  Jr., 
and  Mrs.  Thomas  Birmingham.  Proceeds  of 
the  revue  will  go  to  El  Paso  Cerebral  Palsy 
Clinic. 


volunteer  working  hours  per  year  in  their  regular 
volunteer  jobs  and  donate  their  services  to  all  local 
charity  drives. 

Some  of  the  outstanding  current  programs  of  the 
Junior  League  of  El  Paso  are  the  Young  People’s 
Symphony  Concerts,  heard  yearly  by  over  8000  El 
Paso  Students,  and  the  Children’s  Theatre,  a favorite 
among  El  Paso  school  children,  which  reached  over 
11,000  children  this  past  year  and  League  members 
trouped  21  Performances. 

COMMITTEES  NAMED 

Mrs.  Thomas  Birmingham,  the  ways  and  means 
chairman  of  the  group,  has  announced  her  planning 
group,  which  includes  the  following: 

Talent  — Mrs.  Paul  Luckett  and  Miss  Betty 
Ruth  Williams. 

Cabaret  — Mrs.  Elliott  Shapleigh  and  Mrs. 
Fred  McKinstry. 

Patroness  — Mrs.  Charles  Leavell  and  Mrs. 

Dan  Ponder. 

Tickets  — Mrs.  Delphin  von  Briesen  and  Mrs. 
William  Snow. 

Costumes  — - Mrs.  John  Neff  and  Mrs.  Har- 
rison Hughey,  Jr. 

Properties  — - Mrs.  Donald  Johnson  and  Mrs. 
Scott  Wilkey. 

Program  and  Advertising  — Mrs.  Charles 
Gabriel  and  Mrs.  Tom  Donaldson. 

Make-Up  — Mrs.  William  Crombie. 

Publicity  — Mrs.  William  Massey  and  Mrs. 

Jess  Lochausen. 


Progesterone  Carries  Pregnancies 
To  Term 

Large  doses  of  progesterone  administered  to  nine 
pregnant  women  with  low  pregnandiol  levels  and  sus- 
ceptibility to  abortion  resulted  in  normal  deliveries  in 
four  (45  pre  cent),  report  Guterman  and  Tulsky  in  the 
American  Journal  of  Obstetrics  and  Gynecology  (58:495, 
1949). 

The  group  on  whom  this  investigation  was  carried 
out  consisted  of  nine  patients  who  were  given  from  80 
to  120  mg.  progesterone  intramuscularly  every  day, 
and  four  patients  who  were  given  intramuscular  injec- 
tion of  peanut  oil  and  who  served  as  controls.  Abor- 
tion occurred  in  all  the  controls  within  four  to  five 
days  after  starting  the  tests;  whereas  four  of  the  nine 
treated  patients  carried  to  term.  According  to  the 
authors,  although  this  series  of  cases  was  small,  the 
results  would  suggest  further  tests  with  progesterone 
in  suitable  cases. 

In  a previous  study  of  335  patients  with  threatened 
abortion,  these  authors  found  that  191  had  normal 
pregnandiol  excretion.  About  half  received  progreste- 
roue.  No  obvious  difference  was  observed  in  the  inci- 
dence of  abortion  in  the  treated  and  untreated  cases. 

Of  144  patients  with  reduced  pregnandiol  levels, 
38  were  treated  with  progesterone  in  the  amount  of 
1 to  25  mg.  daily  and  the  remainder  received  no  medi- 
cation. The  precentage  of  abortion  was  97  per  cent 
for  both  groups. 

It  would  appear  from  these  studies  that  in  preg- 
nant women  with  reduced  pregnandiol  levels  and  a 
previous  history  of  spontaneous  abortion,  the  admin- 
istration of  large  amounts  of  progesterone  may  result 
in  a normal  pregnancy. 
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OFFICE  UROLOGY* 

By  Elmer  Belt,  M.  D.,  Los  Angeles,  Calif. 


The  science  of  urology  as  a specialty  had  its  be- 
ginning with  the  designing  of  the  cystoscope.  It  was 
in  1889  that  the  American  surgeon,  Tilden  Brown, 
created  a cystoscope  which  would  permit  clear  visual 
examination  of  the  bladder  with  the  aid  of  a water 
irrigation  system,  a telescopic  combination  of  lenses 
and  Edison’s  cold  electric  lamp.  A striking  innova- 
tion in  Brown’s  instrument  was  a telescopic  sheath 
which  carried  with  it  two  catheterizing  channels  which 
would  guide  catheters  into  the  ureteral  orifices  under 
vision  through  the  lens  system  thus  permitting  the 
sure  collection  of  divided  urines,  an  uncontaminated 
specimen  from  each  kidney. 

Here  the  science  of  urology  began.  It  is  the  skill- 
ful use  of  this  instrument  and  its  successors  which 
enabled  men  to  exercise  an  especial  adaptation  in  the 
study  and  handling  of  diseases  of  the  genito-urinary 
tract. 

The  special  worker,  who  had  diagnosed  the  malady 
from  which  a given  patient  suffered,  because  of  his 
particular  interest  in  the  problem,  came  to  be  the  indi- 
vidual who  had  the  most  knowledge  of  it.  Hence  to 
him  fell  the  responsibility  of  carrying  out  surgical 
relief  when  a surgical  operation  was  indicated.  In 
many  cases  constant  watchfulness  and  further  treat- 
ment of  the  damaged  tract  by  means  of  special  instru- 
ments had  to  follow  as  well  as  to  precede  operations 
upon  the  genito-urinary  tract.  So  it  became  obvious, 
to  the  patient  at  least,  that  the  man  who  knew  how 
to  handle  the  all-seeing  instrument  was  the  principal 
one  who  was  to  make  him  well. 

X-RAY  IMPROVED 

As  soon  as  the  design  of  the  X-ray  machine  im- 
proved to  the  point  at  which  it  became  useful  in  deter- 
mining kidney  outlines  and  the  presence  of  stone,  the 
cystoscopist  and  the  roentgenologist  became  depen- 
dent upon  one  another  in  the  study  of  genito-urinary 
diseases. 

A chapter  in  the  study  of  the  individual  suffering 
from  trouble  in  the  genito-urinary  tract,  which  threat- 
ened for  a time  to  take  him  away  from  the  cystosco- 
pist, was  the  discovery  by  Zwick  and  Von  Lichtenberg 
of  a dye  which  could  be  given  intravenously  and 
would  reveal  to  the  roentgenologist  the  contours  of 
the  urinary  tract  without  the  aid  of  ureteral  catheters 
placed  by  the  cystoscopist.  It  took  time  for  all  to 
learn  that  the  method  of  intravenous  pyelography  un- 
aided by  instrumentation  led  to  many  diagnostic  er- 
rors which  could  have  been  prevented  with  the  aid  of 
a correlated  cystoscopic  study. 

So  the  man  trained  in  the  use  of  the  cystoscope  as 
a diagnostic  instrument  continued  to  be  the  man  who 
held  a position  closest  to  the  patient,  the  one  upon 
whom  the  patient  most  depended  for  help  in  this  class 
of  disease.  Hence  urology  grew  into  being  as  a sur- 
gical specialty  not  alone  because  the  cystoscopic  study 
itself  is  a surgical  procedure  demanding  surgical  clean- 
liness but  also  because  to  the  urologist  fell  the  respon- 
sibility of  operating  surgically  upon  genito-urinary 
tract  lesions  which  could  not  adequately  be  treated  by 
means  of  the  cystoscope.  The  urologist  must  be  well 
trained  to  fill  this  wide  responsibility  which  the  patient 
himself  places  upon  him.  He  must  be  clever  at  mani- 
pulating the  many  visual  instruments  which  he  has 
inherited,  but  he  should  also  contribute  his  share  of 
innovations  to  this  field  both  while  he  is  actually  at 

•An  Address  to  the  Southwestern  Medical  Association  Con- 
ference and  the  New  Mexico  Division  of  American  Cancer  So- 
ciety, 10  November,  1949. 


work  for  the  instant  relief  of  the  suffering  patient  and 
afterward  in  his  shop  as  the  creation  of  the  moment 
is  worked  into  final  shape  for  the  use  of  all. 

OPEN  SURGICAL  PHASES 

The  open  surgical  phases  of  his  work  are  no  less 
interesting  and  demanding  than  is  the  use  of  the 
cystoscopic  instrument.  Even  the  earliest  of  surgical 
approaches  are  constantly  being  modified,  simplified 
and  made  more  adequate  and  less  productive  of  sur- 
gical shock. 

In  the  earliest  phases  of  his  work,  historically,  the 
genito-urinary  specialist  had  to  make  on-the-spot  de- 
terminations of  the  nature  of  the  bacterial  or  parasitic 
invader  for  Public  Health  reporting,  as  well  as  for 
diagnostic  purposes  to  inform  the  patient  himself.  He 
became  adept  at  recognizing  the  microbic  invaders  of 
his  field  through  the  use  of  the  Gram’s  stain,  the  dark- 
field  and  the  immediate  use  of  simple  culture  media 
to  separate  those  organisms  capable  of  fermenting 
sugars  from  those  which  did  not  produce  fermenta- 
tion. It  was  important,  too,  to  know  of  the  presence 
of  facultative  anaerobes. 

ACCURATE  DIFFERENTIATION 

Today  the  elementary  separation  of  organisms 
which  yielded  to  these  simple  measures  is  being  re- 
placed by  a need  for  more  accurate  differentiation. 
This  change  has  been  brought  about  by  the  discovery 
and  production  of  a long  list  of  expensive  antibiotics 
and  useful  bactericidal  and  bacteriostatic  substances 
which  can  be  used  as  specific  antagonists  to  invading 
bacteria  within  the  body  of  the  patient.  Indeed,  in 
surgical  procedures  the  body’s  needs  may  be  antici- 
pated and  the  dangers  of  the  post-operative  bacterial 
invaders  can  be  predicated  and  planned  against.  Thus 
the  various  methods  of  closure  of  prostatectomy 
wounds  without  drainage  or  with  drainage  of  a very 
simple  sort  have  come  into  use  because  the  efficiency 
of  the  antibiotics  is  so  great  that  per  primam  healing 
in  such  cases  through  their  use  is  now  possible. 
Closure  may  even  be  dared  in  massive  procedures 
such  as  one  stage  cystectomy  with  ureteral  transplan- 
tation into  the  bowel,  if  the  bowel’s  flora  have  been 
controlled  with  the  agents  presently  available  and  if 
mechanical  drainage  of  the  bowel’s  contents  through 
the  nasal  tube  of  Miller-Abbott  is  properly  instituted. 

The  urologist’s  office  in  its  appearance  and  equip- 
ment has  reflected  his  possession  of  an  ever-widening 
armamentarium  of  surgical  skills  and  office  proce- 
dures. 

ANCIENT  ALLIANCE 

Due  to  his  ancient  alliance  with  venerology  even 
the  occupants  of  his  waiting  room  differ  now  in  ap- 
pearance from  those  of  earlier  days.  The  old  use  of 
quantities  of  potassium  permanganate  solution  and 
silver  nitrate  blackened  the  urologist’s  sinks  no  matter 
how  sparklingly  wdrite  they  and  his  hopes  were  at  the 
start.  As  the  mode  changed  through  the  brilliant  yel- 
low neutral  acriflavine  to  Young’s  all  pervading  mer- 
curochrome,  with  its  fast  red  which  clung  to  every- 
thing it  touched,  the  treatment  room  became  rainbow- 
hued.  Few  such  dyes  are  still  considered  useful.  Silver 
nitrate,  the  earliest  possession,  still  is  found  ready  to 
every  urologist’s  hand.  Its  tell-tale  stains  of  black 
metallic  silver  deposits  reveal  its  constant  use. 

The  modern  urologic  office  can  be  neat  and  at- 
tractive in  its  appearance.  The  extent  of  the  work-up 
of  each  patient  carried  on  within  the  office  itself  de- 
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termines  the  amount  of  equipment  which  accrues. 

In  this  highly  mechanical  specialty  much  is  ex- 
pected of  the  doctor  by  both  the  patient  and  the  re- 
ferring physician.  With  proper  organization  much 
can  be  accomplished  in  a very  short  time. 

All  important  is  the  history  and  general  physical 
examination.  Here  leads  will  develop  which  must  not 
be  lost  sight  of  as  the  search  for  trouble  goes  on.  It 
is  an  error  to  presume  that  because  another  physician 
has  been  in  attendance  these  two  important  duties  and 
opportunities  of  the  new  doctor  should  be  overlooked. 
The  new  man  with  a fresh  viewpoint  may  uncover 
extremely  important  facts  which  the  patient  himself 
thought  too  unimportant  to  mention  in  the  history  and 
which  were  overlooked  in  the  physical  examination. 

IDEA  FIXATION 

Routine  of  any  kind  is  apt  to  be  the  product  of  a 
fixation  of  ideas.  Of  all  fields  of  human  effort  there 
is  least  room  for  fixed  opinion  in  the  science  of  medi- 
cine. Yet  routine  procedures  are  useful  because  they 
tend  to  prevent  important  omissions.  Of  these  routine 
procedures  in  urology  the  flat  X-ray  plate  of  the  abdo- 
men stands  next  to  the  physical  examination  in  yield- 
ing productive  information.  Much  can  be  learned 
from  it. 

The  flat  X-ray  plate  of  the  abdomen  should  be 
clear  enough  to  reveal  the  size  and  shape  of  each 
kidney.  Each  psoas  shadow  should  clearly  be  visible. 
It  should  include  a clear  view  of  the  entire  bladder 
area  at  the  bottom  of  the  film  and  the  region  just 
above  each  kidney  at  the  top.  If  retakes  for  bladder 
or  kidney  areas  are  found  necessary  and  smaller  films 
are  selected  for  use,  the  target  and  film  should  remain 
in  the  identical  position  which  would  be  adopted  if  the 
large  film  were  used.  It  is  a technical  error  to  move 
the  target  downward  to  take  a bladder  film  or  upward 
to  X -ray  a selected  kidney  area. 

The  urine  examination  should  include  specific  gravi- 
ty, sugar,  albumin  and  pH.  It  should  yield  an  expres- 
sion of  the  number  of  white  and  red  cells,  of  the 
epithelial  debris  and  of  casts.  The  bacterial  content 
should  be  seen  by  high-power  inspection  of  a wet 
mount  to  determine  motility  of  the  organisms  and  to 
allow  the  familiar  trichomonas  to  be  seen.  It  should 
be  viewed  also  through  oil  immersion  inspection  of 
the  Gram’s  stained  sediment  to  allow  morphological 
and  stained  differentiation  of  the  organisms  to  be  re- 
cognized. The  prostatic  secretion  should  be  inspected 
in  the  same  way.  Urine  specimens  for  microscopic 
examination  from  women  should  be  catheterized 
specimens. 

FINDINGS 

Findings,  as  they  accumulate,  determine  the  direc- 
tion which  further  examinations  must  take.  In  a very 
large  portion  of  the  patients  who  have  been  referred 
to  the  urologist’s  office  for  study  the  following  pro- 
cedures are  necessary:  Intravenous  pyelograms,  an 
instrumental  cysto-urethroscopic  study,  the  collection 
of  specimens  for  Grams  and  culture,  from  the  bladder 
and  from  each  kidney  together  with  retrograde  pyelo- 
grams, taken  both  in  the  horizontal  position  and  stand- 
ing, in  those  cases  in  which  the  flat  plate  of  the  abdo- 
men and  the  intravenous  pyelograms  have  not  given 
adequate  information. 

The  screening  of  patients  who  reach  the  urologist, 
both  through  other  urologic  patients  who  have  re- 
ferred them  and  by  referring  doctors,  is  usually  so 
complete  and  accurate  that  the  urologist  seldom  finds 
himself  in  the  presence  of  a non-urologic  new  patient. 
The  responsibility  to  the  urologist  of  finding  and  re- 
vealing the  troublesome  urologic  lesion  is  great.  It  is 
unpardonable  for  the  urologist  to  overlook  a urologic 
lesion. 

The  extent  to  which  the  urologist  may  proceed 
within  his  office  in  both  treatment  and  investigation 


will  vary  widely  depending  upon  the  well-being  of  the 
patient,  the  availability  of  hospital  beds  in  a given 
community  and  upon  the  office  equipment  and  person- 
nel with  which  the  urologist  surrounds  himself. 

EXACTING  SPECIALTY 

In  so  exacting  a specialty  as  urology,  urologists 
have  found  that  working  in  a pair  or  in  teams  is  so 
great  an  advantage  that  the  practice  is  almost  a rule. 
Thus  skilled  help  is  immediately  available  and  larger 
procedures  may  be  carried  out  than  are  safe  in  the 
one-man  office.  The  doctors  may  spell  one  another  in 
giving  the  easily  administered  pentothal  or  caudal 
anesthesias,  for  the  greater  comfort  of  their  patients. 
Greater  patient  volume  allows  the  hiring  of  trained 
technical  help  both  for  the  general  laboratory  and  the 
X-ray  laboratory  within  the  unit.  In  such  well-organ- 
ized offices  retrograde  pyelography  as  well  as  intra- 
venous urography  may  be  carried  out  saving  many 
patient  hospital  days  and  much  unnecessary  loss  of 
time.  Those  procedures  for  the  determination  of  renal 
function  levels  such  as  the  intravenous  phenolsul- 
phonphthalein  test,  the  urea  clearance  test  and  the 
Addis  test  can  accurately  and  safely  be  carried  out  as 
office  procedures  matching  the  laboratory  technician’s 
time  against  the  time  available  to  the  patient  who  is 
a busy  person  also.  It  is  an  added  safe-guard  to  the 
patient  to  have  these  tests  done  in  a urologist-super- 
vised laboratory. 

CLOSE  COOPERATION 

Ephraim  Shorr  has  taught  us  that  the  close  co- 
operation of  the  laboratory  with  the  urologist  in  the 
study  and  control  of  the  stone  former’s  phosphorus 
metabolism  prevents  the  new  formation  of  many 
phosphate  stones  after  their  surgical  removal.  Charles 
Huggins  has  shown  us  the  need  of  testing  for  the 
enzymes,  Acid  and  Alkaline  phosphatase  in  our  relent- 
less battle  against  carcinoma  of  the  prostate  in  the 
aged  male. 

As  gynecologists  and  obstetricians  who  are  inter- 
esting themselves  in  the  problems  presented  by  infer- 
tility come  to  realize  that  it  takes  a man  as  well  as 
a woman  to  make  a baby,  a greater  and  greater  num- 
ber of  husbands  of  the  infertile  pair  are  referred  to  the 
urologist  for  investigation.  Great  satisfaction  comes 
to  the  urologist  and  gynecologist  working  together  in 
bringing  to  a successful  conclusion  the  management 
of  an  infertility  problem  in  a youthful  pair. 

PROCREATIVE  EFFICIENCY 

Much  of  the  work  of  estimating  the  procreative  ef- 
ficiency of  the  male  can  be  carried  out  in  the  urolo- 
gist’s office.  A step-by-step  routine  of  investigation 
and  inquiry  is  advisable.  The  careful  history  should 
include  a survey  of  the  patient’s  family  and  the  degree 
of  fertility  shown  by  his  immediate  relatives.  The 
number  of  children  in  each  of  his  parents’  families 
should  be  determined,  as  well  as  the  fertility  of  each. 
An  inquiry  should  also  be  made  into  the  degree  of 
fertility  manifested  by  the  patient’s  own  brothers  and 
sisters.  The  history  should  extend  to  the  diseases  of 
childhood  of  the  patient,  particularly  inquiring  into 
the  state  of  malnutrition  in  childhood  and  the  patient’s 
encounters  with  debilitating  diseases  during  childhood, 
or  venereal  disease  during  his  premarital  sexual  life. 
The  physical  examination,  of  course,  is  directed  to 
the  genitalia,  particularly  the  testicles,  prostate,  semi- 
nal vesicles,  and  whether  or  not  the  vasa  defferentia 
show  evidences  through  beading  of  scar  tissue.  A 
routine,  complete  blood  count  is  necessary  and  a basal 
metabolic  rate. 

All  of  these  procedures  lead  up  to  the  main  pur- 
pose of  the  examination,  a careful  study  of  the  pa- 
tient’s own  semen,  which  is  the  single,  most  important 
step  in  the  study  of  the  young  man’s  problem.  We 
prefer  the  collection  of  the  semen  in  our  office  by 
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masturbation.  We  ask  the  patient  to  abstain  from 
sexual  intercourse  for  a period  of  five  days  previous  to 
masturbation,  within  our  own  office.  A comfortable 
room  is  provided  and  the  patient  is  permitted  to  lock 
the  door  by  which  he  entered  the  room,  giving  him  a 
feeling  of  security  which  is  most  important  in  obtain- 
ing a complete  ejaculation.  He  is  given  a weighed 
beaker  and  asked  carefully  to  ejaculate  into  it  the 
total  specimen. 

SEMEN  EXAMINATION 

The  examination  of  the  semen  is  then  carried  out 
by  a trained  technician  in  a detailed  manner.  The 
volume  and  weight  of  the  specimen,  its  pH,  the  length 
of  time  necessary  for  mucolysis,  the  completeness  of 
mucolysis  are  all  matters  of  interest.  In  a counting 
chamber  the  number  of  sperm  per  c.c.  is  counted  and 
from  this  count  the  total  number  of  sperm  in  the  speci- 
men is  estimated.  The  American  Society  for  the  Study 
of  Sterility  advise  that  a count  of  sixty  million  sperm 
per  cubic  centimeter  is  tbe  low  normal  which  may  be 
expected  to  cause  conception.  A smear  of  the  semen 
should  be  stained,  a microscopic  study  of  the  morpholo- 
gy of  the  sperm  made.  At  least  80  per  cent  of  the  sperm 
forms  should  be  normal  in  appearance.  An  hourly 
evaluation  of  the  number  of  motile  sperm  and  the 
degree  of  motility  is  also  considered  an  important 
observation  for  the  record.  We  feel  greater  security 
if  75  per  cent  of  the  sperm  forms  are  actively  motile 
at  the  end  of  the  first  hour’s  observation,  at  room 
temperature.  The  determination  should  continue  for 
at  least  four  hours,  at  hourly  intervals,  and  possibly 
another  check  should  be  made  at  the  end  of  twenty- 
four  hours  and  the  results  carefully  tabulated. 

ABSENCE  OF  SPERM 

In  the  complete  absence  of  sperm  from  the  mastur- 
bated specimen,  a testicular  biopsy  is  the  next  step. 
This  may  be  done  by  the  aspiration  method  or  a small 
incision  may  actually  be  made  upon  the  upper  pole  of 
the  epididymis  and  an  incision  made  through  a few  of 
the  tubules  of  the  epididymis  and  its  contents  ex- 
amined. If  there  are  no  sperm  in  the  epididymis, 
clusters  of  testicular  tubules  may  be  examined.  If  the 
epididymis  and  testicular  tissue  show  spermatozoa,  an 
effort  should  be  made  to  determine  the  point  of  ob- 
struction along  the  course  of  the  vasa  deferentia.  A 
vaso-vesiculogram  may  be  done  under  local  anesthesia 
in  the  office  by  injecting  the  ejaculatory  ducts  through 
the  urethra,  or  even  by  picking  up  the  vas  deferens 
along  its  course  through  tbe  scrotum  and  injecting  it 
both  in  an  upward  and  downward  direction.  If  sperm- 
atozoa are  found  in  the  semen  but  are  deficient  in 
numbers  with  poor  motility  or  show  too  many  abnor- 
mal forms,  treatment  may  be  advantageous.  Depend- 
ing upon  the  level  of  the  basal  metabolic  rate  and  the 
blood  iodine,  thyroid  therapy  may  be  found  to  be 
indicated.  In  the  opinion  of  many  the  proper  function- 
ing of  the  thyroid  has  more  to  do  with  increasing  and 
improving  fertility  than  any  other  single  factor.  As 
a method  of  treatment  daily  injections  of  pituitary  and 
chorionic  gonadotropins  may  be  needed. 

MALE  INFERTILITY 

It  is  true  that  the  present  treatment  of  male  in- 
fertility problems  leaves  much  to  be  desired.  With  the 
constantly  increasing  volume  of  reasearch  data  being 
accumulated  in  the  manner  outlined  above  and  in  the 
biochemical  laboratories  as  well,  decided  advances  are 
being  made  in  this  problem  holding  out  steadily  in- 
creasing hope  to  young,  potential  parents  who  face  the 
problem  of  infertility. 

All  these  new  laboratory  tests  and  procedures  in- 
crease the  total  cost  of  urologic  care  to  the  patient  so 
greatly  that  their  routine  use  becomes  prohibitive  un- 


less the  urologist  brings  them  together  within  the 
realm  of  his  own  office  where  their  cost  may  more 
easily  be  absorbed. 

The  urologist’s  office  is  therefore,  primarily,  a diag- 
nostic center  with  its  aim  the  complete  urologic  study. 
There  the  history  should  be  taken,  noting  first  the 
complaint,  completely  and  fully  in  the  patient’s  own 
words.  The  chronology  of  his  symptoms  and  signs 
should  then  be  brought  into  a well  organized  state- 
ment by  the  doctor.  These  are  the  things  for  which 
the  patient  seeks  relief.  They  must  constantly  be  kept 
in  mind.  But  the  history  must  then  proceed  to  include 
the  family  history,  the  earlv  life  of  the  patient  in  his 
struggle  with  children’s  diseases,  his  accidents  and 
operations,  venereal  diseases,  a history  of  the  gastro- 
intestinal, cardio-respiratory  and  neuro-muscular  sys- 
tems, his  battles  with  rheumatism  and  a very  carefully 
guided  inquiry  into  his  sex  life. 

PHYSICAL  EXAMINATION 

The  physical  examination  should  follow  much  the 
same  path  of  inquiry.  Texture  and  distribution  of 
bair,  the  head’s  shape;  condition  of  the  eyes,  their 
reflexes;  the  teeth  and  gums;  the  throat  and  mucous 
membranes;  the  nasal  septum;  the  palate;  the  condi- 
tion of  the  palpable  glands;  the  heart  and  lungs;  abdo- 
men, genitalia,  extremities  and  their  reflexes,  the  sen- 
sorium,  especially  over  the  genital  and  perianal  re- 
gions, the  tone  of  the  rectal  sphincter  and  the  all- 
important  rectal  and  pelvic  examinations  should  be 
noted.  The  competent  examiner  should  have  a fair 
notion  of  the  size  and  position  of  each  kidney  before 
bis  inspection  of  tbe  abdominal  X-ray  tells  him  what 
it  is. 

In  the  absence  of  acute  inflammatory  conditions 
the  urinary  tract  examination  may  comprise  a calibra- 
tion of  tbe  urethra,  inspection  of  the  urethra,  bladder 
neck  and  bladder,  determination  of  residual  urine, 
bladder  tone  and  capacity.  Each  ureteral  orifice 
should  be  watched  as  it  functions.  The  appearance  of 
the  bladder  mucosa  in  all  areas  must  be  noted. 

CATHETERIZATION 

Catheterization  of  the  ureters,  if  indicated,  should 
be  done  primarily  with  No.  4 ureteral  catheters  well 
lubricated  with  olive  oil.  Through  each  a small  quan- 
tity of  urine  may  be  collected  for  Gram’s  stain  on 
direct  smear  and  for  culture.  These  inlying  catheters 
may  then  be  used  for  retrograde  pyelography.  If  dio- 
drast  is  slowly  injected  through  catheters  of  this  small 
caliber  as  they  are  withdrawn,  annoying  renal  colic 
will  seldom  occur  because  their  small  caliber  permits 
the  escape  of  the  dye  around  the  catheter  into  the 
bladder  and  prevents  painful  over-distention  of  the 
renal  pelves.  The  retrograde  pyelograms  done  routine- 
ly in  an  anterior  posterior  direction  with  the  patient 
horizontal  should  immediately  be  followed  by  an  ante- 
rior-posterior pyelogram  in  the  relaxed  upright  posi- 
tion. Subsequently,  special  roentgenologic  studies  of 
urethra  and  bladder  may  be  carried  out.  Intravenous 
urography  may  precede  or  succeed  retrograde  pyelo- 
graphy as  indicated. 

Laboratory  examinations  may  include  serologic  tests 
for  syphilis,  urine,  a complete  blood  count,  with  hemo- 
globin determination  and  sedimentation  rate,  total  kid- 
ney function  by  tbe  intravenous  pbenolsulphonphtha- 
lein  test,  with  collection  every  fifteen  minutes  for  two 
hours,  the  urea  clearance  test  and  the  Addis  test.  This 
test  will  yield  base-line  determinations  for  specific 
gravity  at  its  best  concentration  and  for  the  urinary 
sediment  under  fixed  standard  conditions  may  be  re- 
peated at  any  future  time  for  comparison. 

OTHER  MEANS 

It  is  unlikely  that  such  a review  would  permit  a 
major  urologic  disease-process  to  escape  detection. 
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For  further  elaboration  other  means  might  be  needed, 
such  as  retrograde  pyelograms  taken  in  a lateral  posi- 
tion and  other  odd  procedures  for  special  purposes. 

For  the  routine  treatment  of  urologic  disease  as 
differentiated  from  the  diagnostic  study,  the  urologist’s 
office  again  has  its  pattern  set  by  the  ability  of  the 
urologist  to  handle  his  patients  skillfully  without  too 
great  pain  and  by  the  ease  with  which  hospital  beds 
are  available  to  him. 

It  must  be  realized  that  no  amount  of  skill  in  the 
handling  of  instruments,  foresight  in  preparation  of 
patient  and  instruments  or  of  applied  chemotherapy 
will  prevent  an  occasional  patient  from  having  a post- 
instrumental fever  and  chill.  The  underlying  cause  of 
the  phenomenon  is,  in  fact,  unknown.  It  has  been 
known  to  follow  prostatic  massage,  to  follow  the  pass- 
ing of  a well  lubricated  soft  rubber  catheter  or  even 
the  calibration  of  the  pendulous  urethra  in  searching 
for  a urethal  stricture  which  was  not  bound.  It  may 
be  independent  of  bacterial  invasion.  If  dependent 
upon  manipulation,  it  usually  occurs  at  once.  There 
are  those  who  contend  that  hospitalization  on  account 
of  this  possibility  is  highly  desirable  for  all  patients 
treated  instrumentally,  as  a safety  factor,  not  because 
such  reactions  are  less  frequent  in  hospital,  but  be- 
cause they  are  more  readily  cared  for  there  and  less 
disturbing  to  the  patient.  This  factor  must  be  weighed 
and  a proper  balance  struck  for  each  urologist  accord- 
ing to  his  need.  Office  treatment  may  thus  be  confined 
to  the  ever  diminishing  prostatic  massage,  or  it  may 
embrace  all  methods  of  instrumental  treatment,  even 
including  fulguration  of  bladder  tumors. 

PROSTATIC  RESECTION 

It  will  be  remembered  that  Dr.  Davis,  of  Green- 
ville, South  Carolina,  who  brought  electrosurgical  pro- 
static resection  to  light  and  usefulness,  routinely  re- 
sected his  patients  in  his  office  and  then  had  them 
carried  on  stretcher  across  the  street  to  hospital  for 
convalescence. 

The  alert  urologist  will  wisely  avoid  trouble  by 
neither  instrumenting  or  massaging  the  prostate  of 
male  patients  who  show  acute  urinary  tract  inflam- 
mation. The  invading  organism  in’  such  patients 
should  be  classified  as  rapidly  as  possible  and  the 
proper  antibiotic  or  combination  of  antibiotics  and 
bactericidal  substances  applied  to  the  problem  of  clear- 
ing  up  the  infection.  Only  in  the  control  of  residual 
infection  should  prostatic  massage  and  instrumenta- 
tion  then  be  used.  Prostatic  massage  is  a procedure 
which  should  be  used  to  promote  drainage  only.  Rough 
massage  or  massage  administered  more  frequently 
than  three  times  a week,  and  better  twice  or  even  once 
a week,  produces  a mechanical  irritation  of  its  own. 
During  prostatic  massage  a careful,  routine  evaluation 
of  the  pus  count  should  be  made  and  periodic  stains 
of  the  material  expressed  should  be  followed  in  order 
to  keep  aware  of  the  changing  character  of  the  in- 
vading organisms. 

LIFE-LONG  FRIENDSHIP 

Gentleness  in  catheterization  of  the  male  who  is 
obstructed  of  urination  will  frequently  earn  the  life- 
long friendship  of  the  individual  who’has  been  aided 
in  the  drainage  of  his  bladder  urine.  The  first  princi- 
ple of  easy,  instrumentation  is  adequate  lubrication; 
the  second  is  the  selection  of  a catheter  of  sufficient 
size  snugly  to  fit  the  external  urinary  meatus.  Too 
small  a catheter  often  causes  greater  difficulty  than 
need  be  encountered.  If  the  Nelaton  or  Robinson 
catheter  cannot  be  passed,  a demi-rigid  catheter  with 
a Coude’  tip,  gently  manipulated,  may  find  its  way 
through  the  obstructed  prostate.  A guiding  finger  in 
the  rectum  may  often  help  catheterization  immeasur- 
ably. 

It  is  axiomatic  that  hematuria  always  necessitates 
a complete  urologic  study  at  the  time  the  patient  is 


bleeding.  Much  more  can  be  learned  at  the  moment 
of  bleeding  than  can  be  learned  after  the  bleeding  has 
stopped.  Hematuria  must  always  be  considered  a sign 
of  serious  trouble,  although  it  is  equally  axiomatic 
that  every  urologic  lesion  bleeds  at  some  time  in  its 
course,  no  matter  what  its  type,  but  because  the  most 
frequently  bleeding  lesions  are  tumors,  stones  and 
tuberculosis,  the  need  of  an  immediate  search  for  the 
cause  of  the  hemorrhage  is  easily  recognized.  The  one 
exception  to  the  rule  of  immediate  search  for  trouble 
is  hemorrhage  provoked  by  and  in  the  presence  of  an 
acute  infection.  Of  course  fever,  a high  white  count 
and  dvsuria,  sudden  in  onset  without  a previous  his- 
tory of  trouble  would  be  a sufficient  warning  against 
stumbling  into  this  error. 

ANTI-BACTERIAL  AGENTS 

Anti-bacterial  agents  such  as  the  sulfones  and  the 
antibiotics,  should  not  be  used  uninterruptedly  and 
singly  over  long  periods  of  time  because,  in  general, 
such  use  serves  to  make  the  bacteria  refractive  to  the 
antibiotic  in  use. 

Much  of  the  urologist’s  time  will  be  devoted  to 
the  treatment  of  cystitis  and  trigonitis.  For  the  most 
part  in  women  of  late  middle  age,  careful  dilatation 
of  the  urethra,  up  to  at  least  28-French  in  caliber,  fol- 
lowing each  dilatation  with  inflation  of  the  urethra  and 
injection  through  it  by  means  of  a blunt-tipped  syringe 
placed  at  the  external  urinary  meatus  of  a solution  of 
54  per  cent  silver  nitrate  upward  into  the  bladder  will 
help  an  astonishing  number  of  these  patients  to  a 
sense  of  well-being.  In  dilating  strictures  of  the 
urethra  it  is  well  to  carry  the  upward  dilatation  for- 
ward only  one  or  two  gradations,  on  the  French  scale, 
at  each  sitting.  Dilatation  should  occur  no  more  fre- 
quently than  once  weekly.  This  slow  dilatation  pays 
dividends  in  the  prevention  of  the  production  of  in- 
creased scar  tissue.  Too  tight  a meatus  in  both  male 
and  female  is  often  the  provocative  cause  of  a trouble 
which  appears  on  superficial  examination  to  be  more 
deep-seated.  A skillful  meatotomy  will  produce  mark- 
edly beneficial  results  in  such  patients. 

PENICILLIN  EFFECTIVE 

The  remarkable  effectiveness  of  Penicillin  in  the 
treatment  of  gonorrhea  has  brought  to  all  of  us  a 
great  sense  of  relief  from  the  burden  of  the  previously 
endless  treatment  of  these  unfortunates.  There  is  a 
penalty  in  wait  for  the  unwary  urologist  who,  satisfied 
with  the  effective  treatment  of  the  gonorrheaic 
through  the  medium  of  Penicillin,  neglects  to  take  a 
Wassermann  test  at  the  end  of  two  or  three  months 
to  pick  up  the  luetic  infection  which  may  have  been 
suppressed  beyond  recognition  by  the  early  Penicillin 
treatment  of  the  gonorrhea.  Serologic  tests  for  syphi- 
lis should  be  made  in  the  third  and  6th  month  after 
every  infection  with  gonorrhea. 

Sufferers  from  renal  colic  should  first  have  the 
cause  of  their  malady  carefully  diagnosed.  In  proven 
renal  colic  it  must  not  be  forgotten  that  giving  Atro- 
pine before  giving  Morphine  effects  far  greater  relief 
than  does  Morphine  alone.  Profenil  and  other  smooth- 
muscle  relaxing  drugs  have  been  shown  to  be  of  great 
advantage  in  cases  of  renal  colic. 

SECONAL  HELPS 

One  or  two  words  for  the  little  patient;  Seconal  given 
rectally,  half  to  three-quarters  of  an  hour  before  cysto- 
scopic  study,  can  be  depended  upon  to  help  in  the  ex- 
amination and  to  serve  to  make  the  patient  forgetful  of 
the  cystoscopic  experience,  so  that  if  instrumentation 
is  necessary  a second  time  the  ordeal  will  not  be  so 
greatly  dreaded.  It  is  not,  in  our  opinion,  necessary 
to  give  an  ether  anesthetic  to  the  child  who  must  be 
studied  cystoscopically.  Instruments  have  been  scaled 
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CEREBRAL  PALSY 

By  W.  L.  Minear,  M.  D.,  Ph.  D.,  F.  A.  C.  S., 

Chief  Surgeon,  The  Carrie  Tingley  Hospital  for  Crippled  Children, 
Truth  or  Consequences,  New  Mexico 


Cerebral  palsy  is  a general  term  used  to  designate 
neuromuscular  and  sensory  disturbances  which  have 
resulted  from  lesions  within  the  central  nervous  sys- 
tem. There  are  six  main  classes  or  types,  which  are: — 
1)  cerebral  spastic  paralysis,  2)  athetosis,  3)  ataxia, 
4)  tremor,  5)  rigidity,  and  6)  flaccidity.  Phelps’  clas- 
sification is  given  in  Figure  1.  There  may  also  be 
mixed  types,  combinations  of  the  above,  and  also  a 
miscellaneous  group  in  which  those  with  mental  retar- 
dation, dystonia  and  mixed  dominants  are  placed.  The 
main  types  of  cerebral  palsy  will  be  defined  and  dis- 
cussed later. 

Most  of  our  contacts  with  the  cerebral  palsied  come 
through  the  Department  of  Public  Welfare  clinics  and 
the  hospital  clinics  which  are  held  the  first  three  Thurs- 
days of  each  month  at  the  Carrie  Tingley  Hospital  for 
Crippled  Children.  After  examination,  the  cerebral 
palsied  individual  is  placed  into  one  of  the  major  diag- 
nostic groups  so  that  he  may  receive  proper  treat- 
ment. The  first  problem  we  investigate  is  the  intelli- 
gence of  the  individual.  We  do  not  attempt  to  form 
an  opinion  at  the  first  investigation.  No  single  intel- 
ligence test  can  be  applied  to  the  cerebral  palsied  pa- 
tient which  will  give  us  the  intelligence  quotient  accu- 
rately. The  Minnesota  Pre-School  Scale,  the  Vineland 
Maturity  Scale  and  the  Oseretsky  Motor  Proficiency 
test  have  been  used.  With  few  exceptions,  normal  in- 
telligence is  essential  to  carry  out  a satisfactory  pro- 
gram of  treatment.  In  doubtful  cases  the  cerebral  pal- 
sied child  is  admitted  to  the  hospital  to  undergo  a 
period  of  observation.  The  observation  period  enables 
us  to  get  acquainted  with  the  child  and  it  enables  him 
to  get  better  acquainted  with  us  and  the  hospital 
regime.  A cerebral  palsied  patient  usually  gives  a 
much  better  impression  on  second  examination.  After 
a week  or  ten  days  of  observation,  general,  neurologic 
and  orthopaedic  examinations  are  repeated.  Special 
birth  history  and  cerebral  palsy  examination  forms 
are  filled  out  (Figures  2 and  3).  If  we  feel  the  child 
can  be  benefited  by  treatment,  he  is  admitted  as  a 
regular  patient.  If  no  orthopaedic  treatment  is  indi- 
cated, the  parents  are  referred  to  a special  school  for 
the  cerebral  palsied,  where  the  necessary  physical, 
occupational  and  speech  therapy  can  be  given,  as  well 
as  special  schooling.  Physicians  who  treat  the  cerebral 
palsied  feel  that  in  order  of  importance,  speech  comes 
first,  the  use  of  the  hands  second  and  locomotion 
Third. 


SPEECH 

As  yet  we  do  not  have  funds  for  a speech 
therapist  and  cannot  carry  out  that  part  of  the  pro- 
gram. Fortunately,  relatively  few  of  our  cerebral  pal- 
sied patients  under  treatment  at  the  present  time  have 
serious  speech  difficulties.  We  have  succeeded  in  teach- 
ing these  to  form  a few  simple  words  so  that  they  can 
make  their  needs  known.  Inability  to  move  or  prop- 
erly control  the  speech  musculature  is  a common 
cause  of  no  speech  or  defective  speech  in  the  cerebral 
palsied.  Speech  defects  due  to  faulty  hearing  are  found 
in  both  the  athetoid  and  spastic  patients.  A simple 
test  to  determine  ability  to  control  speech  musculature 
is:  — First,  tongue  control  — Find  out  if  the  child 
can  move  the  tip  of  the  tongue  in  various  directions 
on  command,  and  if  he  can  move  the  back  of  his 
tongue  by  saying  “ca  ca”  or  “ga  ga”.  Second,  lip 
control  — Opening  and  closing  teeth  and  lips  and 
making  lips  round.  Third,  diaphragm  and  pharyngeal 


control  — Can  the  child  direct  the  outgoing  breath 
through  his  nose  and  through  his  mouth  on  command. 
A health  nurse  or  parent  can  make  these  simple  tests 
provided  the  child  is  old  enough  to  understand  the 
requests.  A child  who  seems  to  be  hard  of  hearing 
should  be  tested  bv  an  otologist  or  an  experienced 
audiometrician.  Most  speech  defects  should  be  cor- 
rected by  an  experienced  speech  therapist. 

USE  OF  THE  HANDS 

Training  in  the  use  of  the  hands  consists  of  learn- 
ing simple  manual  skills  including  dressing  and  un- 
dressing, brushing  teeth,  washing  face  and  hands  and 
eating.  This  training  makes  a child  more  self  suffi- 
cient. Also,  when  he  goes  home  he  is  able  to  relieve 
a member  of  the  family  of  these  duties.  This  program 
should  be  supervised  by  a trained  occupational  thera- 
pist and  much  progress  can  be  made  with  help  from 
all  who  attend  the  child. 

LOCOMOTION 

Locomotion  is  primarily  an  orthopaedic  and  physi- 
cal therapy  problem.  Some  children  are  taught  to 
walk  without  resorting  to  surgical  correction  or  the 
use  of  braces.  Others  need  both  surgical  correction 
and  braces  before  walking  is  mechanically  possible. 
The  child  learns  sitting  balance  in  a special  chair  and 
standing  balance  in  the  standing  table.  Walking  is 
accompanied  by  special  training  with  the  aid  of  braces, 
parallel  bars  and  crutches.  Walking  skis,  stationary 
bicycles  and  other  special  apparatus  are  employed  in 
special  cases.  We  must  keep  in  mind  that  there  are 
a great  number  of  cerebral  palsied  children  who  can 
be  rehabilitated  in  a short  time  and  who  need  little  or 
no  training  in  speech,  use  of  the  hands  or  balance. 
The  mild  spastic  monoplegias  and  hemiplegias  are 


CLASSIFICATION  FOR  CEREBRAL  PALSY 
PHELPS 

(FIGURE  1) 


SPASTIC— Area  4 & 6 

1.  Moderate 

2.  Severe 

3.  Atonic 

A.  Paraplegia 

B.  Monoplegia 

C.  Quadriplegia 

ATHETOID — Basal  Ganglia 

1.  Non-tension 

2.  Tension 

A.  Moderate 

B.  Severe 

3.  Head  and  Shoulder 

4.  Dystonic 

5.  Shudder 

6.  Tremor  with  Tension 

7.  T remor  without  T ension 

8.  Pitch  Cut  Off 

9.  Opisthotonic 

TREMOR— Cerebellar 

1.  Nonintention 

2.  Intention 

3.  Constant 

RIGIDITY— Area  6 

1.  Intermittent 

2.  Constant 


ATAXIC— Cerebellar 

1.  8th  Nerve 

2.  Cerebellar 

3.  True  Ataxia 

FLACCIDITY— Area  4 

1.  Paraplegia 

2.  Monoplegia 

3.  Quadriplegia 

MIXED— 

1.  Basilar 

2.  Athetoid  with  Rigidity 

3.  Spastic  with  Athetosis 

4.  Spastic  with  Polio 

5.  Athetosis  with  Deafness 

MISCELLANEOUS— 

1.  Spastic  with  Rigidity 
(Seizures) 

2.  Dystonia 

3.  Mixed  Dominant 

4.  Spastic  with  Arthritis 

5.  Mental  Retardation 

6.  Dystonia  with  Blindness — 
Deafness 

7.  Postoperative  spastic 
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CEREBRAL  PALSY  BIRTH  HISTORY  FORM 
(FIGURE  2) 


Patient- 

Address 

City- 

State-- 


-Date-- 
Parent 
- Phone- 
-Occup. 


CC.  Legs 

FH: — Similar  conditions  mother's  family 

Similar  conditions  father's  family 

Obstetrical: — 1st 2nd 3rd 

Mother's  age 

Miscarriages 

Unusual  conditions  during  pregnancy 


Birth: — Term Premature 

Labor: — Normal Precipitate  - 

Presentation: — Head Transverse 

Instruments 


Mother's  Condition  After  Delivery: — Normal  

Repairs 

Child's  Condition  After  Delivery: — Normal 

Resuscitation 

Convulsions 

Medicine  Dropper 


No. 

Age 

B D ___ 

Ref. 

Arms  Speech 


4th 5th 6th Preg. 

father's  age at  patient's  birth 


Late 


Breech 

Surgery 

Tears 


Weight 

Prolonged 

Footling 

Drugs 

Infections 


Blue Jaundice 

Resuscitation 

Paralysis 


Infancy: — Feeding 

Regained  Weight  

Development: — Held  Head  Up 

Sat  Alone 

Pulled  Up 

Condition  First  Noted 

Dress  Self Feed  Self 

Abnormal  Bleeding 

Illnesses  During  Childhood: 


Disposition: — Happy Cross 

Affectionate Dependable 

Appetite Bowels 

Handedness: — Child Father's  Family 


Schooling: — 

Interests: — Scholastic 

Athletics 

Treatment: — Surgical 

Medical 

Maturity  Level: — Motor 

Personal  - Social 

Language 

Adaptive 


Activity Convulsions 

Walked  Assisted 

-Stood  Alone  

-Walked  Alone 

-Talked 

-Take  care  of  bathroom  needs 

-Sight Hearing  -- 


- Fears 

Concentration- - 
-Toilet  Training- 
Mother's  Family 


Hobbies-- 

Activities 
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included  in  this  group.  Fortunately,  the  severe  athe- 
toid  and  spastic  quadriplegias  are  in  the  minority.  In 
the  past  three  years,  505  cerebral  palsied  children  have 
been  registered,  examined  and  classified  at  the  Carrie 
Tingley  Hospital  for  Crippled  Children.  Fortunately, 
many  of  these  patients  are  mildly  involved.  Another 
group  requires  the  services  of  a cerebral  palsy  school 
but  cannot  be  admitted  to  such  a school  because  of 
lack  of  funds  and  lack  of  space  in  the  acceptable 
schools.  The  Crippled  Children’s  Services  of  the  De- 
partment of  Public  Welfare  refer  the  majority  of  these 
cerebral  palsied  patients  to  the  Carrie  Tingley  Hospi- 
tal. It  is  presumed  that  there  are  approximately  250 
more  cerebral  palsied  patients  who  have  not  been 
registered.  Early  diagnosis  and  treatment  of  cerebral 
palsied  children  is  essential  for  a good  medical  pro- 
gram. 

TERM  DEFINED 

The  term,  cerebral  palsy,  constitutes  at  least  six 
main  classes  of  handicapped  children,  of  which  the 
older  term,  cerebral  spastic  paralysis  or  Little’s  dis- 
ease, is  only  one  of  the  group.  Athetosis,  ataxia, 
tremor,  rigidity  and  flacciditv  are  the  five  remaining 
classes.  Mental  deficiency  may  occur  in  any,  but  is 
most  common  in  the  spastic  and  rigidity  types.  The 
spastic  paralysis  group  constitutes  over  50  per  cent  of 
the  cerebral  palsied  individuals.  H.  R.  McCarroll  and 
J.  R.  Schwartzmann  from  the  Shriners’  Hospital  for 
Crippled  Children  in  St.  Louis  reported  70  per  cent  true 
spastics  in  1,720  cases.  Spasticity  is  characterized  by 
the  presence  of  the  stretch  reflex  which  is  an  uncon- 
trollable contraction  when  the  muscle  is  suddenly 
stretched  or  when  its  antagonist  is  willed  to  contract. 
Hyperactive  reflexes,  ankle  and  patellar  clonus  and 
increased  muscle  tone  is  common.  Anatomically  the 
lesion  is  in  some  portion  of  the  pyramidal  tract.  Most 
cases  can  be  classified  as  to  cause  under  one  of  the 
three  headings:  — 1)  Traumatic,  2)  developmental, 
and  3)  infection. 

ATHETOID  TYPE 

The  next  most  common  type  of  cerebral  palsy  is 
the  athetoid  group.  Athetosis  comes  from  the  Greek, 
meaning  “always  moving”.  There  are  many  involun- 
tary motions  in  which  the  involved  muscles  take  on 
a certain  pattern  or  position.  This  position  tends  to  be 
retained  no  matter  what  muscle  or  group  of  muscles 
is  used.  There  are  at  least  a dozen  types  of  athetosis. 
The  physician  must  be  highly  experienced  in  his  field 
to  recognize  the  various  subtypes.  Athetosis  is  usually 
due  to  a damage  or  failure  of  development  of  the  basal 
ganglia.  They  must  be  differentiated  from  the  spastics 
because  their  treatment  is  much  different,  both  con- 
servative and  surgical.  It  is  valuable  in  reviewing  the 
history  to  obtain  photographs  of  the  child  at  various 
ages.  The  position  of  the  limbs  tends  to  change  from 
time  to  time.  This  change  is  termed  the  athetoid  shift. 
Surgery  is  justified  infrequently.  The  chief  indication 
is  correction  of  contractures  in  the  neglected  cases  so 
that  control  braces  may  be  used  to  make  locomotion 
possible. 

ATAXIC  TYPE 

The  ataxic  type  of  cerebral  palsy  is  characterized 
by  loss  of  balance  control  with  resultant  involuntary 
movements  in  attempts  to  regain  control  and  maintain 
equilibrium.  Nystagmus  is  frequently  present.  Ortho- 
paedic surgical  procedures  are  usually  not  needed.  The 
whole  program  is  built  around  occupational  and  physi- 
cal therapy  to  train  the  individual  in  standing  and 
walking  balance  and  the  use  of  the  hands. 

The  rigidity  type  of  cerebral  palsy  has  long  been 
confused  with  the  spastic  type,  but  it  can  be  differen- 
tiated by  the  lack  of  elasticity  in  the  muscles  when 
they  are  stretched.  The  sensation  is  similar  to  bend- 
ing a soft  lead  pipe.  Mental  deficiency  is  common  in 


the  rigidity  type.  Treatment  is  similar  to  that  in 
spastic  paralysis. 

The  tremor  type  of  cerebral  palsy  is  uncommon. 
It  is  characterized  by  fine  or  coarse  involuntary  but 
rhythmic  contractions.  Orthopaedic  treatment  is  usual- 
ly not  indicated.  Physical  therapy  modalities  are  ef- 
fective in  training  the  patient  with  tremor. 

FLACCIDITY  TYPE 

The  flaccidity  type  of  cerebral  palsy  is  also  rare 
and,  in  its  pure  form,  the  child  resembles  a “rag  doll”. 
I know  of  only  two  in  New  Mexico.  These  are  broth- 
ers. In  making  a diagnosis,  the  physician  must  rule 
out  amyotonia  congenita.  Rehabilitation  of  this  severe 
type  is  not  possible  with  present  methods. 

It  is  obvious  that  no  single  method  of  treatment 
can  be  instituted.  Many  methods  of  treatment  for 
multiple  handicaps  must  be  combined  in  this  field.  It 
is  true  that  cerebral  palsy  cannot  be  cured  by  our 
methods  at  present,  but  it  can  be  ameliorated  to  a 
very  great  extent,  especially  when  treatment  is  started 
at  an  early  period  by  experts.  Surgical  treatment  of 
the  cerebral  palsied  is  confined  mostly  to  the  spastic 
types.  Neurectomies,  tendon  transplantations,  bone 
stabilizations  and  osteotomies  are  all  extremely  valu- 
able in  correcting  the  multiple  deformities  of  the  spas- 
tic child.  The  milder  spastics  require  no  surgery  but 
can  be  treated  by  physical  therapy  and  braces. 

USE  OF  BRACES 

Braces  are  usually  used  for  quite  different  purposes 
in  the  cerebral  palsied  than  in  those  children  afflicted 
with  infantile  paralysis.  In  the  athetoid  children, 
braces  are  applied  to  control  the  poorly  coordinated 
and  unwanted  motions.  Braces  are  constructed  so  that 
individual  muscle  groups  can  be  trained  to  function 
under  voluntary  control.  The  braces  must  be  specially 
made  and  well  fitted  and  well  balanced.  The  athetoid 
child  requires  years  of  standing  and  walking  experi- 
ence in  these  control  braces.  The  spastic  child  requires 
braces  to  overcome  the  spastic  muscle  and  place  the 
limb  in  proper  position,  and  also  to  prevent  contrac- 
tures. Details  of  bracing  the  spastic  and  athetoid  pa- 
rents are  discussed  in  “Cerebral  Palsy:  — Spasticity.” 

SPECIFICATIONS 

The  following  is  a summary  of  specifications  for 
braces  for  cerebral  palsied  patients: — 

1)  All  braces  should  be  calipered.  LTse  the  small 
round  caliper  for  the  smaller  children  and  the 
flat  caliper  with  separate  ankle  joints  for  the 
larger  children. 

2)  Hip  joints  should  be  ball  bearing.  Pelvic  band 
should  be  wide,  strong  and  rigid  and  extend- 
ing from  AP  spine  to  AP  spine  around  back. 
Leather  strap  should  be  in  front. 

3)  Pelvic  band  should  have  back  uprights  to  get 
better  control. 

4)  For  large  patients  with  spastic  adductors  and 
internal  rotators,  a strong  pelvic  band  is  neces- 
sary. 

5)  The  shoes  should  be  reinforced  with  long  sole 
plates  extending  to  beneath  the  metatarsal 
head;  otherwise,  if  marked  equinus,  they  will 
break  the  shanks  just  distal  to  the  short  plate. 
Remove  heel  counters  from  shoes  to  prevent 
blisters. 

6)  Be  sure  the  braces  are  perfectly  aligned  at 
right  angles  to  the  bars  and  will  stand  alone  — 
so  well  balanced  that  the  braces  practically 
stand  and  walk  by  themselves.  If  the  braces 
are  not  balanced  in  this  way,  the  child  will  not 
be  able  to  use  them. 

PHYSICAL  THERAPY  FIELD 

In  the  physical  therapy  field,  many  modalities  are 
used  in  the  treatment  of  cerebral  palsy.  The  physical 
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Carrie  Tingley  Hospital  for  Crippled  Children 
CEREBRAL  PALSY  EXAMINATION  FORM 
(FIGURE  3) 


Name Date Case  No. 

Address Height Weight 

Normal  Good  Fair  Poor 

General  Appearance  

Nutrition  

Muscular  Development  

Voluntary  Ability  to  Move  at  Will  

Trunk  Function  

Leg  Function  

Speech  

Facial  Control  

Sight  

Hearing  

Maturity  Level,  Motor  

Maturity  Level,  Personal-Social  

Maturity  Level,  Language  

Maturity  Level,  Adaptive  


Right  Left 

AJ 

Clonus 

Babinski 

Cremasterics 

Abdominals 

Biceps 

Triceps 

Periosteals 

«K 


Eye  Motions: 
Nystagmus-- 

Strabismus-- 
Pupils 

Tongue  Motions: 
Extension — 

Retraction-- 

Lateral 

Upward 

Downward--- 
Handedness 


Classification 

Rt.  Arm 

Rt.  Leg 

Lt.  Arm 

Lt.  Leg 

Neck 

Trunk 

Face 

Ataxia 

Tremor - 

Intention 

Non-Intention 

Rigidity ■' 

Diagnosis 


Aim  of  Treatment 


Etiology  Prognosis  Treatable 


Method  of  Treatment 
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therapy  treatment  must  be  carefully  selected  for  each 
patient.  Among  the  modalities  are  massage,  passive 
motion,  active  assistive  motion,  active  motion,  resisted 
motion,  conditioned  motion,  automatic  motion,  com- 
bined motion,  rest,  relaxation,  motion  from  the  relaxed 
position,  balance  and  reciprocations  exercises. 

The  organization  chart,  as  shown  in  Figure  4,  gives 
some  idea  of  the  complexity  of  the  cerebral  palsy 
program  and  the  multiple  needs  that  must  be  met 
by  all  concerned. 

SUMMARY 

1)  A brief  orientation  in  the  field  of  cerebral  palsy 
is  presented. 

2)  A classification  for  cerebral  palsy  (Phelps’),  as 
well  as  special  birth  history  and  examination 
forms  are  presented  to  guide  the  physician  in 
his  diagnosis  and  examination. 

3)  In  general,  the  cerebral  palsied  patient  responds 
favorably  to  special  physical  therapy  modalities. 

4)  The  spastic  type  of  cerebral  palsy  is  the  only 
one  in  which  orthopaedic  surgical  methods  are 
indicated,  and  then  only  the  severe  or  neglected 
spastic  patient.  Early  conservative  treatment  is 
the  treatment  of  choice. 


I wish  to  thank  Airs.  Jane  Osburn,  medical  secre- 
tary, for  her  valuable  assistance  arranging  and  typing 
this  manuscript.  — ■ W.  L.  Minear,  M.  D. 
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Prophylactic  Measures  To  Control 
Epidemic  Keratoconjunctivitis 

In  presenting  the  epidemiology  of  epidemic  kerato- 
conjunctivitis in  the  Journal  of  Ophthalmology  (July 
1949),  Thygeson  reports  from  his  experiences  during 
the  epidemics  of  1941-1942  and  1947-1948  that  numer- 
ous transmissions  are  due  to  contamination  during  of- 
fice practice.  The  disease  was  transmitted  by  use  of 
contaminated  solutions  such  as  tetracaine,  cocaine- 
epinephrine  and  homatropine,  from  contaminated  tono- 
meters, direct  finger  to  eye  transmission  and  fomites. 
Asymptomatic  conjunctival  of  respiratory  carriers 
could  not  be  demonstrated. 

In  order  to  prevent  transmission  through  office 
procedures,  the  following  measures  for  prophylaxis 
were  suggested: 

(1)  Discard  all  dropper  bottles. 

(2)  Use  individual  sterilizable  droppers. 

(3)  Wash  hands  thoroughly  before  and  after 
treatment. 

(4)  Use  disposable  treatment  chair  arm  covers. 

(5)  Use  of  individual  masks  and  goggles  for  in- 
dustrial workers. 

(6)  Recognize  and  isolate  cases  early. 


Office  Urology 

(Continued  From  Page  366) 
down  to  child  and  infant  size  so  that  unusual  trauma 
to  the  urinary  tract  is  not  necessary.  If  properly 
handled,  children  who  need  routine  urologic  treatment 
can  be  cared  for  with  the  same  dignity  and  dispatch 
which  should  characterize  the  handling  of  adults. 
Special  methods  of  anesthesia  are  not  necessary.  The 
neglect  of  completeness  in  the  study  of  the  child  uro- 
logic patient  is  even  less  forgivable  than  in  the  adult 
because  the  underlying,  troublemaking  lesion  in  the 
child  may  be  the  presence  of  a congenital  anomaly 
which,  if  recognized  early,  is  correctible,  but  if  neg- 
lected may  result  in  the  destruction  of  either  one  or 
both  kidneys.  The  congenital  lesions  of  childhood  are 
even  more  responsive  to  treatment  than  are  the  ac- 
quired lesions  of  adult  life.  There  is  much  satisfaction 
in  the  treatment  of  the  child  urologic  patient  because 
of  the  delightful  long-lasting  results  which  can  be 
obtained. 


Organization  Chart -Basic  Units  In  A C,  P.  Clinic 

SUPERINTENDENT 
MEDICAL  DIRECTOR 

PEDIATRIC,  NEUROLOGICAL  OR  ORTHOPEDIC  DOCTOR 


EXECUTIVE  DIRECTOR  OF  CLINIC 

DIAGNOSTIC  STAFF 

1.  Neurologist 

2.  Orthopedist 

3.  Psychologist 

4.  Eye  and  Ear 

5.  Psychiatrist 


Physiotherapy 

Speech 

Occupational  Therapy 

Soc.  Service  Condi- 
tions the  Field  For 

Education 

Parents  Club 

Teacher  Control. 
Control  of  Muscles 
and  Muscle  Groups. 
Progressive  Relax- 
ation for  Athetoids. 
Coordination  for 
Ataxias  and  Spastics 
Walking 
Standing 
Balance 

Athetoids. 

Central  Deafness, 
Correction  of  Reversed 
Breathing. 

Spastic  Stretch 
Reflex  (Ruled  Out). 
Breating. 

Tongue  and  Lip 
Control. 

Ataxias 

Placement. 

Translates  Control 
Learned  in  P.T.  to 
Active  Skills  in  O.T. 

1.  Feeding  Aids 

2.  Dressing 

3.  Active  Skills 

4.  Socialization 
Groups. 

1.  Contacts 

2.  Social  History 

3.  Out  Patients 

4.  Financial 
Arrangement 

5.  Transportation 

6.  Follow-Up. 

Specially  Trained 
School  Teachers, 
Private  Tutors, 
Public  Schools. 

Parents  Under- 
standing. 

1.  Check  Up  In 
Family  by  Tech. 

2.  Coordination. 

CEREBRAL  PALSY  COMMITTEE 
(Doctors,  Trusties,  Etc.) 
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“Reason  Has  Never  Failed  Men” 

(Continued  From  Page  361) 
as  a “slush  fund”  to  be  used  against  the  American 
people!  Of  course,  the  money  spent  for  this  adminis- 
tration booklet,  for  recordings  of  speeches  by  Mr. 
Ewing,  tax  money  used  for  propaganda  purposes,  or 
the  campaign  fund  of  the  Democratic  National  Com- 
mittee can  in  no  way  be  considered  a “slush  fund”. 
The  shoe  doesn’t  fit  “us  Democrats”. 

The  honored  profession  of  medicine,  the  individual 
doctor  and  his  organizations  are  placed  before  the 
people  as  money-mad  oppressors  who  gloat  in  the 
misery  of  human  illness  and  disease.  This  is  the  shop- 
worn technique  of  socialists.  Alienate  the  majority  of 
the  people  against  a person,  a group,  an  organization, 
or  a class  with  deliberate  lies  and  misrepresentation 
— then  move  in  and  take  over!  A very  careful  reading 
of  this  booklet  reveals  no  reference  to  the  fact  that 
America  has  the  finest  medical  care  in  the  world, 
the  best  hospitals,  the  highest  life  expectancy,  etc. 
The  theme  is  entirely  derogatory  and  after  medical 
care  becomes  the  property  of  our  benevolent  govern- 
ment — one  by  one,  these  lovers  of  humanity  and  the 
common  man  will  attack  and  take  over  every  section 
of  free  enterprise  under  similar  pretenses.  At  the  same 
time  tliev  shout  platitudes  of  freedom  from  the  house- 
tops. 

PROPAGANDA  PIECE 

This  booklet  is  an  effective  piece  of  propaganda 
only  because  there  are  so  many  gullible  people  in 
America  — for  one  reason  or  another.  There  are,  for 
instance,  those  who  think  the  Democratic  Party  can 
do  no  wrong  — they  vote  “straight”.  They  use  no 
logic  or  reason  — they  are  born  Democrats.  Then 
there  are  those  who  labor  under  the  false  idea  that 
what  they  can  get  from  the  government  costs  them 
nothing — -so  the  more  the  merrier!  The  love  of  money 
has  made  them  loyal  supporters  of  a misguided  party 
that  promises  anything  and  everything  to  remain  in 
power.  Similarly,  there  are  far  too  many  Americans 
who  take  no  interest  in  the  state  of  their  government. 
They  do  not  take  the  trouble  to  vote,  thus  ^allowing 
professional  politicians  to  usurp  their  power  at  the 
polls. 

Has  the  time  come  for  these  people  to  reflect  upon 
what  this  party  is  costing  them  in  return  for  what 
they  are  getting?  Most  of  them  love  their  freedom 
above  all  things!  Do  they  now  see  freedom  slipping 
away  from  them  on  a “security  balloon”?  If  so,  reason 
shall  prevail  and  save  America  from  Socialism.  “Rea- 
son never  has  failed  men”.  It  shall  not  fail  America 
today  or  tomorrow! 


VITAMIN  A 

Comparative  Absoption  Of  Various  Types  Of 
Vitamin  A Preparations 

Lewis,  J.  M.  & Cohlan,  S.  Q.,  M.  Clin.  North 
America  3JJ:U13,  1950 

Unit  for  unit,  so-called  “aqueous”  vitamin  A pre- 
parations are  more  potent  than  oil  products  due  to  the 
minute  particle  size  of  the  oil  as  present  in  the  former. 
Because  some  mothers  have  induced  hypervitaminosis 
A in  infants  by  administration  of  large  doses  of  high 
potency  oils,  it  is  suggested  that  the  capacity  of  vita- 
min A bottles  be  limited  to  15  cc.  and  potency  be 
fixed  at  10,000  units  per  cc.  “Under  these  circum- 
stances, it  will  be  most  unlikely  for  hypervitaminosis 
A to  take  place.” 

N.  Y.  JJ.  College  Med.,  Bellevue, 

& Beth  Israel  Hospts. 


Oral  Antibiotic  Effective  in  Treatment 
Of  Infections 

After  use  on  a large  number  of  patients  over  a 
period  of  a year,  aureomycin  by  oral  administration 
has  proved  efficacious  in  the  treatment  of  a variety  of 
infectious  diseases.  The  present  status  of  aureomycin 
is  summarized  by  Spink  and  Yow  in  the  Journal  of  the 
American  Aledical  Association  (December  3,  1949).  It  is 
their  opinion  that  aureomycin  is  of  value  in  bacterial 
infections  due  to  gram  positive  organisms,  some  gram 
negative  organisms,  and  in  rickettsial  and  virus  di- 
seases. 

In  staphylococcic  infections  including  bacteremia 
resistant  to  penicillin  or  sterptomycin,  pneumococcic 
pneumonia,  sub-acute  bacterial  endocarditis  in  which 
the  invading  organism  is  Streptococcus  viridans  or 
Streptococcus  faecalis,  and  in  infections  due  to  beta- 
hemolytic  streptococci  or  Strepcoccus  faecalis,  aureo- 
mycin  has  been  of  therapeutic  value. 

Among  the  gram  negative  organisms  effectively 
controlled  by  aureomycin  are  meningococci,  Esche- 
richia coli,  Aerobacter  aerogenes,  Klebsiella  pneumo- 
niae and  Hemophilus  influenzae.  Gonorrhea  has  re- 
sponded favorably  to  the  administration  of  aureomy- 
cin, although  less  dramatically  than  with  penicillin. 
Encouraging  results  have  been  obtained  with  its  ap- 
plication in  granuloma  inguinale,  tularemia,  brucellosis 
and  whooping  cough. 

Experimental  and  clinical  studies  have  shown  aureo- 
mycin to  be  therapeutically  effective  in  Rocky  Moun- 
tain spotted  fever,  recrudescent  epidemic  typhus 
(Brill’s  disease),  Q fever  and  murine  typhus.  Aureo- 
mycin has  been  used  successfully  in  the  treatment  of 
lympogranuloma  venereum,  infectious  mononucleosis 
and  atypical  pneumonia.  Experimentally  it  is  active 
against  the  virus  causing  psittacosis,  the  spirochete  of 
repasing  fever  and  leptospirosis. 

A satisfactory  dosage  schedule  has  been  30  to  50‘ 
mg.  per  kilogram  of  body  weight  per  day.  It  is  ad- 
ministered orally  to  adults  in  a dose  of  0.5  Gm.  every 
six  hours  for  one  to  three  weeks. 

Untoward  effects  from  aureomycin  are  minimal. 
Nausea  may  be  encountered.  Vomiting,  epigastric  dis- 
tress, soft  stools  and  burning  of  the  rectum  have  also 
occurred. 


Body  Areas  Known  to  be  Susceptible 
to  Cancers  of  Industrial  Origin 

Carcinogenic  agents  have  affinities  for  specific 
organs.  A partial  list  of  the  agents  which  can  cause 
cancer  and  the  organs  affected  is  as  follows: 

SKIN:  sunlight,  arsenic,  paraffin  oil,  shale  oil, 
pitch  and  tar,  some  crude  oils,  roentgen  rays  and 
radium,  anthracene  oil,  lubricating  oils,  creosote. 

SCROTUM:  soot  from  certain  kinds  of  coal, 
mineral  oils. 

BLADDER,  URETER,  KIDNEY:  aromatic 
amines,  bladder  worms. 

NASAL  SINUSES:  nickel  carbonyl. 

LUNGS:  tar  fumes,  uranium,  chromates,  asbestos. 

BLOOD  FORMING  ORGANS  (LEUKEMIA): 
radium,  x-rays,  benzol. 

BONES:  radium. 
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MARTIN 
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Home  of 

Finest  Men’s  Shoes 

POPULAR  DRY  GOODS  CO. 

EL  PASO,  TEXAS 

Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 

THE  PRESCRIPTION  SHOP 

A PROFESSIONAL  PHARMACY 

C.  D.  CUNNINGHAM,  MGR. 

Lobby  First'  Natl.  Bank  Bldg. 

Phones  2-4121  and  3-5522 

EL  PASO,  TEXAS 


COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-66251 


BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

‘‘CADILLAC’' 

108  South  Yale  Street  3-4571  Albuquerque,  N.  M. 


HARDING  AND  ORR 

Ambulance  Service 

• 

320  Montana  3-1646 

EL  PASO,  TEXAS 


AIR 

AMBULANCE  SERVICE 


PHONE  3-2072 

NIGHT  PHONE  2-4371 


DAY  OR  NIGHT  CHARTER  SERVICE 
AMBULANCE  AND  PASSENGER  AIRCRAFT 


SOUTHWEST  AIR  RANGERS 

EL  PASO  MUNICIPAL  AIRPORT 


RYAN  NAVION 
SALES  & SERVICE 
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FOR  OVER  18  YEARS— 

Successfully  serving  the  medical  profession  in  the  tactful 
collection  of  their  DELINQUENT  ACCOUNTS 
RECEIVABLE. 

CREDITORS  SERVICE  BUREAU  924  Mills  Bldg. 

AND  MEDICAL  ARTS  DIVISION  El  Paso,  Texas 


JUiiU'ltatH'r-  ill  illcr-  JW  orris  on 

AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandell  Blvd.  El  Paso,  Texas 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


MAICO 

OF  EL 

PASO 

* Hearing  Aids 

* Audiometers 

★ Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

It’s 

Sweeney's 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


In  Albuquerque,  The  Bulwark 
Of  Professional  Pharmacy 


Lobby  — FIRST  NATIONAL  BANK  BUILDING 
Albuquerque,  New  Mexico 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 
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We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


Fischbein  Bros. 

Custom  Tailors 


309  N.  OREGON 


EL  PASO,  TEXAS 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

• 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 


Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


The  McMath 
Co.,  Inc. 

Printing  is  Sock  Sinking 

Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 

DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


FOR  THE  PATIENT  WITH 
HYPOCHROMIC  ANEMIA 


A superior  liver  and  iron  prepa- 
ration, providing  in  addition, 
8 Vitamins  for  the  relief  of 
nutritional  deficiencies 

Rthat  may  be  present 
concurrently  with 
the  iron  de- 
ficiency. 


The 


relief  of 


"fatigue  and 
lack  of  endur- 
ance" is  usually  ac- 
complished in  a much 
shorter  period  of  time. 


MISSION 
PI1  ARM  AC  AL  CO. 

San  Antonio  6,  Texas 
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E.  K.  ARMISTEAD,  M.  D 

GENERAL  SURGERY 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 
414  Banner  Building  2-9331  El  Paso,  Texas 

JOSEPH  BANK,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  JR.,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Ave.  Phone  4-7245  Phoenix,  Arizona 

LOUIS  W.  BRECK,  M.D. 

W.  COMPERE  BASOM,  M.  D. 
MORTON  H.  LEONARD,  M.  D. 
GEORGE  N.  ALDREDGE,  M.D. 

Practice  limited  to  Orthopaedic  Surgery 
520  Montana  Street  3-1673  El  Paso,  Texas 

Frank  0.  Barrett,  M.  D.  Merle  D.  Thomas,  M.  D. 

DRS.  BARRETT  and  THOMAS 

ANESTHESIOLOGY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 

BUTLER  CLINIC 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

THOMAS  H.  BATE,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

803  Professional  Bldg.  4-3326  Phoenix,  Ariz. 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

800  Montana  Street  3-8487  El  Paso,  Texas 

THIS  SPACE 
FOR  SALE 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

ORTHOPEDIC  SURGERY 

First  National  Building  3-3421  El  Paso,  Texas 

JACK  A.  BERNARD,  M.D. 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 
Phone  3-8151 

415  East  Yandell  Blvd.  El  Paso,  Texas 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

— GENERAL  PRACTICE  — 

Phones  4495  - 4496 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 
GYNECOLOGIC  SURGERY 
PHONE  2-9312 

1017  First  National  Building  El  Paso,  Texas 

ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 
207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 
PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

1018  Mills  Building  El  Paso,  Texas 

P.  G.  CORNISH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Road,  Suite  6 2-1333  Albuquerque,  N.  M. 
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BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

800  Montana  Street  3-6931  El  Paso,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 
215  First  National  Bldg.  3-2161  El  Paso,  Texas 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

314  Banner  Building  3-5881  El  Paso,  Texas 

HERVEY  W.  DIETRICH,  M.  D. 

INTERNAL  MEDICINE 

Medical  Arts  Building  — Phone  2-4782 
415  East  Yandell  Blvd.  El  Paso,  Texas 

ROBERT  FRIEDENBERG,  A.B.,  M.D. 

(Certified  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

L.  0.  DUTTON,  M.  D. 

ALLERGY 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

THIS  SPACE 
FOR  SALE 

THIS  SPACE 
FOR  SALE 

CHARLES  E.  GALT,  JR.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 
509  West  Fox  St.  1441  Carlsbad,  N.  M. 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 
1025  First  National  Bank  Bldg. 

El  Paso,  Texas 

H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 
209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO,  TEXAS 

HAROLD  EIDINOFF,  M.D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 
404  Banner  Building  3-0861  El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 

701  First  National  Building  2-6221  El  Paso,  Texas 

LELANDS.  EVANS,  M.  D. 

A.  DANIEL  MADDOX,  M.  D. 

GENERAL  PRACTICE  AND  GENERAL  SURGERY 
217  West  Court  St.  Las  Cruces,  N.  M.  Phone  141 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 
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R.  D.  HAIRE,  JR.,  A B.,  M.D. 

INTERNAL  MEDICINE 

706  West  Second  Street  2275  Roswell,  New  Mexico 


G.  H Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  AND  GYNECOLOGICAL  SURGERY 


525  First  National  Bldg.  2-9412  El  Paso,  Texas 


JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 
WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M. 


HASKELL  D.  HATFIELD,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 


RUSSELL  HOLT,  M.  D. 

B.  LYNN  COODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 


SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

DRS.  JELSO  & CORCORAN 

DISEASES  OF  THE  SKIN 
Medical  Arts  Square 

801  Encino  Road,  Suite  19  5-2871  Albuquerque,  N.  M. 

125  East  Palace  Street  341  Santa  Fe,  N.  M. 


H.  C.  JERNIGAN,  M.  D. 

DISEASES  OF  THE  CHEST 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 


Diplomate  American  Board  of  Neurological  Surgery 

W.  A.  JONES,  M.  D. 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5400  El  Paso,  Texas 


HERMAN  A.  KING,  M.D. 

Diseases  of  the  Colon  and  Rectum 
109  South  Elm  St.  3-2226  Albuquerque,  N.  M. 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

1031  First  National  Bldg  El  Paso,  Texas 


I.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 
H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 


C.  H.  MASON,  M.D. 

M.  S.  HART,  M.D. 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

RADIOTHERAPY  — ROENTGENOLOGY  — PATHOLOGY 
310  Banner  Bldg.  3-4478 

105  Medical  Arts  Bldg.  3-7092  El  Paso,  Texas 


w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

PHONES 
633  — 460  — 201 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 
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BERNARD  L.  MELTON,  M.  D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  3-8209  Phoenix,  Arizona 

S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 

THE  ORTHOPEDIC  CLINIC 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  JR.,  M.D.,  F.A.C.S. 
ALVIN  L.  SWENSON,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D. 

1313  North  Second  Street  — PHONE  8-1586  — Phoenix,  Ariz. 

THIS  SPACE 
FOR  SALE 

Vincent  M.  Ravel,  M.  D.  Marvin  N.  Golper,  M.  D. 

DRS.  RAVEL  AND  GOLPER 

RADIOLOGY 

Mills  Building  and  Phones  2-3459  - 3-5652 

800  Montana  Street  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 
PLASTIC  AND  MAXILLO-FACIAL  SURGERY 
1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

HERMAN  RICE,  M.  D. 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 
624  Mills  Bldg.  2-7642  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 
FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Phone  3-6742 

1101  First  National  Bldg.  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 
DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 
EYE  - EAR  - NOSE  - THROAT 
FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
Medical  Arts  Square 

801  Encino  Road,  Suite  20  5-3222  Albuquerque,  N.  M. 

C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 
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C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

FRED  H.  TEPLEY,  B.A.,  M.D. 

* 4s  4:  * * 

(PRACTICE  LIMITED  TO  INTERNAL  MEDICINE) 

4:  4;  4=  * * 

301  East  Cain  St.  PHONE  462  Hobbs,  N.  M. 

JESSON  L.  STOWE,  M.  D. 
FRANCIS  A.  SNIDOW,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 

M.  A.  TANNY,  M.  D. 

ALBUQUERQUE  MEDICAL  CENTER 
109  South  Elm  Street  3-5821  Albuquerque,  N.  M. 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 
General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 


W.  E.  VANDEVERE,  M.D.,  F.A.C.S. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

W.  G.  MORROW,  JR.,  M.  D. 

OPHTHALMOLOGY 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 


H.  H.  VARNER,  M.  D. 

GENERAL  SURGERY 
213  El  Paso  National  Bank  Bldg. 

Phone  3-7362  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Roswell,  N.  M.  Phone  208 


L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M. 


M.  K.  WYLDER,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PEDIATRICS 
PEDIATRICS  AND  OBSTETRICS 

625  First  National  Bank  Bldg. 

Albuquerque,  N.  M.  Phone  6440 


308  N.  Colorado 


STAFF 


Midland,  Texas 


H.  B.  Johnson,  M.  D Pediatrics 

D.  L.  Patton,  M.  D Obstetrics  and  Gynecology 

F.  W.  Gaarde,  M.  D Internal  Medicine 

T.  J.  Melton,  Jr.,  M.  D.,  F.  A.  C.  S General  Surgery 

R.  E.  Greer,  M.  D Eye,  Ear,  Nose  & Throat 

F.  M.  Middlebrook,  M.  D General  Medicine 

W.  K.  Green,  M.  D Urology 

Roy  T.  Lester,  M.  D.  (Abilene)  ....Consultant  in  Thoracic  Surgery 

L.  C.  Zee,  D.  D.  S Oral  Surgery 

Charles  A.  Hix Business  Manager 
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HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Harold  Wood,  M.  li» 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 

Diplomate  American  Board  of  Pathology 

EULLY  APPROVED 

1014  North  Stanton  Street  3-7521  El  Paso,  Texas 

PATHOLOGY  LABORATORIES 

tfdVertiAe 

1130  North  Central  Ave.  4-8255  Phoenix,  Arizona 

IN 

In  addition  to  the  usual  pathology  laboratory 

£cutktoeAten t PkijAiciahA ' 

services,  special  attention  is  given  to: 

tsirectoHj 

Blood  Iodides 
17  Ketosteroids 

Circulation  2300  Physicians  in 

Pregnandioles 

Arizona,  New  Mexico,  West  Texas  and  Northern 
Mexico  including  all  Chihuahua  and  Sonora 

Viral  and  Rickettsial  Complement  Fixation  Tests 
Fungus  Cultures 

•5* 

Parasitology 

The  Southwest  Physicians’  Directory  calls  the 

Toxicology 

attention  of  your  fellow  physician  to  your 
practice  and  your  facilities. 

Tumor  Cell  and  Tissue  Examinations 

£cutkueAten t tflecticihe 

310  N.  Stanton  St.  El  Paso,  Texas 

Walter  E.  Lox,  Ph.  D.,  American  Association  of  Clinical 
Chemists,  Technical  Supervisor. 

TAN  NY  CLINIC 


Albuquerque  Medical  Center 


Albuquerque,  New  Mexico 
109  S.  ELM  STREET 

3-2226 


STAFF 

A.  J.  TANNY,  M.  D, 
Surgery  and  Consultation 


M.  A.  TANNY,  M.  D., 

General  Practice  and  Surgery 

F.  L.  MURPHY,  M.  D., 

Obstetrics  and  Gynecology 

E.  B.  FLANAGAN,  M.  D„ 

Internal  Medicine  and  Cardiology 

A.  DeLaPena,  M.  D„ 

Orthopedics  and  Industrial  Surgery 

C.  P.  ROSE,  M.  D., 

Pediatrics 

A.  G.  PRIETO,  M.  D., 

Radiology 

Complete  Laboratory  and  X-Ray 
Service  and  Prescription  Department. 
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For 


TleiCcus  anc>  iTlentai  "Diseases 


Phone  Fairdale  2-3333  DALLAS  1,  TEXAS  P.  O.  Box  1769 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational 
therapy.  All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 
The  Staff 

Dr.  Guy  F.  Witt,  Medical  Director  Dr.  Howard  M.  Burkett,  Associate  Psychiatrist 

Dr.  Perry  C.  Talkington,  Medical  Director  Dr.  James  K.  Peden,  Resident  Psychiatrist 

Dr.  Chas.  L.  Bloss,  Associate  Psychiatrist  Dr.  James  C.  Folsom,  Resident  Psychiatrist 

Miss  Marguerite  Harmonson,  R.  N.,  Director  of  Nurses 

Henry  J.  Albach,  Business  Manager 

Miss  Patsy  Crowe,  Director  Occupational  Therapy 


Plainview  Hospital  and  Clinic  Foundation 

PLAINVIEW,  TEXAS 


Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep  narcosis,  in- 
sulin, shock  therapies,  and  electro-encephelograpy  for  diagnostic  purposes. 


Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department  of  Physical 
Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 


E.  O.  NICHOLS,  M.  D. 

Surgery  and  Consultation 

J.  H.  HANSEN,  M.  D. 

Radiology 

E.  O.  NICHOLS,  JR.,  M.  D. 

General  Surgery  and  Gynecology 

RANDALL  E.  COOPER,  M.  D. 

Neurology  and  Psychiatry 

e.  g.  McCarthy,  m.  d. 

Obstetrics  and  Gynecology 


STAFF 

EDWARD  T.  DRISCOLL,  M.  D. 

Orthopedics 

CARL  C.  JACKSON,  M.  D. 

Eye,  Ear,  Nose,  Throat 

MARVIN  C.  SCHLECTE,  M.  D. 

Gastroenterology  & Internal  Medicine 

CHESTER  E.  COOK,  M.  D. 

Diagnosis  and  Internal  Medicine 

JOHN  CHARLES  LONG,  JR.,  M.  D. 

General  Surgery,  Cancer,  Tumors 
(4%  yrs.  training  in  New  York  Memorial  Hospital) 

W.  W.  KIRK,  Administrator 


DOROTHY  C.  LONG,  M.  D. 

Pediatrics 

L.  B.  SOUCY,  M.  T.  (ASCP) 

Chief  of  Laboratory 

HENRY  C.  KIRKEGARD,  R.  T. 

Chief  X-Ray  Technician 

RALPH  V.  WILLIAMS,  B.  S. 

Registered  Physical  Therapist 

LENORE  KRUSELL,  B.  S. 

Registered  Physical  Therapist 
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The  Lodge 

WATTS  CLINIC 

of  the 

Turquoise  Trail 

Complete  Medical 
and 

A modern  completely  equipped  sanitarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 
perienced, and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 
rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 
recreational  and  occupational  therapy  programs. 

Surgical  Service 

• 

R.  E.  Watts,  M.  D.  S.  M.  Ramer,  M.  D. 

G.  A.  Slusser,  M.  D.  S.  F.  Baker,  M.  D. 

For  further  information  address: 

THOMAS  L.  GORE,  M.  D„ 

• 

Psychiatrist  and  Medical  Director, 

Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Town  office  6398  • Residence  3-3234  • Lodge  2-2773 

Phone  567 

101  N.  Cooper  Silver  City,  N.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.,  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 
Telephone  2-3671 

First  National  Bank  Building 
El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures: 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 

DELPHIN  VON  BRIESEN,  M.D. 
H.  F.  HESLINGTON,  M.D. 

PATHOLOGY  ENDOCRINE  STUDIES 

WILLIAM  D.  FLEMING,  M.D. 
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Wider  antibacterial  range 
...a  safer  sulfonamide 


Gantrisin  'Roche’  offers  clinically 
important  advantages  in  urinary  and  systemic 
infections.  Because  it  is  highly  soluble 
— even  in  acid  urine — Gantrisin  eliminates 
the  danger  of  renal  blocking  and  obviates 
alkalinization.  Gantrisin  is  a single  sulfonamide, 
not  a combination  or  mixture;  its  use  therefore 
reduces  the  likelihood  of  allergic  reactions. 

Gantrisin  is  distinguished  by  a wider 
antibacterial  range;  it  has  been  effective  in 
cases  where  antibiotics  and  other  sulfonamides 
failed  to  produce  results.  Supplied  in 
0.5-Gm  tablets,  as  a palatable  syrup  (0.5  Gm 
per  5 cc)  and  in  10-cc  (4  Gm)  ampuls. 


HOFFMANN -LA  ROCHE  INC 


NUTLEY  10 


N.  J. 


Gantrisin 


Brand  of  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


‘Roche' 
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for  them  no  refuge 

I 1 i 

in  the  intestinal 

tract 


When  pathogenic  bacteria  finch^eiH^e  in  the  intestinal  tract  and  entrench 
themselves  beneath/the  mucosay  Thalamyd®  (phthalylsulfacetimide- 
Schering)  will  seelAthem  out/and  destroy  them  quickly  and  safely. 
Thalamyd  is  highly\ffectiv4  against  most  gastrointestinal  pathogens 
whether  they  are  withirt  the  lumen  of  the  gut  or  have  penetrated  the 
muscularis.  A nonabsorbable  sulfonamide,  Thalamyd  is  unique  in  being 
able  to  diffuse  into  the  bowel  wall,  but  not  into  the  blood  stream. 


THALAMYD 

(Phthalylsulfacetimide) 

More  efficient  than  other  nonabsorbable  compounds,  yet  safer  than 
absorbable  drugs,  Thalamyd  is  indicated  in  enteritis,  dysentery  due  to 
Shigella  and  other  susceptible  organisms,  ulcerative  colitis  and 
preoperative  sterilization  of  the  gastrointestinal  tract. 

Packaging:  Thalamyd  (phthalylsulfacetimide)  Tablets  0.5  Gni.  Bottles  of  100 
and  1000  tablets. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


THALAMYD 


it  takes  more 

than  syrup  alone 
to 


Control  Cough 


Combining  Benadryl®  hydrochloride,  pioneer  antihistaminic, 
with  established  non-narcotic  remedial  agents,  BENYLIN 
EXPECTORANT  relieves  cough  — whether  due  to  allergy  or  the 
common  cold.  It’s  the  Benadryl  (10  mg.  per  teaspoonful)  in 
this  pleasingly-flavored  syrupy  vehicle  which  accounts  for  the 
highly  effective  decongestant  and  antispasmodic  action  of 
BENYLIN  EXPECTORANT.  And  - because  of  its  Benadryl  con- 
tent - BENYLIN  EXPECTORANT  also  helps  to  relieve  other  dis- 
tressing cold  symptoms. 


Benylfii 

/trade  mark 


EXPECTORANT 


BENYLIN  EXPECTORANT  fosters  liquefaction  of  mucous 
secretion,  relaxes  the  bronchial  tree,  soothes  irritated 
mucosa  and,  at  the  same  time,  relieves  nasal  stuffiness, 
sneezing  and  lacrimation.  Children  as  well  as  adults  like 
its  mildly  tart  taste  and  freedom  from  cloying  sweetness. 

Dosage : One  to  two  teaspoonfuls  every  two  to  three  hours. 
Children,  one-half  to  one  teaspoonful  every  three  hours. 


benylin  expectorant  contains  in  each 


fluidounce: 

Benadryl  hydrochloride 80  mg. 

(diphenhydramine  hydrochloride,  Parke-Davis) 

Ammonium  chloride 12  gr. 

Sodium  chloride 5 gr. 

Chloroform 2 gr. 

Menthol 1/10  gr. 


benyi.in  expectorant  is  supplied  in  16  oz. 
and  gallon  bottles. 


PARKE,  DAVIS  & COMPANY 

7 
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One  Pondet 
provides 
high  local 
penicillin  levels 
lasting 
a half-hour 


They  look  and  taste  delicious  and  are / 
welcomed  by  young  or  old — assurance 
that  your  patients  will  follow  the 
prescribed  dosage  regimen. 

PONDETS*  PENICILLIN  TROCHES 

For  local  treatment  and  prophylaxis 
of  oral  infections  caused  by  penicillin- 
sensitive  organisms. 

•Trade  Mark 


20,000 
units 
of 

penicillin 
in  a 

slowly-dissolving 
hard  candy 
base 


Wyet/l  Incorporated,  Philadelphia  3,  Pa. 


® 
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fr. . . about  50%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  cause”' 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stress  is 
effected  via  both  branches  of  the  autonomic  nerv- 
ous system.  Therefore,  treatment  consists,  where 
possible,  in  removal  of  the  emotogenic  factor 
(practical  psychotherapy)  and  the  "partial  block- 
ade” of  the  efferent  autonomic  pathways.  The 
family  physician  is  well-qualified  to  help  these 
patients;  his  advice  will  do  much  to  achieve  the 
desired  change  in  habits  and  to  avoid  unhealthy 
situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
ergotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 

Karnosh  and  Zucker 2 state  that,  "Probably  the  best  medica- 
tion for  all  neurovegetative  disorders  is  a combination  of: 
(a)  bellafoline  . . .(b)  ergotamine  tartrate  . ..(c)  pheno- 
barbital . . . A good  commercial  preparation  of  these  ingredi- 
ents is  a tablet  called  bellergal  . . . The  adult  dose  of 
bellergal  is  3 or  4 tablets  daily.”3 


BIBLIOGRAPHY 

1.  WILLIAMS,  V.  P.:  New  England  J.  Med.  236:  322.  1947. 

2.  KARNOSH,  L.  J.  and  ZUCKER,  E.  N.:  A.  Handbook  of  Psy- 
chiatry, St.  Louis,  Mosby,  1945. 


Sandoz 

Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET,  NEW  YORK  14.  NEW  YORK 


Itluck  Wcurbkment! 
few  'fattening  Calorie^! 


CERTIFIED,  PASTEURIZED 

FAT  FREE  MILK 


Patients  who  have  trouble  digesting  food  fat  . . . 
those  who  find  whole  milk  doesn't  agree  with  them 
. . . will  enjoy  and  benefit  from  this  special  milk 
product.  The  milk's  fine  flavor  is  retained,  its 
healthful  qualities  are  invaluable. 

RECOMMEND  THIS  FINER  MILK  WITH 
COMPLETE  CONFIDENCE  IN  ITS  PURITY 
AND  HIGHEST  QUALITY. 


A PRODUCT  OF 


CR€AM€RI€S,  Inc. 
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"The  . . . estrogen 
preferred  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 

Hamblen,  E.  C.:  North  Carolina  M.J.  7:533  (Oct.)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each  4 cc.  (1  teaspoonful) . 


♦Perloff,  W.  H.:  Am.  J.  Obat.  & Gynec.  58:684  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin!’  other  equine  estrogens... estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 

kMT  - *—* 


Estrogenic  Substances  (water-soluble)  also  known  as  Conjugated  Estrogens  (equine) 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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Surgical 
Supply  Company 

Your  Complete  Source  in 
The  Southwest  For  All  Ethical 
Medical  Equipment 
and  Supplies 

TUCSON 

EL  PASO  PHOENIX 


ROYCE  ■ OIM.l  and  BATH 


710-720  Broadway 

Truth  or  Consequences,  New  Mexico 


Royce  Lodge,  offers  you  ultra-modern  spacious 
apartments,  equipped  with  modern  furnishings, 
electric  range,  refrigeration,  air  conditioned  for 
summer,  radiant  heat  for  winter.  Reasonable 
rates. 

L.  F.  MORRIS  — owner  Cr  mgr. 

PHONE  335 


Royce  Bath,  offers  you  individual  private  baths 
— sanitary  tile  tubs,  competent  courteous  at- 
tendants. Baths  are  administered  according  to 
physicians  prescription.  You  are  invited  to 
inspect  our  place  at  any  time. 

W.  A.  NEVILLE,  mgr. 

PHONE  336 
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GOOD 

RESULTS 

REPORTED 


in  Intractable  Dysmenorrhea 


Filler  in  J.A.M.A.1  reports  remark- 
ably good  results  in  the  treatment  of  intract- 
able functional  dysmenorrhea  when  methyl- 
testosterone  is  administered  for  the  six  days 
preceding  ovulation.  The  gratifying  relief  of 
pain  in  this  series  is  attributed  to  the  use  of 
methyltestosterone  at  this  particular  time 
of  the  cycle.  It  should  be  noted  that  there 
was  no  masculinization  nor  interference  with 
ovulation. 

The  most  economical  and  efficient  method 
of  administering  the  male  hormone  is  with 
Metandren®  Linguets.®  This  unique  form  of 


methyltestosterone  is  specially  shaped  to  fit 
comfortably  between  the  gum  and  cheek  and 
is  highly  compressed  to  insure  slow,  effec- 
tive absorption  of  the  hormone  through  the 
oral  mucosa. 

Suggested  Dosage:  One  5 mg.  Linguet  (equiv- 
alent to  one  10  mg.  tablet  orally)  three 
times  daily  for  six  days  before  estimated 
time  of  ovulation.  Metandren  Linguets: 
Issued  in  5 mg.  (white),  10  mg.  (yellow), 
scored.  Ciba  Pharmaceutical  Products,  Inc., 
Summit,  N.  J.  2/I626M 

1.  Filler,  W.:  J.A.M.A.,  143:  1235  (Aug.  5,)  1950 


METANDREN  LINGUETS 
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ELI  LILLY  A A II  COMPANY  announces 


NPII  ILETIJY  (INSULIN,  LILLY) 


and  thereby  marks  another 


improvement  in  diabetes  management 


Clinical  evidence  indicates  that  single  daily  injections  of  NPH  In- 
sulin provide  an  efficiently  timed  Insulin  effect  which  closely  paral- 
lels average  requirements  over  a twenty-four-hour  period.  This  new 
preparation  of  Insulin  eliminates,  in  most  instances,  occasion  for 
mixed  injections  of  Insulin  and  Protamine  Zinc  Insulin.  In  severe 
and  complicated  cases,  supplementary  doses  of  Insulin  may  be 
utilized,  if  indicated. 


Detailed  information  and  literature  pertaining  to  NPH  Iletin  (Insulin,  Lilly) 
are  personally  supplied  by  your  Lilly  medical  service  representative 
or  may  be  obtained  by  writing  to 

ELI  LILLY  AND  COMPANY  Indianapolis  6,  Indiana,  U.S.A. 
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DR.  LOUIS  W.  BRECK 
SOUTHWESTERN  MEDICAL 


TO  HEAD 
ASSOCIATION 


Dr.  Louis  W.  Breck  of  El  Paso  was  installed  as 
president  of  the  Southwestern  Medical  Association  at 
its  annual  meeting  in  Phoenix,  Ariz.,  Oct.  26-28,  at 
conclusion  of  an  extraordinary  and  highly  interesting 
program. 

Other  officers  elected  at  the  meeting  were  Dr. 
James  Walsh,  Douglas,  Ariz.,  president-elect;  Dr. 
Joseph  Bank,  Phoenix,  first  vice-president;  Dr.  Leland 
Evans,  Las  Cruces,  N.  M.,  second  vice-president;  Dr. 
Wesley  Connor,  Albuquerque,  N.  M.,  third  vice-presi- 
dent; and  Dr.  W.  W.  Schuessler,  El  Paso,  who  was 
re-elected  secretary-trea- 
surer.  Dr.  I.  J.  Marshall 
from  Roswell,  N.  M., 
current  president  of  the 
New  Mexico  Medical  So- 
ciety, is  the  immediate 
past  president  of  the 
Southwestern  Medical 
Association. 

Meetings  were  held  in 
the  Westward  Ho  Hotel. 

In  addition  an  extensive 
program  of  entertainment 
in  the  evenings  was  en- 
joyed by  doctors  and 
their  wives. 

Dr.  Breck,  the  new 
president,  has  been  active 
in  the  Association  for  12 
years.  A native  of  El 
Paso,  Texas,  he  was 
awarded  his  B.  S.  and 
M.  D.  degrees  at  North- 
western University.  Upon 
graduation  from  medical 
school,  he  held  a rotating 
internship  at  Mary’s  Help 
Hospital  in  San  Francis- 
co. He  then  was  assistant 
resident  surgeon  at  San 
Quentin  Prison,  Calif.,  for 
two  years.  Next  he  was 
at  the  Mayo  Clinic  with 
a fellowship  in  orthopedic 
surgery  from  1934  to  1937. 

In  1939  he  was  certified 
as  a diplomate  of  the 
American  Board  of  Or- 
thopedic Surgery. 

SERVED  IN  ARMY 

Returning  to  El  Paso  in  1937,  Dr.  Breck  has  prac- 
ticed orthopedic  surgery  from  that  time  to  the  present 
with  the  exception  of  three  and  one-half  years  in  the 
Army.  He  entered  the  Army  with  the  rank  of  Cap- 
tain and  left  the  service  as  a Lieutenant  Colonel.  He 
was  in  orthopedic  surgery  during  his  entire  service 
and  was  chief  of  the  orthopedic  section  at  the  Re- 
gional Hospital,  Camp  Swift,  Tex.,  for  approximately 
three  years. 

Dr.  Breck  currently  is  in  partnership  with  Dr. 
W.  Compere  Basom,  Dr.  Morton  H.  Leonard,  and 
Dr.  George  N.  Aldredge,  in  the  practice  of  orthopedic 
surgery  in  El  Paso.  Their  organization  is  affiliated 
with  Northwestern  University  Medical  School  as  part 
of  the  school’s  three-year  residency  for  orthopedic 
surgeons  and  trains  two  fellowship  men  at  their  office 


and  in  the  affiliated  hospitals  in  El  Paso  on  a rotating 
basis.  Dr.  Breck  is  consultant  for  the  U.  S.  Army 
at  William  Beaumont  Army  Hospital,  consultant  for 
the  Veterans’  Administration,  approved  orthopedic 
surgeon  for  the  Texas  Crippled  Children’s  Division, 
senior  orthopedic  surgeon  at  the  El  Paso  General 
Hospital,  and  is  on  the  active  staff  as  orthopedic  sur- 
geon at  Hotel  Dieu  Sisters’  Hospital  and  Providence 
Memorial  Hospital  in  El  Paso. 

Societies  of  which  Dr.  Breck  is  a member  include 
the  American  Academy  of  Orthopedic  Surgeons,  the 

Western  Orthopedic  As- 
sociation, and  the  Asso- 
ciation of  Bone  and  Joint 
Surgeons.  He  is  president 
of  the  Texas  Orthopedic 
Association  for  1950.  He 
was  one  of  the  founder 
members  of  the  South- 
western Surgical  Society. 

MEMBER  OF 
SOCIETIES 

Dr.  Breck  is  a member 
of  the  Masonic  Order, 
The  Scottish  Rite,  the 
Shrine,  Sigma  Alpha 
Epsilon  Fraternity,  and 
the  First  Presbyterian 
Church.  He  is  president  of 
the  Southwestern  Alumni 
of  Phi  Beta  Pi  Medical 
Fraternity. 

Guest  speakers  at  the 
meeting  were  Dr.  William 
Dock,  professor  of  medi- 
cine at  the  State  Univer- 
sity of  New  York;  Dr. 
Joseph  W.  Gale,  profes- 
sor of  surgery  at  the  Uni- 
versity of  Wisconsin;  Dr. 
Leon  Goldman,  professor 
of  surgery  at  the  Univer- 
sity of  California;  Dr. 
John  H.  Lawrence,  direc- 
tor of  the  Donner  Labo- 
ratory of  Medical  Physics 
at  the  University  of  Cal- 
ifornia; Dr.  George  Pin- 
ess,  associate  clinical  pro- 
fessor of  medicine  at  the 
University  of  Southern  California;  Dr.  Marcy  L. 
Sussman,  formerly  clinical  professor  of  radiology  at 
the  Lfniversity  of  Southern  California;  Dr.  Maxwell 
M.  Wintrobe,  professor  and  head  of  the  department 
of  medicine  at  the  University  of  Utah;  Dr.  Stewart 
Wolf,  associate  professor  of  medicine  at  Cornell  Uni- 
versity; and  Dr.  Salvador  Zubiran,  professor  of  nutri- 
ology  at  the  National  University  Faculty  of  Medicine 
of  Mexico. 

The  meeting  was  opened  with  an  address  of  wel- 
come by  Dr.  Robert  E.  Hastings  of  Tucson,  president 
of  the  Arizona  State  Medical  Association.  The  re- 
sponse by  Dr.  Marshall,  president  for  1949-1950,  is 
printed  in  full  in  this  issue  of  SOUTHWESTERN 
MEDICINE. 


Dr.  Louis  W.  Breck 
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MARICOPA  HOSTS 

Hosts  for  the  meeting  were  members  of  the  Mari- 
copa County  Medical  Society,  and  Dr.  Bank  was 
general  chairman  for  the  gathering.  Members  of  the 
Phoenix  convention  committee  were  Dr.  L.  D.  Beck, 
Dr.  John  Cogland,  Dr.  J.  M.  Greer,  Dr.  David  C 
James,  Dr.  Paul  Jarrett,  Dr.  L.  Clark  McVay,  Dr. 
M.  W.  Merrill,  Dr.  Lloyd  Swasey  and  Dr.  Kent 
Thayer. 

Members  of  the  committee  of  the  Ladies  Auxiliary 
of  the  Maricopa  County  Medical  Society  were  Mrs. 
Karl  S.  Harris,  Mrs.  Preston  T.  Brown,  Mrs.  Robert 
H.  Cummings,  Mrs.  L.  L.  Tuveson,  Mrs.  Charles  Van 
Epps  and  Mrs.  Thomas  W.  Woodman. 

The  meeting  was  described  by  the  Arizona  Repub- 
lic newspaper  in  Phoenix  as  “American  medicine  — 
the  best  in  the  world  — at  work  making  itself  better 
. . . . Research  into  things  no  one  understands  for  sure 
now,  but  maybe  will  understand  next  year,  or  in  five 
years,  or  in  a generation.  Hope  that  things  will  be 
better  next  year  than  they  were  last  year  ....  Dis- 
tinguished men  flying  to  Phoenix  from  the  corners  of 
the  country  to  offer  their  little  contribution  of  under- 
standing to  the  great  common  pool  of  knowledge. 
Helping  the  doctors  of  Phoenix  and  Arizona,  New 
Mexico,  West  Texas  and  Northern  Mexico  to  a better 
understanding  — to  more  knowledge  that  will  help 
their  patients.” 

LUNCHEON  DISCUSSIONS 

Round  table  luncheons  were  held  on  Thursday  and 
Friday  with  at  least  three  of  the  guest  speakers  in 
attendance  at  each  luncheon.  Of  particular  interest  at 


one  of  the  meetings  were  remarks  by  Dr.  Goldman, 
who  spent  three  months  in  Germanv  last  Summer  in 
connection  with  the  Unitarian  Service  Committee  and 
the  International  Refugee  Organization  operating 
under  the  United  Nations  to  give  medical  refresher 
courses  to  doctors  among  the  displaced  persons  in 
Munich. 

Dr.  Goldman  was  a member  of  a team  of  about 
180  doctors  whose  purpose  was  to  bring  displaced  doc- 
tors up  to  date  in  medicine  so  that  they  could  re- 
settle elsewhere  and  practice  medicine. 

About  two-thirds  of  the  European  doctors  who 
took  the  course — none  of  them  Germans — could  do 
a job  comparable  to  one  done  by  the  average  Ameri- 
can doctor,  Dr.  Goldman  said. 

GERMAN  MEDICINE 

“Medicine  in  Germany  is  at  its  lowest  ebb,”  Dr. 
Goldman  said.  “There  is  an  oversupply  of  civilian 
doctors  in  Western  Germany.  Medical  schools  are 
turning  out  doctors  at  a very  rapid  rate,  but  the 
quality  of  education  is  so  poor  that  many  have  to 
accept  other  jobs  in  medicine,  such  as  laboratory  work, 
instead  of  being  able  to  go  into  practice.” 

In  conjunction  with  the  annual  convention  was  the 
semi-annual  meeting  of  the  Southwestern  Dermato- 
logical Association,  which  held  a clinic  on  skin  di- 
seases Oct.  28  in  the  Good  Samaritan  Hospital  in 
Phoenix. 

It  was  the  consensus  by  men  attending  the  South- 
western Medical  Association  meeting  that  papers  pre- 
sented were  of  outstanding  clinical  value.  The  papers 
will  be  carried  from  time  to  time  in  SOUTHWEST- 
ERN MEDICINE. 


Medical  Leaders — Retiring  and  newly  elected  officials  of  the  Southwestern  Medical  As- 
sociation, which  met  in  Phoenix,  Ariz.,  Oct.  26-28,  are  (left  to  right)  Dr.  Louis  W.  Breck, 
El  Paso,  president;  Dr.  James  Walsh,  Douglas,  Ariz.,  president-elect;  Dr.  I.  J.  Marshall, 
Roswell,  N.  M.,  retiring  president,  and  current  president  of  the  New  Mexico  Medical  So- 
ciety; Dr.  Joseph  Bank,  Phoenix,  first  vice-president ; and  Dr.  W.  W.  Schuessler,  El  Paso, 
who  was  re-elected  secretary-treasurer . Not  present  were  Dr.  Leland  Evans,  Las  Cruces, 
N.  M.,  second  vice-president  and  Dr.  Wesley  Connor,  Albuquerque,  N.  M.,  third  vice-president. 
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Be  Utetms  4IHSebicts!  Ct  Politicts 

BY  ROBERT  B.  HOMAN,  JR.,  M.  D.,  EL  PASO.  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


GOOD  WILL 


Good  will  is  a rather  abstract  and  indefinable  state 
of  mind  which  includes  approval,  benevolence,  appro- 
bation, and,  above  all,  respect.  The  good  will  of  fel- 
low men  is  sought  by  each  individual,  organization, 
industry,  political  party  politician,  and  most  govern- 
ments. The  method  by  which  this  abstract  something 
is  obtained  is  varied  by  circumstances  and  by  the  de- 
sire of  all  individuals.  It  is  certainly  safe  to  say  that 
good  will  cannot  be  purchased  on  the  open  market, 
and  long  held,  by  the  use  of  money  or  promises  alone. 
On  the  other  hand,  it  is  purchased  through  personal 
honesty,  integrity,  and  ethical  behavior  toward  and 
continued  service  to  people  of  all  walks  of  life. 

No  individual,  no  organization,  no  business,  and  no 
political  party  or  politician  can  gain  and  hold  public 
good  will  without  an  inherent  honesty  and  without  the 
spirit  and  desire  to  serve.  Political  dishonesty  will 
eventually  cause  our  present  bureaucratic  administra- 
tion to  lose  the  good  will  of  Americans,  despite  pro- 
mises of  Utopia.  That  will  happen  regardless  of  the 
thousands  of  public  relations  experts  now  on  the  tax- 
payers pay-roll  trying  to  sell  the  Welfare  State  to  the 
American  people.  (Witness  the  results  of  the  Novem- 
ber, 1950  election).  The  great  American  system  of 
free  enterprise  has  been  denounced  and  attacked, 
sometimes  ruthlessly,  but  more  often  with  subtlety. 
It  is  difficult  to  conceive  how  an  honest  man  can  be- 
lieve that  our  system  of  free  enterprise  is  a failure. 
Isn’t  this  the  system  that  has  produced  the  highest 
standard  of  living  ever  known  in  history?  Wasn’t 
this  country  the  “Arsenal  of  Democracy”  during  two 
World  Wars? 

PUBLIC  RELATIONS 

Yet  we  now  find  industry  in  a peculiar  public  rela- 
tions field.  Industry  must  now  only  strive  for  public 
good  will;  it  now  has  to  expand  its  public  relations  in 
an  effort  to  defend,  and  sell,  the  system  of  free  enter- 
prise. The  business  man  finds  himself  in  the  unenvi- 
able position  of  seeing  his  tax  money  being  used  to 
discredit  the  very  source  of  the  tax!  He  must  fight 
the  socialistic  trend  advocated  by  the  bureaucrats  in 
Washington. 

American  Medicine  was  forced  into  this  field  of 
battle  about  two  years  ago.  The  A.  M.  A.  educational 
campaign,  and  similar  efforts  at  the  state  and  county 
levels,  are  a fight  for  a free  profession  — for  a free 
enterprise  system  of  medical  care.  Why  has  this  be- 
come necessary?  Surely  the  false  promises  of  the 
economic  planners  are  not  the  sole  reason.  There 
must  be  a deeper  cause.  In  that  connection,  what  has 
happened  to  the  great  public  good  will  formerly  en- 
joyed by  the  medical  profession?  Perhaps  we  should 
examine  ourselves. 

GOOD  WILL 

There  was  a time,  not  too  long  ago,  when  the 
doctor  was  the  most  respected  man  in  his  community, 
and  his  organizations  were  looked  upon  with  thorough 
approval.  American  Medicine  had  the  good  will  of 
Americans.  That  is  no  longer  true.  Medical  ethics 
have  not  changed,  the  purpose  of  medical  organization 
has  not  deviated,  but  American  public  opinion  of  the 


doctor  and  his  organizations  has  smoldered.  We  may 
point  with  pride  to  our  extended  life  expectancy,  our 
great  hospital  system,  our  research,  our  miracle  drugs, 
our  unexcelled  medical  colleges,  our  post-graduate 
training,  our  specialists,  our  surgical  advances,  our 
free  treatment  of  the  needy,  to  the  world’s  best  medi- 
cal care  — all  to  no  avail.  These  are  things  to  be 
expected  in  America. 

The  cause  of  our  loss  of  public  esteem  lies  else- 
where. Whether  we  like  it  or  not,  the  fault  lies  in 
the  personal  good  will  obtained  or  lost  by  every  mem- 
ber of  the  medical  profession.  “One  rotten  apple  can 
spoil  the  whole  barrel”.  A few  hundred  could  spoil 
the  whole  crop!  Unfortunately,  the  public’s  opinion 
of  a group  is,  too  often,  dependent  upon  the  actions 
of  one,  or  a few,  of  its  members. 

SERVICE  TO  HUMANITY 

The  practice  of  medicine  is  a social  occupation,  a 
profession  founded  on  service  to  humanity.  Whenever 
a doctor  places  monetary  consideration  above  service, 
he  does  not  deserve  the  good  will  of  the  people  or  of 
the  profession.  The  establishment  of  “grievance  com- 
mittees” by  medical  societies  is  an  admission  that  in- 
justices exist  in  patient-doctor  relationship.  Rightfully, 
the  physician’s  license  to  practice  is  issued  by  the 
state,  and,  also  rightfully,  his  professional  conduct  is 
governed  by  a code  of  ethics  laid  down  by  his  fellow 
doctors.  The  ethical  doctor  will  always  have  the  re- 
spect of  his  fellow  men.  The  profession  is  not  in  sym- 
pathy with  those  members  who  violate  their  profes- 
sional responsibility  or  exploit  the  public.  The  tragedy 
is  that  all  of  us  suffer  in  public  esteem  because  of 
these  few. 

Each  member  of  the  profession  is,  therefore,  per- 
sonally responsible  for  the  public’s  opinion  of  Ameri- 
can Medicine.  Charles  Fletcher  Dole  once  said,  “Good 
will  is  the  mightiest  practical  force  in  the  universe”. 
He  also  said,  “The  Golden  Rule  works  like  gravita- 
tion”. It  might  be  well  for  each  of  us  to  recall  these 
words  daily,  and  profit  thereby. 


STERILITY 

Evaluation  Of  Sterility  Problems 
Of  The  Male 

Farris,  E.  J J.  Urol,  63:7^8,  1950 

Dr.  Farris  presents  further  important  data  relative 
to  reproductive  physiology,  ie.,  daily  emission,  or 
ejaculation  every  other  day,  reduces  the  relatively 
fertile  male  to  a sub  fertile  level;  abstinence  for  5 days 
is  required  to  attain  maximum  fertility;  intercourse 
twice  with  6 to  8 hours  makes  available  a greater 
number  of  sperm  for  fertilization  than  only  one  coition 
after  abstinence.  Having  determined  tubular  potency 
and  date  of  ovulation  of  the  wife,  and  classified  the 
husband  as  to  degree  of  fertility*,  intercourse  can  be 
timed  to  insure  maximum  fertilization  efficiency. 


* High  fertility  — 18-i  million  or  more  active  sperm:  relatively 
fertile  — 80  to  185  million  active  sperm;  subfertile  — below 
80  million  active  sperm. 
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THE  ADDRESS  OF  DR.  J.  J.  MARSHALL  OF  ROSWELL, 
RETIRING  PRESIDENT  OF  THE  SOUTHWESTERN 
MEDICAL  ASSOCIATION  AND  CURRENT  PRESIDENT 
OF  THE  NEW  MEXICO  MEDICAL  SOCIETY,  BEFORE  THE 
ANNUAL  CONFERENCE  OF  THE  SOUTHWESTERN 
MEDICAL  ASSOCIATION  IN  PHOENIX  LATE  IN  OCTOBER 


Today,  I would  like  for  a few  brief  minutes  to 
summarize  for  you  some  of  the  more  recent  problems 
which  organized  medicine  is  facing.  The  American 
doctor  is  again  nearing  a critical  period.  The  battle 
lines  are  clearly  being  drawn.  Again  it  is  political 
medicine  versus  the  American  way  of  medicine,  the 
way  which  has  in  50  years  raised  life  expectancy  from 
49  to  68  years.  No  other  nation  in  the  world  can  boast 
such  an  advance.  This  achievement  has  been  made 
possible  by  the  constantly  rising  standards  and  im- 
provements in  every  field  of  medicine.  The  American 
doctors  cannot  allow  federal  intervention  to  curb  such 
progress  by  removing  the  incentive  and  ambition  of 
individuals  to  continue  to  foster  better  health  and 
longer  life. 

In  1949  and  again  early  this  year  by  defeating  re- 
organization plan  No.  1,  and  its  revised  edition  Xo. 
271.  the  Congress  of  the  United  States  turned  down  an 
attempt  by  President  Truman  and  his  administration 
supporters  to  put  the  first  thrust  of  politics  into  medi- 
cine. Mr.  Oscar  Ewing,  Federal  Security  Administra- 
tor and  the  principal  mouthpiece  of  this  organization 
saw  his  personal  ambitions  and  well  laid  plans  come 
to  naught.  Previously  he  had  made  the  statement  that 
if  socialized  medicine  could  not  be  had  as  a whole, 
then  it  could  be  taken  piecemeal.  Now,  the  effort  to 
obtain  that  first  slice  of  the  pie  is  confronting  us. 

SUGAR-COATED  APPROACH 

Our  old  friends.  Senator  Dingle.  Oscar  Ewing,  and 
Mrs.  India  Edwards  (V.  P.  of  Democratic  National 
Committee  ' have  sugar-coated  a new  approach  — they 
advocate  compulsory  health  insurance.  To  be  sure, 
these  presentations  are  carefully  prepared  and  are  be- 
ing presented  to  the  people  as  not  being  any  part  of 
socialized  medicine.  In  booklets  that  have  been  pre- 
pared by  the  Democratic  National  Committee,  the 
sugar  pill  is  given  several  extra  coatings  — they 
assured  their  followers  that  (1)  this  is  not  socialized 
medicine,  (2)  the  patient  may  select  his  own  doctor, 
(3)  laymen  and  doctors  (meaning  Mr.  Ewing  and  his 
selected  men)  will  run  the  administration  plan.  One 
edition  bears  the  caption  of  “Better  Health  Than  You 
Can  Afford”.  The  other,  “Administration  Health 
Program”.  These  have  been  issued  under  the  auspi- 
ces of  the  Democratic  National  Committee.  You  will 
soon  receive  your  copies  and  I hope  you  will  spend 
some  time  in  serious  thought  when  you  read  them. 
You  will  have  no  trouble  in  recognizing  the  same  old 
pill  with  a different  color  and  flavor. 

SET  FEES 

If  this  plan  of  the  Federal  Security  Administration 
and  the  Democratic  National  Committee  is  put  into 
force,  a federal  governing  board  will  set  your  fees. 
A federal  board  will  accept  or  reject  your  reports 
(you  can  bet  they  will  be  made  in  at  least  five  copies). 
A\  ith  this  much  administrative  power,  the  desired 
spearhead  into  medicine  has  been  made  and  the  first 


step  of  federalizing  or  socialization  of  medicine  has 
been  accomplished.  Mr.  Ewing  more  recently  has 
labeled  anyone  who  prefers  to  arrange  for  their  own 
medical  care  and  pay  for  it  themselves  as  “stupid  and 
dangerous”.  Air.  Ewing  further  says  that  necessarily 
great  power  must  be  put  into  the  hands  of  adminis- 
trators. That  means  then,  that  anyone  who  opposes 
this  “great  power”  is  labeled  as  “stupid  and  danger- 
ous”. We  believe,  not  only  as  doctors  but  as  average 
citizens,  that  such  power  has  no  place  in  America  nor 
has  any  measure  which  would  create  such  authority. 
It  becomes  the  personal  problem  of  every  physician 
to  see  that  the  American  public  cannot  be  dramatized 
to  believe  that  federalization  has  any  place  in  our  con- 
tinued program. 

NATION-WIDE  ADVERTISING 

Recently  you  have  seen  in  your  own  home  papers 
the  beginning  of  a nation-wide  advertising  campaign 
in  an  effort  to  carry  the  doctor’s  side  of  compulsory 
health  insurance  to  the  public.  The  jittery  advocates 
of  compulsory  health  insurance,  even  though  they 
claim  public  support  for  it,  even  though  they  have 
spent  millions  of  dollars  of  federal  funds  propagandiz- 
ing for  it,  have  suddenly  started  bitterly  denouncing 
doctors  for  this  program  of  carrying  the  case  to  the 
public.  It  is  quite  evident  that  they  are  afraid  for  this 
issue  to  be  presented  for  public  discussion.  In  the 
final  analysis  the  people  will  decide  what  is  to  be 
done.  We  have  selected  the  newspapers  as  the  best 
medium  of  legitimate  advertising  for  public  knowledge 
and  discussion.  Again,  Oscar  Ewing  attempts  to  be- 
little the  advertising  program  with  deliberate  and 
gross  misrepresentation.  He  announces  that  twenty 
million  dollars  will  be  spent  on  the  AMA  advertising 
program.  The  actual  cost  is  slightly  in  excess  of  one 
million  dollars.  Tie-in  advertising  sponsored  by  other 
groups  such  as  the  insurance  companies,  pharmacy 
groups,  etc.,  may  equal  or  double  the  amount  spent 
by  the  AMA.  We  accept  this  as  a great  tribute  to  the 
principles  set  forth  by  the  doctors. 

VOLUNTARY  PLAN 

Organized  medicine  claims  to  support  one  plan  — 
that  plan  is  the  voluntary  pre-payment  plan.  It  can 
be  purchased  from  many  commercial  insurance  com- 
panies who  are  selling  it  on  a keen  competitive  basis. 
Though  it  is  a fact  that  approximately  seventy  mil- 
lion people  are  partially  covered  by  this  t\-pe  of  insur- 
ance, it  has  not  yet  reached  the  ideal  of  perfection. 
As  time  progresses,  competition  becomes  keener, 
more  inclusive  policies  are  going  to  be  available  and 
at  a price  fitting  the  income  of  any  family  or  group. 
At  the  present  time,  I know  a plan  that  was  specific- 
ally made  for  protection  of  those  families  falling  be- 
low $3000  yearly  income.  It  pays  complete  hospital 
bills  and  doctors  fees  without  additional  charge  to  the 
patient.  This  plan  includes  certain  lowering  of  fees 
because  its  prime  interest  is  to  see  that  this  group  is 
as  well  protected  as  those  in  a higher  bracket. 
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I am  told  that  it  will  soon  cover  partial  fees  for 
home  and  office  visits  and  diagnostic  services  outside 
the  hospital.  As  fast  as  growth  will  allow,  these  will 
also  be  completely  covered.  This  plan  will  compare 
favorably  with  other  health  plans  such  as  Health  In- 
surance Plan  of  New  York,  Permanent  Health  Plan 
of  California  and,  others.  When  competition  produces 
insurance  policies  of  this  type  over  all  states,  the 
American  doctors  can  deliver  to  patients  in  any  in- 
come bracket  full  and  complete  medical  services  which 
then  will  indeed  be  “better  health  than  you  can 
afford”.  Through  the  voluntary  way  we  can  leave 
Federal  control  out  of  the  entire  picture. 

A FEW  SUGGESTIONS 

I have  a few  suggestions  for  these  federal  political 
meddlers.  (1)  Stop  spreading  federal  funds  attempt- 
ing to  bulldoze  the  public  into  something  they  do  not 
want.  (2)  Since  subsidization  is  the  order  to  the  day; 
— allow  private  enterprise  insurance  companies  to  pro- 
duce an  all  inclusive  policy  for  a price  within  every 
income  range  and  (3)  Let  government  monies  offset 
a deficit  if  a fair  profit  cannot  be  made.  Ask  your 
Senator  how  much  deficit  was  incurred ; during 
World  War  II  on  life  insurance  policies  to  the  armed 
forces.  Ask  him  how  much  could  have  been  saved 
if  this  same  program  had  been  handled  by  qualified 
insurance  companies.  If  he  knows  the  answer  it  will 
be  an  astounding  figure  that  runs  into  millions.  Then 
ask  him  to  estimate  how  many  billions  would  be  lost 
if  such  compulsory  health  insurance  were  inaugurated 
on  a nation-wide  basis. 

In  conclusion  may  I summarize  with  the  recom- 
mendation that  medicine  be  permitted  to  continue  its 
advancing  program  of  achievement  unhampered  by 
regimentation  and  governmental  control.  It  is  only 
through  an  unrestrained  but  competitive  program  that 
we  can  see  our  way  to  further  advance  health  for  this 
country  and  the  entire  world. 


Effect  of  Choline  as  a Lipotropic  Agent 
in  the  Treatment  of  Human 
Coronary  Atherosclerosis 

“A  group  of  230  patients  were  studied  who  were 
admitted  in  consecutive  order  to  the  Los  Angeles 
County  General  Hospital  medical  wards  and  were 
proven  to  have  acute  coronary  thrombosis  with  myo- 
cardial infarction.  . . . One  hundred  and  fifteen  of  the 
patients  served  as  ‘controls’;  these  were  discharged 
from  the  hospital  on  recovery  after  an  average  of  6 
weeks,  and  were  then  followed  over  a 3-year  time 
period.  They  were  not  given  choline.  . . . The  other 
group  of  115  patients  represented  those  who  were  ad- 
mitted in  alternate  order  to  the  Los  Angeles  County 
General  Hospital  for  their  first  acute  myocardial  in- 
farction. After  they  were  discharged  from  the  hospi- 
tal they  were  placed  on  choline  treatment  over  a 
3-year  period,  and  followed  in  the  Research  Clinic  of 
the  Hospital.  Fifty-two  patients  were  given  choline 
for  1 year,  35  patients  took  choline  for  2 years,  and 
28  patients  were  given  choline  for  3 years.  The  dose 
of  choline  varied  from  6 to  32  g.  daily  per  individual 
depending  on  their  tolerance  for  the  drug  and  the 
degree  of  hypercholesterolemia  present.  Choline  bicar- 
bonate was  used  in  this  study. 

"Results.  Of  the  115  control  patients  35  patients  or 
30%  had  died  after  3 years.  ...  In  the  choline-treated 
series  of  115  patients,  14  patients  or  12%  had  died 
after  3 years.” — Morrison,  L.M.,  and  Gonzales,  W.F., 
Proc.Soc.Exper.Biol.&M.  73-37,  1950. 


THE  SPLENDID  WORK  OF 
EL  PASO  TUBERCULOSIS 
ASSOCIATION 

This  is  the  season  when  annually  SOUTHWEST- 
ERN MEDICINE  carries  the  seal  of  the  American 
Tuberculosis  Society  on  its  cover.  Millions  of  Ameri- 
cans buy  these  Christmas  Seals  and  by  so  doing  fur- 
ther a great  work.  Tuberculosis  is  still  the  “white 
plague,”  still  dreaded  and  still  dangerous.  But  slowdy 
the  threat  is  being  reduced,  and  we  can  hope  that 
eventually  tuberculosis  will  be  conquered. 

In  this  successful  offensive  the  major  burden  is 
carried  by  hundreds  of  local  tuberculosis  associations 
throughout  the  nation.  A prime  example  is  the  El 
Paso  Tuberculosis  Association,  which  is  ably  directed 
by  Mrs.  Gertrude  Gardiner. 

Over  the  last  five  years  the  El  Paso  society,  which 
operates  an  automobile  X-Ray  unit,  has  taken  no  less 
than  100,772  chest  X-Rays  in  the  area  which  the  as- 
sociation serves.  This  area  consists  of  three  far  West 
Texas  counties,  El  Paso,  Hudspeth  and  Culberson. 
The  last  two  are  sparsely  inhabited,  mountainous  and 
wild,  with  ranching  and  some  farming  the  principal 
livelihoods,  and  distances  between  ranches  very  great. 

REMOTE  RANCHES 

Yet  in  1950  El  Paso  Tuberculosis  Association  did 
as  thorough  a job  of  covering  the  most  remote  and 
mountainous  ranches  of  Hudspeth  and  Culberson 
Counties  as  it  did  the  industries  and  schools  on  the 
paved  streets  of  El  Paso. 

During  the  1949-1950  fiscal  year  El  Paso  Tubercu- 
losis Association  made  a total  of  26,761  chest  X-Rays 
in  the  three  counties.  The  X-Ray  unit  visited  schools, 
ranches,  industrial  plants,  La  Tuna  Federal  Prison 
Farm,  and  many  other  institutions. 

A total  of  190  active  or  suspicious  cases  were  picked 
up.  But  these  190  cases  were  only  a beginning.  In 
each  a nurse  from  the  Association’s  clinic  visited  the 
home  in  question  and  pursued  the  tuberculosis  to  its 
source.  In  one  typical  instance,  starting  from  a single 
suspicious  X-Ray  film,  the  nurse  made  64  additional 
examinations  and  located  four  more  active  cases.  It 
is  such  efforts  as  these  which  are  defeating  the  spread 
of  tuberculosis. 

HEART,  CANCER  DISEASES 

But  tuberculosis  is  not  all  that  the  Association’s 
X-Rays  discover.  Last  year  77  heart  cases  were  iden- 
tified on  the  films  and  referred  to  the  proper  medical 
authorities;  and  44  cancer,  tumor  and  other  patholo- 
gical cases  were  located  and  turned  over  to  appro- 
priate medical  authority'. 

Your  purchases  of  Christmas  Seals  pays  for  this 
great  and  imoortant  service.  Moreover,  most  of  the 
money  you  spend  on  seals  stay's  right  at  home  to  help 
carry'  on  the  work.  Only  12  per  cent  goes  to  the 
state  and  only  six  per  cent  to  the  federal  associations 
for  administrative  and  organizational  work.  This 
work  is  most  important  to  insure  uniform  procedures 
throughout  the  nation  and  to  give  future  workers 
proper  training,  and  to  keep  present  workers  up-to- 
date  on  latest  developments.  Almost  none  of  the  fund 
is  devoted  to  research  which  is  carried  on  at  federal 
expense  b.v  the  U.  S.  Public  Health  Service. 

We  are  winning  the  battle  against  Tuberculosis. 
Make  victory  certain  by  buying  Christmas  Seals. 
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INJURIES  TO  THE  ELBOW  REGION 

By  I.  W.  Kaplan,  M.  D.,  F.  A.  C.  S., 

Assistant  Clinical  Professor  of  Surgery, 

Louisiana  State  University  School  of  Medicine, 

New  Orleans,  La. 


Fractures  in  the  region  of  the  elbow  are  common 
injuries;  and,  if  proper  treatment  is  applied  along 
anatomical  lines,  a good  result  can  be  obtained  in 
almost  every  case. 

Without  going  into  great  detail  of  the  structure  of 
the  elbow  joint,  a few  anatomical  points  might  be 
recalled  to  advantage. 

The  lower  one  fourth  of  the  humerus  is  broadened 
and  flattened  from  before  backwards  and  terminates 
in  the  internal  and  external  condyles,  which  are  sepa- 
rated anteriorally  by  the  coronoid  fossa  and  posteri- 
orally  by  the  olecranon  fossa.  The  articular  surface 
lies  below  and  between  the  condyles.  It  is  divided  by 
a median  ridge  into  a larger  internal  surface,  the 
trochlea  and  a smaller  lateral  surface,  the  capitellum. 
The  trochlea  articulates  with  the  greater  sigmoid  fossa 
of  the  ulna.  The  capitellum  articulates  with  the  head 
of  the  radius.  The  articular  surface  is  directed  down- 
ward and  forward  at  an  angle  of  about  45  degrees. 

ULNA  THICKENED 

The  ulna  is  thickened  in  its  upper  one  half  and 
terminates  above  in  the  coronoid  and  olecranon  pro- 
cesses which  are  separated  by  the  sigmoid  fossa  which 
articulates  with  the  trochlea  of  the  humerus.  The 
brachialis  anticus  muscle  inserts  on  the  coronoid  pro- 
cess. On  its  lateral  side  is  a smaller  articular  surface, 
the  lesser  sigmoid  fossa,  which  articulates  with  the 
head  of  the  radius. 

The  upper  end  of  the  radius  consists  of  a disc 
shaped  head  and  a short  cylindrical  neck.  It  articu- 
lates above  with  the  capitellum  and  below  with  the 
lesser  sigmoid  fossa  of  the  ulna  and  is  held  to  the 
ulna  by  the  orbicular  ligament. 

AXIS  TRANSVERSE 

The  axis  of  the  elbow  joint  is  obliquely  transverse. 
In  the  extended  position  and  supination  the  humerus 
and  ulna  form  an  angle  of  five  to  20  degrees  outward, 
known  as  the  carrying  angle.  In  the  flexed  position 
the  ulna  swings  in  towards  the  mouth. 

The  cardinal  points  of  the  elbow  are  formed  by 
the  internal  and  external  condyles  and  the  tip  of  the 
olecranon  process.  In  the  extended  position  the  tip 
of  the  olecranon  process  touches  the  mid-point  on  a 
line  drawn  between  the  condyles.  With  the  elbow 
flexed  at  90  degrees,  they  form  an  equilateral  triangle. 
The  relation  of  the  cardinal  points  is  most  important 
in  making  a clinical  diagnosis  of  a fracture  in  the  re- 
gion of  the  elbow.  By  their  displacement  and  dis- 
turbed relations  one  may  differentiate  between  a supra- 
condylar fracture  and  a posterior  dislocation  of  the 
ulna,  as  well  as  fractures  of  the  individual  condyle 
and  fractures  of  the  olecranon  process. 

In  severe  injuries  about  the  elbow  joint,  such  as 
compound  comminuted  fractures,  in  which  it  is  prac- 
tically hopeless  to  obtain  motion,  it  is  important  that 
the  elbow  be  immobilized  in  such  a position  that  the 
patient  will  have  a useful  extremity,  should  the  joint 
become  fixed.  The  elbow  should  be  immobilized  at 
right  angles  or  at  120  degrees  extension,  with  the 
hand  in  the  mid-position  between  pronation  and  supi- 
nation. This  is  known  as  the  position  of  function. 


MANY  TYPES 

Because  the  elbow  joint  is  made  up  of  three  bones 
and  their  processes,  many  types  of  fractures  occur  in 
this  area.  Those  common  to  the  lower  end  of  the 
humerus  are:  the  extension  types  which  include  the 
supra-condylar,  trans-condylar  or  di-condylar  and  epi- 
physeal fractures,  the  flexion  type;  inter-condylar  or 
T type;  fractures  of  the  external  and  internal  condyles. 
Types  common  to  the  upper  end  of  the  ulna  are: 
fractures  of  the  olecranon  and  coronoid  processes; 
fracture  of  the  upper  end  of  the  ulna  with  dislocation 
of  the  head  of  the  radius,  also  known  as  Monteggia’s 
fracture.  Types  common  to  the  head  of  the  radius  are: 
fractures  of  the  head  and  neck.  The  most  common 
dislocation  in  the  region  of  the  elbow  is  the  posterior 
dislocation  of  the  ulna. 

The  diagnosis  of  a fracture  in  the  region  of  the 
elbow  should  be  made  only  after  a careful  physical 
and  X-ray  examination.  In  examining  the  elbow,  both 
elbows  should  be  exposed  and  compared,  noting  any 
swelling  or  deformity.  Test  motion  at  the  elbow  for 
extension,  flexion,  pronation,  supination  and  medial 
and  lateral  stability.  This  should  be  done  very  gently 
in  order  to  avoid  increased  damage  of  the  soft  parts. 
The  relation  of  the  cardinal  points  should  be  deter- 
mined. The  radial  pulse  should  be  palpated  and  the 
circulation  in  the  forearm  and  hand  noted.  A neuro- 
logical examination  should  also  be  made  noting  any 
motor  or  sensory  changes.  In  the  extension  type  of 
supra-condylar  fractures  the  median  nerve  may  be 
injured.  In  fractures  of  the  medial  condyle,  the  ulna 
nerve  may  be  injured  or  later  be  caught  in  scar  tissue 
and  callus. 

ACCURATE  DIAGNOSIS 

While  it  is  possible  to  make  a fairly  accurate  diag- 
nosis of  most  injuries  in  the  region  of  the  elbow  by 
physical  examination,  it  is  not  possible  to  determine 
the  exact  lines  of  the  fracture  and  the  character  of  the 
displacement.  Then  too,  more  than  one  fracture  might 
be  present.  In  all  but  the  simplest  injuries  about  the 
elbow,  X-ray  studies  should  be  made  before  and  after 
treatment.  In  children  the  epiphyses  are  very  confus- 
ing. It  is  advisable  to  make  X-rays  of  the  opposite 
elbow  for  comparison. 

EXTENSION  FRACTURES 

The  extension  fractures  which  include  the  supra- 
condylar, trans-condylar  and  epiphyseal  separations, 
are  especially  common  in  children.  They  are  incurred 
by  falling  on  the  outstretched  hand,  with  the  elbow 
partly  flexed.  The  fracturing  force  is  transmitted  up 
the  bones  of  the  forearm  to  the  lower  end  of  the 
humerus.  When  displacement  occurs  it  is  characteristic 
and  resembles  a posterior  dislocation  of  the  elbow. 
The  distal  fragment  is  displaced  backwards  by  the 
fracturing  force  and  pulled  upward  by  the  triceps 
muscle.  The  proximal  fragment  projects  into  the 
cubital  space.  There  may  be  medial  or  lateral  dis- 
placement depending  upon  the  fracturing  force.  The 
fracture  line  in  the  A.P.  view  is  roughlv  transverse, 
while  in  the  lateral  view  it  is  usually  oblique. 

These  fractures  are  usually  accompanied  by  a great 
deal  of  swelling  due  to  hemorrhage  and  injury  to  the 
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soft  parts.  The  bleeding  comes  from  the  broken  frag- 
ments, the  stripping  of  the  periosteum,  anteriorally 
and  posteriorally,  of  the  proximal  fragment  and  the 
tearing  of  the  joint  capsule.  Injury  to  the  soft  parts 
is  caused  by  the  sharp  proximal  fragment  projecting 
in  to  the  cubital  space.  The  brachial  artery  and  vein 
and  the  median  nerve  might  be  injured. 

REDUCTION  AND  FIXATION 

The  treatment  of  all  types  of  extension  fractures 
is  reduction  and  fixation  in  hyperflexion.  These  frac- 
tures should  be  reduced  as  soon  as  possible  after  in- 
jury. Reduction  seals  off  bleeding  and  immobilization 
stops  injury  to  the  soft  parts  and  reduces  swelling. 
The  type  of  treatment  used  is  governed  by  the  amount 
of  swelling  that  is  present.  If  the  swelling  is  not 
marked,  the  fragments  may  be  manipulated  into  posi- 
tion by  flexing  the  forearm  at  right  angles  making 
traction  on  the  forearm  in  the  long  axis  of  the  hume- 
rus. The  medial  or  lateral  displacement  is  corrected. 
The  proximal  fragment  is  pushed  backwards,  the  dis- 
tal fragment  forward.  The  elbow  is  then  hyperflexed 
with  the  hand  in  mid  position  between  pronation  and 
supination.  The  strong  triceps  tendon  acts  as  a splint 
and  prevents  slipping  of  the  distal  fragment.  The 
radial  pulse  is  checked,  and  if  good,  a posterior  mould- 
ed plaster  splint  is  applied  from  the  upper  arm  to 
the  metacarpo  phalangeal  joint  of  the  hand.  Circular 
casts  should  never  be  used  for  this  fracture.  Plaster 
fixation  is  better  than  bandage  or  adhesive  fixation  in 
that  it  prevents  rotation  of  the  distal  fragment.  The 
hand  is  brought  under  the  chin  and  held  in  this  posi- 
tion by  a hitch  around  the  neck.  The  elbow  should 
remain  in  the  hyperflexed  position  for  approximately 
four  weeks.  At  the  end  of  this  time  it  is  extended  to 
ninety  degrees  and  further  immobilized  for  two  weeks 
longer.  The  posterior  moulded  plaster  splint  is  then 
removed  and  active  and  passive  motion  is  started. 

DANGER  OF  ISCHEMIA 

If  the  swelling  is  marked  it  may  be  impossible  to 
manipulate  the  fragments  into  place  and  hold  them 
there  in  the  hyperflexed  position  because  of  the  dan- 
ger of  a Volkman’s  ischemia  developing.  In  such 
cases  some  surgeons  prefer  to  immobilize  the  extre- 
mity at  right  angles  or  in  an)'  degree  of  extension  that 
will  not  interfere  with  circulation  to  the  forearm,  until 
the  swelling  has  subsided,  which  may  take  from  ten 
to  fourteen  days.  1 prefer  to  treat  these  cases  by 
traction  for  several  reasons.  It  reduces  the  fracture 
and  lessens  swelling;  in  ten  to  fourteen  days  consider- 
able fibrosis  might  take  place  and  make  reduction 
difficult;  in  this  position  there  is  practically  no  danger 
of  a Volkman’s  ischemia  developing.  The  type  of 
traction  used  was  described  by  Dunlop  in  1939. 
Adhesive  strips  are  applied  to  the  forearm,  the  elbow 
is  extended  to  about  160  degrees.  Ten  to  twelve 
pounds  of  weight  are  applied  as  lateral  and  upward 
traction.  This  amount  of  weight  will  correct  the  over- 
riding and  pull  the  distal  fragment  upward.  A cuff  is 
placed  about  the  mid-arm  and  a one  pound  weight 
attached.  This  pulls  the  proximal  fragment  back- 
wards. The  position  of  the  fragments  is  checked 
every  twenty-four  hours  with  X-rays  and  minor  ad- 
justments made.  Usually  no  anaesthetic  is  required. 
The  traction  is  left  on  about  three  weeks  and  by  this 
time  the  swelling  will  have  subsided  and  some  callus 
formed.  The  traction  is  removed,  the  elbow  is  hyper- 
flexed and  fixed  with  a posterior  moulded  plaster 
splint  as  previously  described,  for  approximately  two 
weeks  longer. 

FLEXION  TYPE 

The  flexion  type  of  supra-condylar  fracture  of  the 
humerus  is  rare  and  is  the  reverse  of  the  extension 


type.  It  is  incurred  by  force  being  applied  to  the 
posterior  part  of  the  upper  ulna,  with  the  elbow  partly 
extended,  or  to  the  lower  end  of  the  humerus.  When 
displacement  occurs'  the  distal  fragment  is  displaced 
forward,  and  pulled  upward,  the  proximal  fragment  is 
pushed  backwards.  There  might  be  medial  or  lateral 
displacement  depending  upon  the  fracturing  force.  The 
swelling  is  usually  not  as  marked  as  in  the  extension 
type  and  the  fragments  can  be  manipulated  into  posi- 
tion. Under  general  anaesthesia  the  elbow  is  hyper- 
extended,  traction  is  made  on  the  forearm  in  the  long 
axis  of  the  humerus.  The  medial  or  lateral  displace- 
ment is  corrected,  the  distal  fragment  is  pushed  back- 
wards, the  proximal  fragment  is  pushed  forward.  The 
elbow  is  then  hyperflexed  and  immobilized  with  a 
posterior  moulded  plaster  splint  from  the  upper  third 
of  the  arm  to  the  metacarpo-phalangeal  joints  of  the 
hand,  with  the  hand  in  mid  position  between  prona- 
tion and  supination.  The  after  care  is  the  same  as 
outlined  for  the  extension  type  of  fracture. 

T TYPE 

Intercondylar  or  T Type  Fracture  of  the  Humerus 

Intercondylar  or  T Type  fractures  of  the  humerus 
are  more  common  in  adults  than  in  children.  These 
are  really  supra-condylar  fractures  with  a vertical 
break  between  the  condyles.  They  are  incurred  by 
falls  on  the  elbow  or  force  applied  to  the  upper  ulna 
so  that  it  is  driven  upward  between  the  condyles. 
When  displacement  occurs,  the  condyles  are  separated 
and  pulled  backward  and  upward.  The  proximal  frag- 
ment might  project  between  the  condyles.  This  frac- 
ture is  usually  accompanied  by  a great  amount  of 
swelling.  With  little  or  no  displacement  the  elbow  is 
immobilized  at  right  angles  by  a posterior  moulded 
plaster  splint  with  the  hand  in  mid-position  between 
pronation  and  supination.  The  hyperflexed  position 
should  be  avoided  because  the  coronoid  process  of  the 
ulna  tends  to  separate  the  condyles.  If  there  is  marked 
displacement  this  fracture  must  be  treated  by  either 
traction  or  open  reduction.  The  type  of  traction  used 
is  the  same  as  described  for  supra-condylar  fractures 
with  marked  swelling.  In  addition,  the  condyles  are 
padded  with  felt  and  pressure  applied  with  lateral 
splints  to  push  them  together.  The  position  is  checked 
every  twenty-four  to  forty-eight  hours  and  necessary 
corrections  made.  When  satisfactory  position  is  se- 
cured it  is  maintained  for  four  to  five  weeks,  after 
which  time  the  traction  is  removed  and  the  elbow 
further  immobilized  at  right  angles  for  two  weeks 
longer.  Open  reduction  should  be  done  only  as 
a last  resort.  The  results  of  surgery  have  not  been 
good.  The  fragments  are  thin  in  this  area,  screws 
and  plates  are  hard  to  apply  and  do  not  hold  well. 

FRACTURES  OF  THE  EXTERNAL  CONDYLE 

Fractures  of  the  external  condyle  are  more  com- 
mon than  those  of  the  internal  condyle.  They  are 
incurred  by  falling  on  the  outstretched  hand  with  the 
elbow  partly  flexed.  The  head  of  the  radius  is  driven 
upward  against  the  capitellum,  breaking  it  off.  When 
displacement  occurs  the  fragment  tends  to  be  dis- 
placed downward  and  forward.  It  may  also  be  rotated 
downward.  The  method  of  treatment  depends  upon 
the  displacement.  An  attempt  should  be  made  to 
manipulate  the  fragment  into  position.  Under  general 
anaesthesia  the  elbow  is  flexed  at  right  angles  with 
the  hand  in  supination.  Pressure  is  made  against  the 
fragment  to  push  it  into  position.  If  successful,  the 
elbow'  is  hyperflexed.  Pressure  of  the  head  of  the 
radius  tends  to  hold  it  in  place.  If  unsuccessful  an 
open  reduction  must  be  performed  and  the  fragment 
fixed  in  place  with  screws  or  sutures. 
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FRACTURES  OF  THE  CORONOID 

Fractures  of  the  coronoid  are  incurred  as  a com- 
plication of  a posterior  dislocation  of  the  ulna  or  by 
falls  on  the  outstretched  hand  with  the  elbow  hyper- 
extended.  The  coronoid  process,  in  such  cases  is 
pulled  off  by  the  brachialis  anticus  muscle.  The 
treatment  is  hyperflexion.  If  incurred  as  a result  of 
a dislocation,  of  course  the  dislocation  must  be  re- 
duced. 

FRACTURE  OF  THE  UPPER  END  OF  THE  ULNA 
AND  DISLOCATION  OF  THE  HEAD 
OF  THE  RADIUS 

Fractures  of  the  upper  end  of  the  ulna  and  dis- 
location of  the  head  of  the  radius  are  also  known  as 
Monteggia’s  fracture.  They  usually  result  from  direct 
violence  to  the  posterior  surface  of  the  forearm.  To 
keep  the  head  of  the  radius  reduced  it  is  necessary  to 
immobilize  the  elbow  in  hyperflexion.  In  doing  so  it 
is  practically  impossible  to  keep  the  ulna  fragments 
aligned.  Most  surgeons  regard  this  type  of  fracture 
as  an  operative  one. 

The  ulna  fragments  must  be  fixed  with  a plate  or 
an  intra-medullary  pin.  The  head  of  the  radius  is  then 
reduced  and  the  elbow  immobilized  in  hyperflexion. 
This  position  must  be  maintained  for  four  or  five 
weeks.  If  the  head  of  the  radius  re-dislocates  at  the 
end  of  this  time,  it  should  be  resected  about  three 
months  later. 

FRACTURES  OF  THE  OLECRANON  PROCESS 

Fractures  of  the  olecranon  process  are  incurred 
by  falls  on  the  outstretched  hand  with  the  elbow 
partly  flexed.  The  triceps  muscle  snaps  the  process 
over  the  lower  end  of  the  humerus  which  acts  as  a 
fulcrum.  If  no  displacement  occurs  the  elbow  is  im- 
mobilized at  120  degrees  extension  by  a posterior 
moulded  plaster  splint  for  four  weeks.  If  there  is  as 
much  separation  as  one-eighth  of  an  inch  the  prolonga- 
tions of  the  torn  triceps  tendon  and  the  capsule  of  the 
joint  will  dip  in  between  the  fragments  and  prevent 
union.  The  fracture  should  be  reduced  by  open  re- 
duction. Holes  are  drilled  transversely  through  the 
fragments  and  the  broken  ends  fixed  with  wire.  If 
the  proximal  fragment  is  comminuted  the  upper  loop 
of  the  wire  should  be  placed  above  the  tip  of  the 
olecranon  process  through  the  triceps  tendon.  The 
elbow  is  immobilized  at  120  degrees  extension  for  four 
or  five  weeks. 

FRACTURES  OF  THE  HEAD  OF  THE  RADIUS 

Fractures  of  the  head  and  neck  of  the  radius  are 
incurred  by  falls  on  the  outstretched  hand  with  the 
elbow  partly  flexed.  The  head  of  the  radius  is  driven 
against  the  capitellum  and  a variety  of  fractures  may 
occur:  simple  fracture  with  no  displacement;  com- 
minution with  no  displacement;  comminution  with 
displacement;  fractures  of  more  than  one  third  of  the 
head  of  the  radius  with  displacement  and  fractures  of 
the  neck.  The  treatment  depends  upon  the  type  of 
fracture.  With  no  displacement  the  joint  should  be 
aspirated  and  immobilized  at  right  angles  with  the 
forearm  in  supination  by  a posterior  moulded  plaster 
splint  for  two  weeks.  When  the  acuteness  of  the  pro- 
cess has  subsided,  active  and  passive  motion  should 
be  started.  In  fractures  of  more  than  one  third  of  the 
head  and  fractures  of  the  neck  with  displacement  the 
head  of  the  radius  should  be  removed.  This  can  be 
done  by  a lateral  incision  in  the  long  axis  of  the  fore- 
arm over  the  head  of  the  radius.  One  must  be  careful 
not  to  injure  the  posterior  interosseous  nerve,  branch 
of  the  radial,  which  would  cause  a wrist  drop. 


DISLOCATIONS  OF  THE  ELBOW 

Dislocations  of  the  elbow  are  incurred  by  falls  on 
the  hyperextended  elbow.  The  posterior  dislocation  is 
the  most  common.  This  injury  should  be  reduced  as 
soon  as  possible  to  prevent  swelling.  Under  general 
anaesthesia  the  elbow  is  hyperextended,  traction  is 
made  on  the  forearm  in  the  long  axis  of  the  humerus. 
The  humerus  is  pushed  backward  and  the  elbow  is 
flexed.  The  elbow  is  immobilized  at  right  angles  by 
a posterior  moulded  plaster  splint  for  two  weeks. 

CONCLUSION 

All  fractures  about  the  elbow  joint  are  serious 
injuries  and  if  not  treated  properly  might  result  in 
deformity  and  loss  of  function. 
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Eosinophilic  Granuloma 

This  disease  is  a benign,  destructive  bone  lesion. 
The  flat  bones  are  the  most  common  site  of  involve- 
ment. Microscopically,  large  mononuclear  histiocytes 
and  eosinophiles  are  seen,  the  latter  indicating  an 
early  stage  of  the  disease.  Symptoms  are  pain,  swell- 
ing, and  local  tenderness,  possibly  accompanied  by 
slight  fever  and  leukocytosis.  Irradiation  or  curettage 
are  recommended  as  therapeutic  measures. 

Meyerding,  H.  W.,  et  al : Progress  in  Orthopedic  Surgery  for 
1945:  “Metabolic  Lesions.”  Arch.  Surg.  60: 172  (Jan.)  1950. 


Prostatic  Cancer 

The  Papanicolaou  smear  technique  is  wholly  un- 
reliable as  a routine  screening  test  for  prostatic  cancer. 
This  method  does  make  possible  the  recognition  of 
malignant  cells  in  prostatic  secretions,  but  these  cells 
seldom  appear  in  prostatic  fluid  during  early  stages 
of  the  disease.  Careful  rectal  examination  of  men  over 
45  years  of  age  and  more  frequent  and  earlier  use  of 
open  pirneal  biopsy  are  the  only  dependable  diagnostic 
procedures. 

Boyer,  W. : Carcinoma  of  the  Prostate  ; A Cytological  Study, 
J.  Urol.  63:334  (Feb.)  1950. 


Metastatic  Melanoma  of  the  Brain 

Metastatic  melanoma  may  involve  all  the  organs 
of  the  body  without  occurring  in  the  central  nervous 
system,  or,  rarely,  the  brain  and  spinal  cord  may  be 
the  only  site  affected.  Prognosis  for  patients  with 
melanoma  metastatic  to  the  brain  is  very  poor.  When 
the  lesion  is  too  extensive  for  surgical  excision,  pal- 
liative subtemporal  decompression  is  often  advocated 
for  the  relief  of  increased  intracranial  pressure. 

Reyes,  V.,  and  Horrax,  G. : Metastatic  Melanoma  of  the  Brain, 
chir.  Scandinav.  09: 259  (Dec.  23)  1949. 
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RENAL  COMPLICATIONS  LROM  THE  SULFONAMIDES 

(Crystalluria  and  Lower  Nephron  Nephrosis) 

By  Robert  F.  Thompson,  M.  D.,  F.  A.  C.  S. 

El  Paso,  Texas 


The  enthusiastic  reception  which  formerly  herald- 
ed each  new  sulfonamide  preparation  as  it  appeared 
on  the  medical  horizon  has,  in  recent  times,  been 
transferred  t'o  the  newer  antibiotics  such  as  Penicillin, 
Streptomycin,  Aureomycin,  Chloromycetin  and  Terra- 
mycin.  Despite  this  waning  of  wide-spread  interest 
on  the  part  of  the  profession  and  lay  press  towards 
the  sulfonamides,  they  are  still  most  useful  drugs,  and 
when  carefully  employed  in  properly  selected  cases, 
continue  to  eradicate  infections  in  dramatic  fashion. 
This  is  particularly  true  in  urinary  infections.  In  the 
treatment  of  pneumonia,  meningitis,  endocarditis, 
acute  infectious  diseases,  wound  infections,  etc.,  the 
newer  antibiotics  are  more  popular  and  more  efficaci- 
ous. Many  clinicians  combine  the  Sulfonamides  with 
Penicillin,  Streptomycin,  etc.,  in  treating  serious  ill- 
nesses and  infections. 

Since  the  introduction  of  Sulfanilamide  in  1938,  it 
soon  became  apparent  that  toxic  reactions  were  unde- 
sirable possibilities  of  the  new  wonder  drugs.  The 
reports  of  toxic  complications  and  fatalities  began  to 
be  seen  frequently  in  the  literature  of  the  last  years 
of  the  past  decade  and  the  early  years  of  the  present 
one.  As  the  dangers  of  the  sulfonamides  became  more 
apparent  to  the  profession  and  as  Penicillin  appeared 
on  the  scene,  less  and  less  reports  of  complications 
are  recorded  in  the  literature  since  the  middle  of  the 
present  decade.  But  complications  are  still  seen.  And 
these  are  most  serious  complications,  usually,  if  they 
warrant  urological  consultation  or  attention. 

POPULARITY  CHANGES 

The  popularity  of  the  earlier  Sulfonamide  com- 
pounds has  changed  greatly  in  the  last  few  years. 
Sulfanilamide  and  Sulfapyrine  are  practically  extinct. 
Sulfathiazole  is  fast  losing  favor.  Even  the  combined 
preparations  are  slipping  in  popularity  due  to  the 
Sulfathiazole  content.  These  drugs  have  proved  to  be 
too  toxic  and  with  too  frequent  undesirable  reactions 
for  them  to  remain  in  general  use. 

Recently  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  reviewed  the 
status  of  Sulfathiazole  and  compared  its  untoward  re- 
actions with  the  other  Sulfonamides.  The  incidence 
of  toxic  complications  of  the  various  drugs  were  ap- 
proximately as  follows: 

Sulfathiazole  18%  untoward  reactions 
Sulfapyradine  16%  untoward  reactions 
Sulfanilamide  12%  untoward  reactions 
Sulfamerazine  7%  untoward  reactions 
Sulfadiazine  6%  untoward  reactions 

COUNCIL  VOTES 

Thus  it  is  seen  that  Sulfathiazole  is  the  greatest 
offender  concerning  toxic  reactions.  Consequently, 
since  less  toxic  Sulfonamides  are  available,  together 
with  other  new,  safer  antibiotics,  the  Council  voted 
to  omit  Sulfathiazole  and  Sulfathiazole-sodium  from 
New  and  Non-Official  Remedies.  Further,  it  was  de- 
cided to  omit  Sulfathiazole  mixtures,  also,  since  such 
mixtures  involved  risk  of  the  danger  which  led  the 
Council  to  omit  the  drug  itself  from  N.  N.  R. 

The  Council  also  has  voted  to  omit  Sulfanilamide 
and  Sulfapyridine  on  the  ground  that  these  derivatives 
have  been  superseded  by  more  effective  and  less  toxic 
compounds  such  as  sulfadiazine  and  sulfamerazine. 


Sulfaguanidine  also  has  been  delated  because  there 
are  now  available  more  effective  derivatives  for  local 
action  in  the  intestinal  tract.  The  council  has  further 
discouraged  the  local  use  of  all  Sulfonamide  com- 
pounds for  topical  application  because  this  form  of 
therapy  is  considered  to  offer  no  advantage  over  in- 
ternal administration. 

SULFADIAZINE 

Because  of  the  wide  experience  with  its  use,  and 
being  definitely  less  toxic,  and  with  fewer  undesirable 
side  reactions,  Sulfadiazine  is  the  drug  of  choice  now. 
Its  superiority  in  action  and  lowered  toxicity  is  the 
principal  reason  for  the  lessening  of  interest  in  th‘e 
other  forms,  together  with  the  appearance  of  the 
newer  antibiotics,  as  mentioned  previously.  It  is  to  be 
preferred  over  its  nearest  rival,  Sulfamerazine,  be- 
cause it  is  excreted  more  rapidly  than  is  Sulfamerazine. 

MIXTURES  GAINING  FAVOR 

Even  though  Sulfadiazine  is  the  drug  of  choice 
at  the  present  time,  certain  mixtures  of  Sulfonamides 
are  gaining  favor  because  such  mixtures  have  been 
shown  to  reduce  the  incidence  of  crystalluria  when 
they  are  administered  in  a dosage  of  total  Sulfona- 
mides equivalent  to  the  dosage  for  the  drugs  given 
singly.  These  mixtures  are  in  equal  parts  of  Sulfa- 
diazine and  Sulfamerazine  and  mixtures  in  equal  parts 
of  Sulfadiazine,  Sulfamerazine  and  Sulfamethazine.  The 
Council  on  Pharmacy  and  Chemistry  has  recently  ac- 
cepted these  new  preparations.  Another  popular  and 
efficacious  mixture  is  one  composed  of  equal  parts 
of  Sulfadiazine,  Sulfamerazine  and  Sulfacetimide  (Tri- 
combisul).  We  have  used  this  mixture  in  various 
urinary  infections,  with  excellent  therapeutic  results 
and  with  no  toxicity  of  appreciable  significance.  As 
mentioned  previously,  any  mixture  containing  Sulfa- 
thiazole is  definitely  without  favor  and  unacceptable 
for  inclusion  in  N.  N.  R. 

GANTRISIN 

Recently  Gantrisin  (NU-445)  has  been  introduced 
and  this  new  Sulfonamide  has  been  found  very  effec- 
tive in  urinary  infections,  and  very  harmless.  Carroll 

(12)  and  his  associates  have  investigated  this  new 
drug  very  thoroughly  as  has  Lazarus  and  Schwarz 

(13) .  It  was  found  to  be  very  effective  in  urinary 
infections  due  to  E.  Coli,  B.  Pyocyeneus  and  certain 
intermediate  organisms.  It  was  the  drug  of  choice 
with  infections  due  to  Proteus.  Besides  being  a most 
potent  antibacterial  agent  with  marked  therapeutic 
value,  an  added  virtue  is  that  the  drug  has  a very 
low  toxicity.  It  can  be  administered  orally  or  par- 
enterally  without  local  or  systemic  reactions.  It’s  ex- 
cellent solubility  obviates  the  need  of  concomitent 
alkali  medication,  and  of  forcing  fluids.  No  instance 
of  crystalluria,  or  hematuria  were  noticed  in  either 
study.  Carroll  found  no  nausea,  allergic  reactions, 
increased  N.  P.  N.,  or  anemia  in  any  of  the  patients 
taking  the  drug. 

Our  own  personal  experience  with  Gantrisin  has 
been  very  pleasing.  It’s  effectiveness  in  eradicating 
urinary  infections  due  to  E.  Coli  and  certain  interme- 
diate organisms  has  been  very  striking.  It  has  proved 
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most  beneficial  in  instances  where  Sulfadiazine  and 
Penicillin  have  failed.  No  toxic  or  allergic  reactions 
have  been  encountered.  No  concretions  or  blood  cells 
have  been  found  in  the  urine  nor  has  the  urine  output 
been  diminished  in  any  of  our  patients  taking  Gan- 
trisin. 

Like  all  new  drugs,  procedures  or  techniques 
which  are  introduced  into  Medicine,  time  alone,  after 
thorough  investigation  and  general  employment  by 
many  physicians,  will  determine  the  ultimate  worthi- 
ness of  this  newcomer.  At  the  present  time  Gantrisin 
appears  most  promising. 

SULFACETIMIDE  DISCUSSED 

Another  Sulfonamide,  Sulfacetimide,  has  been  em- 
ployed very  widely  following  the  very  favorable  report 
of  Lehr  (54)  in  1945.  It  has  several  other  advocates 
of  its  effectiveness  with  urinary  infections  in  the  liter- 
ature, also.  It  is  definitely  less  toxic  than  many  of  the 
earlier  compounds,  has  a high  solubility  and  is  ex- 
tremely useful  in  combatting  various  urological  infec- 
tions. It  is  widely  used.  In  our  experience,  we  have 
not  encountered  any  complications  from  Sulfacetimide. 

Sulfadiazine,  even  though  it  is  the  current  favorite 
in  general  use  now,  whether  used  alone  or  in  the 
various  mixtures  in  which  it  is  the  most  important  and 
probably  the  most  efficacious  ingredient,  is  a danger- 
ous drug,  potentially.  It  is  relatively  harmless  if  ad- 
ministered correctly,  but  it  can  damage  the  renal  sys- 
tem severely  if  given  without  adequate  fluids  and 
proper  alkalinization.  This  will  be  discussed  more 
completely  later  in  this  presentation. 

TOXIC  REACTIONS 

The  Sulfonamides  may  produce  the  following 
Toxic  reactions; 

1.  Fever 

2.  Skin  Lesions 

(a)  Erythema  nodosum 

(b)  Rashes 

3.  Calculi  (crystalluria-mechanical  obstruction) 

4.  Nephrosis  (renal  damage  without  mechanical 
obstruction- Hemoglobinuric  nephrosis,  toxic 
nephrosis  or  Lower  Nephron  Nephrosis) 

5.  Delirium 

6.  Nausea  and  Vomiting 

7.  Conjunctivitis 

8.  Hemolytic  anemia 

9.  Leukapenia 

10.  Acute  Leukemia 

11.  Agranulocytosis 

12.  Arthritis 

13.  Arthralgia 

14.  Neuritis 

15.  Hepatitis,  etc. 

FACTORS  OF  PRECIPITATION 

It  is  generally  agreed  by  all  investigators  that 
renal  complications  of  sulfonamide  therapy  are  the 
result  of  poor  solubility.  The  more  insoluble  the  prod- 
uct, the  greater  the  possibility  of  renal  complications. 
The  factors  influencing  precipitation  of  sulfonamide 
crystals  are,  as  follows,  according  to  P>arnes  and 
Kawarchi  (9). 

1.  Concentration  of  drug  in  urine. 

2.  Degree  of  acetylation  of  the  drug. 

3.  Urinary  stasis. 

4.  pH  of  the  urine. 

5.  Temperature  of  the  urine. 

TWO  TYPES  OF  INJURY 

The  kidneys  may  be  damaged  in  two  ways  by  the 
Sulfonamides. 


The  crystals  of  the  less  soluble  acetylated  forms 
cause  bleeding  by  irritation  of  renal  epithelium:  or 
plugs  of  crystals  obstruct  the  renal  tubules,  pelvis, 
ureters  and  sometimes  the  urethra. 

TOXIC  TYPE  (Toxic  Nephrosis-Hemoglobinuric 
Nephrosis  Lower  Nephron 
Nephrosis) 

In  this  type  toxic  effects  on  the  kidney  parenchy- 
ma are  produced  by  the  drug.  Histologically,  areas  of 
focal  necrosis  occur  with  degenerative  changes  in  the 
tubules  and  with  interstitial  edema.  This  toxic  injury 
to  the  kidney  tubules  is  similar  to  that  seen  in  bichlo- 
ride of  mercury  poisoning.  Sulfonamide  sensitivity 
possibly  accounts  for  a considerable  proportion  of 
cases  of  the  toxic  type.  Renal  failure  may  occur  after 
a single  dose  of  the  drug. 

This  toxic  type  of  effect  on  the  kidney  by  the 
Sulfonamides  may  be  considered  under  another  name, 
one  which  has  great  vogue  in  the  literature  at  the 
present  time  namely,  lower  nephron  nephrosis.  In 
some  instances  the  mechanical  type  and  toxic  type 
may  both  be  present.  Particularly  is  this  true  in  cases 
of  sulfadiazine  injury  to  the  renal  system  when  the 
drug  has  been  administered  improperly. 

LOWER  NEPHRON  NEPHROSIS 

Following  the  excellent  article  by  Lucke  (36)  in 
1946,  in  which  he  described  the  condition  of  Lower 
Nephron  Nephrosis,  and  since  Sulfonamide  intoxica- 
tion is  one  of  the  causes,  a brief  consideration  of  this 
subject  appears  in  order. 

This  kidney  condition  is  not  new.  It  has  been 
known  by  other  names  previously.  It  was  seen  with 
increasing  frequency  in  World  War  II.  Attention 
was  first  focused  on  the  subject  by  British  Patholo- 
gists who  described  a distinctive  finding  in  patients 
who  died  after  severe  crushing  injuries  during  the 
bombardment  of  the  English  cities.  It  was  first  called 
“the  crush  syndrome”  and  was  found  regularly  in  pa- 
tients who  had  been  buried  beneath  falling  walls  etc., 
or  otherwise  crushed  or  horribly  injured.  The  kidneys 
were  found  to  have  a distinctive  appearance  at  autopsy 
and  studies  on  microscopic  sections  of  the  renal 
parenchyma  gave  characteristic  findings.  It  was  soon 
found  that  battle  wounds,  shock  and  severe  burns 
gave  the  same  renal  picture,  and  later  many  other 
causes  were  discovered. 

CAUSES  LISTED 

Lower  Nephron  Nephrosis  may  be  caused  by  the 
following: 

1.  Battle  wounds 

2.  Crushing  Injuries 

3.  Shock 

4.  Burns 

5.  Blood  transfusion  reactions 

6.  Transurethral  Prostatic  Resections  (Intra- 
vascular hemolysis) 

7.  Hemorrhage 

8.  Abdominal  operations 

9.  Sulfonamide  Intoxications 

10.  Heat  Stroke 

11.  Gas  Gangrene 

12.  Trench  Foot 

13.  Blackwater  Fever 

14.  Variety  of  poisons  (Mushroom,  vegetable 
and  chemical  agents)  (bichloride  of  mer- 
cury) 

15.  Hemolytic  anemia 

16.  Uroplacental  damage 

17.  Alkalosis,  etc. 

Lower  Nephron  Nephrosis  cases  run  a character- 
istic clinical  course,  slowly  developing  azotemia,  oli- 
guria and  in  the  severe  cases  anuria  and  death.  The 
kidney  is  enlarged  with  a pallor,  and  often  with  red 
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streaks  present  in  the  medullary  striations.  Micro- 
scopically, the  principal  findings  are  degeneration  of 
the  distal  convoluted  tubules  with  a deposition  of 
brownish-red  granular  material  in  these  tubules;  inter- 
stitial inflammation,  and  practically  no  changes  in  the 
glomeruli. 

CLINICAL  MANIFESTATIONS  OF  LOWER 
NEPHRON  NEPHROSIS: 

Renal  insufficiency  is  noticed  with  diminution  of 
urinary  output  to  less  than  500cc  daily,  and  frequently 
anuria  is  present.  The  urine  is  smoky  or  bloody.  The 
specific  gravity  is  low,  usually  about  1010  and  the 
reaction  is  strongly  acid. 

The  urinary  sediment  contains  granular  and  pig- 
mented casts  and  red  blood  cells,  and  spherules  of 
hemoglobin.  There  is  a rapid  rise  in  the  non-protein 
nitrogen  and  blood  potassium  and  phosphates,  with 
lowering  of  blood  chlorides. 

In  renal  damage  associated  with  sulfonamide  ther- 
apy there  is  a distinct  type  of  tubular  dysfunction  in 
which  sodium  chloride  is  reabsorbed  in  excess  of 
water.  Consequently,  there  is  a rapid  rise  in  serum 
sodium  and  chloride  values  to  extremely  high  levels 
following  the  onset  of  diuresis.  Cerebral  edema  with 
death  may  ensue.  Consequently,  it  is  readily'  seen  that 
the  therapy  may  differ  concerning  salt  replacement  in 
cases  of  Lower  Nephron  Nephrosis  caused  by  Sulfo- 
namide intoxication. 

As  the  blood  chemistry  values  rise,  nausea,  vomit- 
ing and  hiccoughs  may  ensue.  And  later  convulsions 
may  take  place  during  severe  anuric  states.  Hyper- 
tension usually  developes  as  oliguria  and  azotemia 
appear. 

The  patients  who  survive  Lower  Nephron  Neph- 
rosis re-establish  normal  renal  function  in  approxi- 
mately eight  to  sixteen  weeks.  There  are  no  linger- 
ing, kidney-failure  deaths.  The  patient  dies  within 
twenty  days  from  the  onset  or  recovers  complete 
renal  function.  Lucke  (36)  and  also  Burwell,  Kinney 
and  Finch  (53)  made  this  same  observation.  In  this 
presentation  we  are  interested  in  Lower  Nephron 
Nephrosis  as  caused  by  Sulfonamide  intoxication, 
solely.  Nausea  and  vomiting  and  hiccoughs  may  be 
present,  with  convulsions  occuring  in  the  severe  cases 
during  the  anuric  state. 

PATHOLOGICAL  ANATOMY  OF  TOXIC  TYPE 
(Lower  Nephron  Nephrosis) 

Grossly  the  kidneys  are  swollen  and  increased  in 
weight,  possibly  to  twice  the  normal  size.  The  cortex 
is  pale.  The  striations  in  the  medulla  are  increased  and 
dark-red  in  color.  Microscopic  examination  shows: 

1.  Degeneration  and  necrosis  of  thick  loops  of 
Henle  and  the  distal  convoluted  tubules. 

2.  Heme  casts  in  the  lumen  of  the  tubules. 

3.  Edema  and  inflammation  of  intertubular  tissue. 

4.  Thrombosis  of  adjacent  veins. 

PATHOLOGY  OF  MECHANICAL  TYPE 
(Crystalluria) 

The  precipitated  crystals  first  injure,  by  pressure, 
the  lining  epithelium  of  the  collecting  tubules.  Cloudy 
swelling  first  occurs  and  then  granular  disintegration 
with  vacuolization,  loss  of  cell  outline,  nuclear  degene- 
ration and  finally  disappearance  of  the  epithelium.  The 
tubules  become  markedly  dilated.  Later  they  fill  with 
cellular  debris  and  casts.  The  glomerular  spaces  are 
dilated,  also,  and  they  may  contain  precipitated 
crystals.  Hemorrhage  and  round  cell  infiltration  take 
place  in  the  peritubular  tissues  and  the  walls  of  the 
tubules  may  be  ruptured  by  the  accumulated  concre- 
tions of  sulfonamide  crystals.  Calcium  deposits  in 
the  tubules  is  a final  manifestation  of  crystalluria  or 
mechanical  type  pathology  and  this  represents  a per- 
manent injury  to  the  parenchyma. 

Crystalluria  per  se  is  not  necessarily  an  indication 
of  serious  renal  damage  and  can  be  remedied  by  the 


temporary  withdrawal  of  the  drug,  forcing  of  fluids 
and  adequate  alkalinization. 

DIAGNOSIS  OF  RENAL  DAMAGE  FROM 
SULFONAMIDES 

When  a patient  who  is  being  given  a sulfonamide 
drug  develops  one  or  more  of  the  following  symp- 
toms, renal  damage  should  be  suspected  and  appro- 
priate steps  taken  to  properly  evaluate  the  problem 
at  hand  and  institute  the  indicated  treatment. 

(1)  Gross  or  microscopic  hematuria 

(2)  Crystalluria 

(3)  Lowered  renal  function 

(4)  Azotemia 

(5)  Enlarged  kidney,  one  or  both,  with  tenderness 
on  palpation 

(6)  Oliguria 

(7)  Anuria 

The  earliest  sign  is  microscopic  hematuria.  The 
urine  of  patients  receiving  Sulfonamide  compounds 
should  be  examined  daily,  particularly  those  patients 
who  are  running  temperature  with  increased  tendency 
towards  dehydration.  Casts  and  pus  cells  may  be 
found,  also.  Sulfonamide  crystals  in  the  urine  are 
usually  present.  But  the  presence  of  crystals  in  the 
urine  without  other  signs  or  symptoms  does  not  neces- 
sarily mean  kidney  damage.  Abeshouse  and  Tankin 

(1)  who  have  had  great  experience  with  such  cases 
and  who  have  written  extensively  on  the  subject  after 
wide  clinical  experience  and  investigative  work,  em- 
phasize this  point.  Renal  complications  in  certain 
cases,  occur  after  a small  single  dose,  although  pro- 
longed therapy  is  usually  necessary  for  damage  to  be 
brought  about. 

"When  oliguria  is  noticed  with  a patient  receiving 
Sulfonamide  therapy,  and  who  possibly  complains  of 
backache  or  pains  in  one  or  both  kidney  regions, 
renal  damage  from  the  drug  must  be  suspected.  If 
examination  of  the  urine  reveals  hematuria  and  crys- 
talluria the  suspicion  is  confirmed.  The  blood  chemis- 
try will  be  found  elevated  at  this  point  and  it  is  im- 
perative that  cystoscopy  and  further  study  be  insti- 
tuted without  delay.  Employment  of  the  cystoscope 
confirms  the  diagnosis  of  renal  damage  or  the  pres- 
ence of  obstructing  concretions  in  the  pelvis  or  ureter. 
In  some  instances  packed  crystals  may  be  seen  filling 
the  ureteral  orifice  or  protruding  from  it.  Even 
though  the  crystalline  masses  may  be  packed  in  the 
pelvis,  ureter  or  bladder  they  may  not  be  visualized 
on  an  X-Ray  film  as  these  uroliths  usually  do  not 
contain  enough  calcium  salts  to  make  them  radio- 
opaque. 

PROPHYLAXIS 

It  is  of  utmost  importance  to  prevent  renal  com- 
plications during  Sulfonamide  therapy  and  the  follow- 
ing precautionary  measures  are  advocated  by  Abes- 
house and  Tankin  (1)  and  also  by  Zide  (7)  after 
extensive  clinical  and  experimental  study: 

(1)  Careful  observation  of  the  patient. 

(2)  Determination  of  previous  sulfonamide  medi- 
cation, sensitivity  or  idiosyncrasy. 

(3)  Evaluation  of  the  state  of  renal  function  prior 
to  administering  the  drug. 

(4)  Evaluation  of  the  state  of  hydration  (water 
balance)  (output  of  urine  must  be  adequate). 

(5)  Administration  of  the  drug  in  adequate  dosage. 

(6)  Administration  of  adjuvent  alkali  therapy  so 
that  pH  of  urine  is  maintained  at  7.5  or  more. 

(7)  Determination  of  Sulfonamide  blood  level  at 
frequent  intervals. 

When  treating  elderly  people,  infants  and  children, 
Orientals  or  negroes,  one  should  be  on  the  alert  for 
possible  reactions,  as  it  has  been  shown  by  various 
authorities  that  these  groups  have  an  increased  ten- 
dency towards  renal  complications.  Tropical  climates 
or  summertime  whether  where  perspiration  is  in- 
creased, also  tend  to  improve  the  chances  for  toxic 
renal  reactions. 
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RENAL  FUNCTION 

Renal  function  determination  is  very  important 
previous  to  the  administration  of  Sulfonamides  to  a 
hospital  patient.  In  office  practice  where  the  patient 
is  not  acutely  ill  this  may  not  be  absolutely  necessary 
if  the  specific  gravity  of  the  urine  is  carefully  evaluat- 
ed. A specific  gravity  of  1020  or  higher  may  be  con- 
sidered as  indicating  a normal  renal  function,  if  the 
urinalysis  is  otherwise  unremarkable.  A specimen 
should  be  observed  for  degree  of  concentration  fre- 
quently during  the  course  of  treatment. 

It  is  common  knowledge  that  toxic  renal  complica- 
tions are  very  prone  to  occur  in  dehydrated  patients. 
Especially,  is  this  true  if  they  are  also  running  a 
temperature.  Consequently,  a careful  record  of  fluid 
intake  and  output  can  be  quickly  ascertained.  And  if 
a decrease  is  present  the  drug  can  be  discontinued 
before  oliguria  or  anuria  developes.  The  amount  of 
fluid  intake  should  be  at  least  3 quarts  daily  with  an 
output  of  approximately  1 Vl  quarts  of  urine  in  24 
hours.  When  periodic  Sulfonamide  blood  levels  are 
made  and  the  rise  is  above  12mg.  per  cent,  this  should 
be  considered  as  a danger  signal  and  appropriate  steps 
should  be  taken. 

ADEQUATE  ALKALINIZATION 

Probably  the  most  important  prophylactic  measure 
to  prevent  toxic  complications  from  the  Sulfonamide 
compounds  is  adequate  alkalinization.  Jensen  and 
Fox  (8)  have  shown  that  sulfadiazine  is  relatively 
soluble  in  an  alkaline  medium,  but  when  the  medium 
is  acidified,  the  drug  which  is  relatively  insoluable  in 
acid  media,  is  thrown  out  of  solution.  Increasing  the 
fluid  intake  can  possibly  double  the  quantity  of  the 
drug  excreted.  But  raising  the  pH  to  7.5  or  above 
will  increase  the  urinary  solubility  3 to  10  times.  Con- 
sequently, it  is  imperative  that  the  urine  be  kept  alka- 
line at  a pH  of  7.5  or  more.  This  can  be  accomplished 
in  a very  simple  manner.  By  making  it  a routine  pro- 
cedure to  administer  an  equivalent  dose  of  soda  bicar- 
bonate with  each  dose  of  Sulfonamide. 

DAILY  URINALYSIS 

Briefly  and  in  simple  fashion,  the  drug  should  be 
given  with  an  equal  amount  of  soda  bicarbonate,  and 
two  large  glasses  of  water  should  be  consumed  with 
each  dose,  with  a glass  of  water  approximately  at 
hourly  intervals  between  doses.  The  patient  should 
be  kept  under  close  observation  and  evidence  of  renal 
complications  carefully  anticipated.  Daily  urinalysis 
and  frequent  blood  level  determinations  should  be 
done  on  the  more  seriously  ill  hospital  patients. 

Regarding  the  management  of  ambulatory  cases; 
they  should  be  seen  daily  while  they  are  taking  the 
drug.  Careful  directions  as  to  adjuvent  alkalis  and 
copious  fluid  intake  should  be  given.  The  dosage 
schedule  should  be  explained  explicitedly  and  it  is 
preferable  to  give  written  instructions  to  forestall  any 
chance  of  error.  In  several  of  the  cases  of  renal  com- 
plications we  have  encountered,  the  cause  of  trouble 
was  failure  to  properly  understand  instructions.  One 
person  took  four  tablets  every  two  hours  instead  ot 
two  tablets  every  four  hours  as  he  had  been  told 
Another  was  told  to  take  two  tablets  every  hour  for 
three  doses  and  then  increase  the  interval  to  four 
hours.  Instead  she  took  two  tablets  every  hour  until 
her  prescription  was  consumed,  and  anuria  had  ap- 
peared. 

FLUID  INTAKE 

The  patient  should  understand  about  the  sodium 
bicarbonate  which  is  to  be  taken  with  the  Sulfa  tablets 
and  about  the  copious  fluid  intake.  They  should  un- 
derstand about  their  fluid  output  and  be  told  to  dis- 
continue the  drug  if  the  urine  quantity  appears  to  be 


decreased  in  any  approximate  six  hour  interval. 

Many  physicians,  probably  wisely,  dispense  Sulfa 
tablets  to  office  patients,  giving  them  just  enough  to 
last  until  the  next  appointment,  and  no  more.  They 
have  discovered  that  it  is  very  dangerous  to  hand  a 
patient  a prescription  for  several  dozen  Sulfa  tablets 
and  have  him  embark  on  an  unsupervised,  therapeutic 
regeme  for  the  next  several  days.  Many  of  the  cases 
of  renal  damage  we  have  seen  had  their  origin  in  this 
way.  They  were  patients  who  kept  on  taking  the 
drug  improperly,  at  home  even  after  danger  signals  had 
appeared.  It  must  be  remembered  that  many  patients 
are  difficult  to  control.  Some  are  obstinate  and  many 
will  not  cooperate.  Others  are  contrary  and  will  in- 
variably fail  to  return  for  observation.  The  prescrib- 
ing of  only  enough  Sulfa  tablets  to  last  until  the  next 
appointment  will  prevent  such  individuals  from  injur- 
ing themselves,  should  they  be  inclined  to  continue 
taking  the  medicine  improperly,  and  over  too  long 
a time. 

TREATMENT 

When  it  is  recognized  that  renal  damage  has  oc- 
curred during  Sulfonamide  therapy,  (hematuria,  renal 
pain  or  colic,  tenderness  and  enlargement  of  either 
kidney,  oliguria  or  anuria,  increased  nitrogen  reten- 
tion, etc.,)  the  drug  should  be  discontinued  immedi- 
ately. Heat  should  be  applied  to  the  kidney  areas, 
preferably  in  the  form  of  diathermy. 

It  is  desirable  to  ascertain,  if  possible,  which  type 
of  renal  pathology  is  present,  eg., 

(1)  Mechanical  type  (crystalluria),  or 

(2)  Toxic  type  (Lower  Nephron  Nephrosis) 

TREATMENT  OF  MECHANICAL  TYPE 
(CRYSTALLURIA) 

With  the  mechanical  type  (crystalluria)  sulfa  crys- 
tals and  blood  cells  will  be  found  in  the  urine,  renal 
colic  or  pain  in  the  kidneys  will  be  present,  and  the 
kidneys  will  be  enlarged  and  tender  to  palpation. 

IMMEDIATE  CYSTOSCOPY 

In  such  cases  immediate  cystoscopy  is  indicated 
with  catheterzation  of  the  ureters  and  lavage  of 
ureters  and  renal  pelves  with  hot  5 per  cent  Sodium 
Bicarbonate  solution.  The  catheters  should  be  left  in 
place  for  continual  drainage  after  the  concretions 
have  been  dissolved,  and  X-Ray  studies  can  be  made 
to  ascertain  the  presence  of  any  remaining  concre- 
tions. In  some  instances  the  ureters  may  be  packed 
so  firmly  with  crystalline  masses  that  is  impossible  to 
insert  a catheter  in  the  ureteral  orifice.  In  such  a case, 
the  nose  of  a Garceau  catheter  can  be  pressed  against 
the  orifice  and,  with  an  assistant  continually  injecting 
hot  Sodium  Bicarbonate  solution,  some  of  the  solution 
can  be  made  to  flush  the  lower  ureter  with  dissolution 
of  the  impacted  crystals.  As  the  nose  of  the  catheter 
is  manipulated  deeper  into  the  orifice  the  effects  of 
the  hot  irrigations  are  obtained  higher  in  the  occluded 
ureter. 

URETERS  IRRITATED 

Sometime  the  ureters  have  been  so  irritated  by  the 
packed  crystalline  masses  of  concretions  that,  even 
though  the  hot  irrigation  solutions  have  dissolved  the 
crystals,  spasm  is  present  to  such  an  extent  that  they 
cannot  be  catheterized,  successfully. 

Following  the  cystoscopy  and  renal  lavage,  fluids 
should  be  pushed  both  orally  and  intravenously  with 
alkalinazation  of  the  patient.  Sodium  Bicarbonate,  10 
to  20  grams  orally  in  24  hours,  is  a simple  and  effec- 
tive method  of  alkalization.  Dextrose  solutions  5-10 
per  cent  in  Saline  or  water  can  be  used  to  increase  the 
fluid  intake  which  should  amount  to  four  or  five 
Liters  in  24  hours.  If  there  is  edema  or  suggestion  of 
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edema  the  fluid  intake  must  be  reduced  or  discon- 
tinued, and  further  fluids  administered  very  carefully. 

As  mentioned  previously,  crystalluria  per  se  is  not 
an  indication  of  serious  renal  damage  and  can  be 
remedied  by  the  discontinuance  of  the  drug,  forcing 
of  fluids,  and  adequate  alkalinization. 

To  summarize;  The  treatment  of  the  mechanical 
type  of  renal  injury  (crystalluria)  is  as  follows: 

(1)  Discontinue  Drug. 

(2)  Immediate  cystoscopy  with  lavage  of  ureters 
and  pelves  with  hot  water  or  hot  5 per  cent 
Sodium  Bicarbonate  Solution. 

(3)  Force  fluids  orally  and  intravenously. 

(4)  Thorough  Alkalinization. 

(5)  Diathermy  over  kidneys. 

RADICAL  PROCEDURES 

In  severe  cases  with  bilateral  involvement  where, 
despite  cystoscopic  lavage,  anuria  persists  (and  also 
with  rising  blood  nitrogen  values)  more  radical  pro- 
cedures must  be  considered  to  prevent  certain  fatality, 
such  as  nephostomy  and  decapsulation. 

In  our  personal  experience  there  have  been  no 
instances  of  continuing  anuria  after  cystoscopic  ma- 
neuvers. In  every  case  of  crystalluria,  kidney  function 
has  been  restored  by  the  prompt  use  of  the  cystoscope. 

TREATMENT  OF  TOXIC  TYPE 
(Lower  Nephron  Nephrosis) 

When  the  toxic  type  of  renal  damage  is  recognized, 
the  treatment  is  different  from  that  carried  out  for 
the  mechanical  type  of  injury.  The  differentiation  be- 
tween the  two  types  may  not  be  an  easy  distinction. 
Both  types  of  injury  may  possibly  be  present  at  the 
same  time. 

CLINICAL  FINDINGS 

The  classical  picture  of  the  toxic  type  (Lower 
Xephron  Nephrosis)  gives  the  following  clinical  find- 
ings as  described  previously: 

(1)  Oliguria  or  anuria. 

(2)  The  urine  is  smoky  or  bloody  with  low  specific 
gravity  and  the  reaction  is  strongly  acid.  The 
sediment  contains  granular  and  pigmented 
casts  and  red  blood  cells  and  spherules  of 
hemoglobin. 

(3)  Absence  of  Sulfa  crystals  in  urine  sediment. 

(4)  Azotemia.  The  rise  in  non-protein  nitrogen 
values  is  very  rapid. 

(5)  Development  of  hypertension. 

(6)  Elevation  of  blood  potassium  and  phosphates. 

(7)  Lowering  of  blood  sodium  chlorides  (rapid 
rise  during  diuresis). 

(8)  Nausea  and  vomiting. 

(9)  Hiccoughs. 

(10)  Convulsions  during  severe  anuria  state. 

THREE  PHASES  OF  TREATMENT 

Thorn  (11)  states  that  the  treatment  of  Lower 
Nephron  Nephrosis  is  best  considered  under  these 
categories: 

(1)  Emergency. 

(2)  Maintenance,  during  the  phase  of  oliguria  and 
anuria. 

(3)  Reparative  during  the  early  phase  of  diuresis. 

EMERGENCY  PHASE 

In  the  emergency  period  when  shock  may  be  pres- 
ent the  restoration  of  blood  volume  is  most  important. 
Transfusion  of  whole  blood  is  necessary  at  this 
period  which  is  less  liable  to  be  seen  in  lower  nephron 
nephrosis  from  Sulfonamide  intoxication  as  compared 
with  the  same  condition  resulting  from  trauma,  hem- 
orrhage and  other  causes.  Transfusions  of  whole  blood 


reduces  the  renal  vasoconstriction  and  ischemia  and 
are  invaluable  at  this  time. 

MAINTENANCE  PHASE 

During  the  maintenance  phase  while  oliguria  or 
anuria  are  present  fluids  should  be  restricted  to  mini- 
mum needs  and  the  basic  caloric  requirements  of  the 
patients  should  be  provided.  The  restriction  of  fluids 
is  most  important.  In  most  instances  1000  to  1500  cc. 
of  fluid  in  24  hours  is  adequate.  (This  is  just  the  op- 
posite to  the  treatment  of  the  mechanical  type  (crys- 
talluria) in  which  fluids  are  pushed  vigorously).  There 
is  great  danger  in  employing  too  great  a fluid  intake. 
The  misconception  of  “flooding”  the  patient  and  there- 
by hoping  to  increase  urine  production  has  probably 
resulted  in  the  death  of  many  patients  who  otherwise 
may  have  survived.  The  fluids  must  be  carefully  re- 
stricted so  that  there  will  be  no  gain  in  body  weight 
during  the  period  of  renal  failure  or  cerebral  or  pul- 
monary edema  may  be  produced  with  death  of  the 
patient. 

SELF-LIMITED  DISEASE 

The  concept  that  lower  nephron  nephrosis  is  a self- 
limited disease  must  be  kept  in  mind.  If  the  patient 
can  be  tided  over  a period  of  seven  to  fourteen  days, 
healing  and  regeneration  of  kidney  tissue  usually  be- 
gins to  take  place  at  about  this  interval  of  time  with 
the  restoration  of  some  degree  of  renal  function  and 
urine  secretion.  This  fact  should  be  remembered  when 
operation  on  the  kidneys  is  being  considered.  Un- 
doubtedly man}-  decapsulation  operations  have  re- 
ceived credit  for  curing  patients  who  probably  would 
have  begun  to  improve  with  gradual  return  of  renal 
function  and  urine  secretion,  had  sufficient  time 
elapsed  for  the  healing  processes  in  the  kidneys  to 
have  manifested  themselves  before  surgery  was  em- 
ployed. Thus  any  procedure  which  is  carried  out  too 
soon  many  receive  undue  credit  for  clinical  improve- 
ment. Thorn  emphasizes  the  fact  that  the  indications 
and  merits  of  decapsulation  cannot  be  well  established 
until  adequate  control  studies  with  unilateral  operation 
and  ureteral  catheterzation  have  been  made. 

REPARATIVE  PHASE 

Upon  the  onset  of  diuresis,  as  mentioned  previ- 
ously. in  lower  nephron  nephrosis  due  to  Sulfonamide 
damage,  there  is  a peculiar  type  of  tubular  dysfunction 
in  which  sodium  chloride  appears  to  be  reabsorbed 
in  excess  of  water.  Thus  as  urine  secretion  begins 
again,  there  is  a very  high  rise  in  serum  sodium  and 
chloride  values.  To  prevent  cerebral  edema  and  death 
at  this  time  large  quantities  of  sodium  chloride-free 
fluid  must  be  administered.  It  is  very  evident  that 
careful  watch  must  be  kept  on  the  daily  serum  chlo- 
ride determinations  to  detect  this  type  or  reaction 
when  it  occurs. 

CONTINUOUS  GASTRIC  LAVAGE 

In  the  treatment  of  continuing  uremia  peritoneal 
lavage  and  the  artificial  kidney  have  been  employed 
beneficially.  We  have  had  no  actual  experience  with 
either  of  these  heroic  measures.  However,  we  have 
used  continous  gastric  and  duodenal  lavage  with 
favorable  results.  The  procedure  is  simple  and  was 
described  by  Yermooten  and  Hare  (47).  Several  cases 
in  complete  anuria  have  been  tided  over  with  this  pro- 
cedure, along  with  transfusions,  until  the  kidneys  be- 
gan to  function. 

To  summarize,  the  treatment  of  the  toxic  type 
(Lower  Nephron  Nephrosis)  is  as  follows: 

1.  The  administration  of  adequate  whole  blood 
to  restore  a normal  circulating  volume  dur- 
ing the  period  of  shock. 

2.  The  careful  restriction  of  total  fluids  so  that 
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no  gain  in  body  weight  is  observed  during 
the  period  of  anuria.  In  most  patients  1000 
to  1500  cc.  of  fluid  per  24  hours  is  adequate 
in  the  absence  of  fever  or  fluid  loss  from 
vomiting,  diarrhea,  etc. 

3.  The  provision  of  as  high  a caloric  intake  as 
possible;  during  the  early  stage  of  anorexia 
and  vomiting  15  per  cent  glucose  solution  as 
an  infusion  will  reduce  endogenous  protein 
breakdown. 

4.  The  use  of  small  quantities  of  plasma  (y2 
unit)  of  normal  human  serum  albumin  (10 
to  15  gm)  in  the  glucose  solution  to  main- 
tain blood  volume  and  to  prevent  to  some 
extent  excessive  fluid  dissipation  into  the 
extracellular  spaces;  intravenous  albumin  and 
plasma  may  reduce  endogenous  nitrogen 
breakdown  somewhat. 

5.  Digitalization  at  the  first  evidence  of  cardiac 
enlargement  or  pulmonary  congestion. 

SUMMARY 

1.  Every  patient  receiving  Sulfonamides  should  be 
under  close  and  constant  surveillance  for  pos- 
sible toxic  renal  complications. 

2.  Adequate  alkalinization  and  copious  fluids  are 
necessary  as  prophylactic  measures. 

3.  The  evidence  of  renal  complications  are  as  fol- 
lows : 

(1)  Gross  or  microscopic  hematuria 

(2)  Crystalluria 

(3)  Renal  colic 

(4)  Enlarged,  tender,  painful,  kidneys 

(5)  Lowered  renal  function 

(6)  Azotemia 

(7)  Oliguria 

(8)  Anuria 

4.  Upon  the  appearance  of  toxic  renal  complica- 
tions the  type  of  kidney  damage  present  should 
be  ascertained,  if  possible,  e.g. ; 

(1)  Mechanical  type  (crystalluria) 

(2)  Toxic  Type  (Lower  Nephron  Nephrosis) 

5.  The  treatment  of  the  mechanical  type  (crystal- 
luria) consists  of  the  prompt  use  of  the  cysto- 
scope  with  renal  and  ureteral  lavage;  forcing  of 
fluids  orally  and  intravenously;  thorough  alka- 
linization and  heat  applications  to  kidney  areas. 

6.  The  treatment  of  the  Toxic  Type  (Lower 
Nephron  Nephrosis)  consists  of  transfusions 
during  emergency  period;  restrictions  of  fluids 
(1000  to  1500  cc.  of  fluid  in  24  hours)  high 
calorie  diet;  administration  of  sodium  chloride- 
free  fluids  upon  onset  of  diuresis;  use  of  con- 
tinual gastric  and  duodenal  lavage  for  persistent 
uremia. 
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44.  Brunett:  CLINICAL  AND  THERAPEUTIC  ASPECTS  OF 
ACUTE  RENAL  INSUFFICIENCY  DUE  TO  LOWER  NEPH- 
RON OR  HEMOGLOBIN  URIC  NEPHROSIS,  AM.  Pract., 
September,  1947. 

45.  Angevine:  HEMOGLOBINURIC  NEPHROSIS.  Wis.  M.  J., 
December,  1946. 

46.  Case  Records:  WEEKLY  CLINICOPAT1 IOLOGICAL  CON- 
FERENCES, New  England  J.  Med.,  June  13,  1946. 
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MIA  ASSOCIATED  WITH  PROSTATISM,  Journal  Urology, 
May,  1948. 

48.  Scheinman.  L.  J.  : PYROGENS  IN  LOWER  NEPHRON 
NEPHROSIS.  J.  Urol.,  June,  1949. 

49.  Jenkins.  G.  D. : LOWER  NEPHRON  NEPHROSIS,  Journal 
Iowa  State  Med.  Soc.,  September.  1949. 

50.  Hoffman,  W.  S.,  and  Marshall.  Dan:  MANAGEMENT  OF 
LOWER  NEPHRON  NEPHROSIS,  Arch.  Int.  Med.  March, 
1949. 

51.  Rolnick,  Harry  C. : THE  PRACTICE  OF  UROLOGY.  J.  B. 
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52.  Ralston,  D.  E.,  and  Baggenstoss,  A.  H. : RENAL  LESIONS 
OF  PERIARTERITIS  NODOSA,  Mayo  Clinic  Bulletin.  Jan. 
10,  1949. 

53.  Burwell,  E.  L. : Kinney,  T.  D.,  and  Finch.  C.  A. : RENAL 
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OBSTETRICS 

The  Prophylactic  Use  of  Molybdenum-Iron 
Complex  In  Pregnant  Patients 
Dieckmann,  W.  J.,  et  al.,  Am.  J.  Obst. 

& Gynec.  59:442,  1950 

Routine  administration  of  three  Mol-Iron  tablets* 
daily  for  thirty  days  late  in  pregnancy  has  been  adopt- 
ed by  the  authors  as  a means  of  attaining  satisfactory 
hemoglobin  values  at  term. 

* White  Laboratories , Inc. 


Home  of 

Finest  Men’s  Shoes 

POPULAR  DRY  GOODS  CO. 

EL  PASO,  TEXAS 


Ambulance  Service  at  All  Hours 

Kaster  & Maxon 

El  Paso,  Texas  2-3431 


BERT  EXTER 

Strictly  Ethical 

24-HOUR  AMBULANCE  SERVICE 

“CADILLAC” 

108  South  Yale  Street  3-4571  Albuquerque,  N.  M. 


THE  PRESCRIPTION  SHOP 


A PROFESSIONAL  PHARMACY 


C.  D.  CUNNINGHAM,  MGR. 


Lobby  First  Natl.  Bank  Bldg. 


Phones  2-4121  and  3-5522 


EL  PASO,  TEXAS 


VENEREAL  DISEASE 

Chloramphenicol  And  The  Venereal  Diseases 
Willeox,  R.  R.,  Brit.  M.  J.  1:467,  1950 

In  four  cases  of  early  syphilis,  lesions  healed  in 
an  average  of  6.25  days  following  administration  of 
Chloromycetin  in  doses  of  1.75  Gm.  to  3 Gm.  for  three 
to  five  days.  Dark  fields  became  negative  within 
twenty-four  hours  in  three  cases  and  seventy-two 
hours  in  one  case.  Two  patients  with  gonorrhea  re- 
sponded satisfactorily  to  Chloromycetin  therapy. 


VITAMIN  Bio 

The  Effect  Of  Vitamin  B12  On  The  Hema- 
tologic And  Neurologic  Manifestations 
Of  Pernicious  Anemia 
Mueller,  J.  F.,  et  al.,  Ohio  State  M.  J. 
46:225,  1950 

Vitamin  B12  is  as  effective  as  liver  extract  but  like  the 
extract,  it  is  ineffective  in  refractory  megaloblastic 
anemia  and  the  anemia  of  cirrhosis.  “The  one  real 
indication  for  Vitamin  Bio  occurs  in  the  patient  with 
pernicious  anemia  who  is  sensitive  to  liver  extract.” 

U.  Cincinnati 


COMPLETE  MEDICAL  OXYGEN  SERVICE 
For  Home,  Office  or  Clinic 

EL  PASO  WELDING  SUPPLY 

1830  Myrtle  2-5782  El  Paso,  Texas 

(Nite  Call  2-6625) 


It’s 

Sweeneys 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


HARDING  AND 

ORR 

Ambulance  Service 

• 

320  Montana 

3-1646 

EL  PASO,  TEXAS 
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FOR  OVER  18  YEARS— 

Successfully  serving  the  medical  profession  in  the  tactful 
collection  of  their  DELINQUENT  ACCOUNTS 
RECEIVABLE. 

CREDITORS  SERVICE  BUREAU  924  Mills  Bldg. 

AND  MEDICAL  ARTS  DIVISION  El  Paso,  Texas 


Jllilltn*-  jttorrison 

AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandell  Blvd.  El  Paso,  Texas 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  Physicians’  Exchange  2-2474 


MAICO 

OF  EL 

PASO 

* Hearing  Aids 

★ Audiometers 

★ Stethetrone 

MRS.  EDNA  MILLS  DISTRIBUTOR 

1001  MILLS  BLDG. 

3-5572 

The  Place  Men  Go 
For  The  Brands  They  Know 

HART,  SCHAFFNER  & 

MARX  CLOTHES 
G.  G.  G.  CLOTHES 
WALK  OVER  SHOES 
STETSON  HATS 
MALLORY  HATS 
MANHATTAN  SHIRTS 
ARROW  SHIRTS 
INTERWOVEN  SOX 
B.  V.  D.  SPORTSWEAR 


216  East  San  Antonio  Street 
Dial  2-2433 
El  Paso,  Texas 

Mail  Orders  Promptly  Handled 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service! 

The  White  House 

El  Paso,  Texas 


Brace  & Limb  Co. 

(Certified  Vacuum  Limb  Fitters) 

CORSETS  AND  BRASSIERES 
ARCH  SUPPORTS 
ELASTIC  HOSIERY 
ORTHOPEDIC  SHOE  SERVICING 

Authorized  Dealer 
EVEREST  & JENNINGS 
WHEEL  CHAIR 

We  Manufacture  All  Types  of 
Artificial  Limbs  and 
Orthopedic  Appliances 

ALL  INQUIRIES  GIVEN 
PROMPT  ATTENTION 

815  North  Cedar  at  Five  Points 
El  Paso,  Texas  5-3841 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 
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FOR  SMOOTH 
MUSCLE 
RELAXATI 


The  Antispasmodic 


In  therapeutic  dosage  it  is  completely 
free  from  the  undesirable  side  effects, 
such  as,  dryness  of  the  mucous  mem- 
branes and  visual  disturbances. 

Available  in  plain  tablets  or  with  V4  Gr.  Phenobarbital. 

Mission 

PHARMACAL  CO. 

San  Antonio  6,  Texas 


Combining 

Potency 


with 


Safety 


synthetic  drug, 
providing  a potent 


antispasmodic  action 


o n 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


F ischbein  B ros. 

Custom  Tailors 


309  N.  OREGON 


EL  PASO,  TEXAS 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 


Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


The  McMath 
Co.,  Inc. 

Printing  & Seek  Sinking 


Let  Us  Bind  Your  1949  Copies  Of 
Southwestern  Medicine 


DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 
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E.  K.  ARMISTEAD,  M.  D 

GENERAL  SURGERY 

LOUIS  W.  BRECK,  M.D. 

ROBERT  J.  CARDWELL,  M.  D, 

W.  COMPERE  BASOM,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 
414  Banner  Building  2-9331  El  Paso,  Texas 

MORTON  H.  LEONARD,  M.  D. 

btoRbt  N.  ALDREDbE,  M.D. 

KENNETH  C.  BAKER,  M.  D. 

DISEASES  OF  THE  SKIN 

Practice  limited  to  Orthopaedic  Surgery 

729  North  4th  Avenue  3-0602  Tucson,  Arizona 

520  Montana  Street  3-1673  El  Paso,  Texas 

JOSEPH  BANK,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 

BUTLER  CLINIC 

And  American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  JR.,  M.D. 

GENERAL  MEDICINE  GENERAL  SURGERY 

OBSTETRICS  PEDIATRICS 

GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Ave.  Phone  4-7245  Phoenix,  Arizona 

F.  W.  BUTLER,  M.  D.  D.  E.  NELSON,  M.  D. 

HIGHWAY  70,  SAFFORD,  ARIZONA 

Frank  0.  Barrett,  M.  D.  Merle  D.  Thomas,  M.  D. 

DRS.  BARRETT  and  THOMAS 

BASIL  K.  BYRNE,  M.  D. 

ANESTHESIOLOGY 

PEDIATRICS 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 

800  Montana  Street  3-8487  El  Paso,  Texas 

THOMAS  H.  BATE,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

DAVID  M.  CAMERON,  M.D.,  F.A.C.S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

GENERAL  SURGERY 

803  Professional  Bldg.  4-3326  Phoenix,  Ariz. 

A.  b.  LUCKtl  I,  M.  D. 

ORTHOPEDIC  SURGERY 

First  National  Building  3-3421  El  Paso,  Texas 

JACK  A.  BERNARD,  M.D. 

INTERNAL  MEDICINE 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

CARDIOVASCULAR  DISEASES 

— GENERAL  PRACTICE  — 

Phone  3-8151 

Phones  4495  - 4496 

415  East  Yandell  Blvd.  El  Paso,  Texas 

113  WEST  SECOND  STREET  CASA  GRANDE,  ARIZ. 

EDWARD  C.  BERNELL,  M.  D. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

ROBERT  N.  CAYLOR,  M.  D. 

GYNECOLOGIC  SURGERY 

Practice  Limited  to  Ophthalmology 

PHONE  2-9312 

1017  First  National  Building  El  Paso,  Texas 

207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

CLEMENT  C.  BOEHLER,  M.D.,  F.A.C.S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

P.  C.  CORNISH,  M.  D.,  F.  A.  C.  S. 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

general  surgery 

1018  Mills  Building  El  Paso,  Texas 

Medical  Arts  Square 

801  Encino  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


DECEMBER,  1950 


SOUTHWESTERN  MEDICINE 


Page  413 


cutkueAterh  f'h  Aidant'  irectoHf 


BRANCH  CRAIGE,  M.  D. 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

GENERAL  SURGERY 

800  Montana  Street  3-6931  El  Paso,  Texas 

314  Banner  Building  3-5881  El  Paso,  Texas 

ROBERT  FRIEDENBERG,  A.B.,  M.D. 

THIS  SPACE 

(Certified  American  Board  of  Internal  Medicine) 

FOR  SALE 

INTERNAL  MEDICINE  — CARDIOVASCULAR  DISEASES 

2929  Monte  Vista  Boulevard  5-4822  Albuquerque,  N.  M. 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

CHARLES  E.  GALT,  JR.,  M.  D. 

Practice  Limited  to 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

OBSTETRICS  AND  GYNECOLOGY 

215  First  National  Bldg.  3-2161  El  Paso,  Texas 

509  West  Fox  St.  1441  Carlsbad,  N.  M. 

HERVEY  W.  DIETRICH,  M.  D. 

INTERNAL  MEDICINE 

H.  M.  GIBSON,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 

Medical  Arts  Building  — • Phone  2-4782 
415  East  Yandell  Blvd.  El  Paso,  Texas 

209  MEDICAL  ARTS  BLDG.  2-6844  EL  PASO.  TEXAS 

L.  0.  DUTTON,  M.  D. 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

ALLERGY 

Diplomate  American  Board  of  Internal  Medicine 

DIAGNOSIS  — GAS1  RObN  1 bROLOGY 

616  Mills  Bldg  2-3671  El  Paso,  Texas 

701  First  National  Building  2-6221  El  Paso,  Texas 

ORVILLE  E.  EGBERT,  M D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

J.  LEIGHTON  GREEN,  M.  D„  F.  A.  C.  S. 

ALLERGY 

DISEASES  OF  THE  CHEST 
1025  First  National  Bank  Bldg. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

El  Paso,  Texas 

1225  FIRST  NATIONAL  BLDG.  2-9032  EL  PASO,  TEXAS 

HAROLD  EIDINOFF,  M.D. 

JOHN  R.  GREEN,  M.  D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

Certified  by  American  Board  of  Neurological  Surgery 

404  Banner  Building  3-0861  El  Paso,  Texas 

1010  Professional  Building  8-3756  Phoenix,  Arizona 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

R.  D.  HAIRE,  JR.,  A.B.,  M.D. 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

INTERNAL  MEDICINE 

401-3  Banner  Bldg.  2-5771  El  Paso,  Texas 

706  West  Second  Street  2275  Roswell,  New  Mexico 
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JAMES  W.  HANNETT,  M.D.,  F.A.C.S. 

G.  H.  Jordan,  M.D.,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

WALLACE  E.  NISSEN,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  AND  GYNECOLOGICAL  SURGERY 

515  First  National  Bank  Bldg.  3-2251  Albuquerque,  N.  M 

525  First  National  Bldg.  2-9412  El  Paso,  Texas 

ROBERT  E.  HASTINGS,  M.  D.,  F.  A.  C.  S. 

HERMAN  A.  KLING,  M.  D. 

Certified  by  American  Board  of  Orthopedic  Surgery 
— ORTHOPEDIC  SURGERY  — 

Diseases  of  the  Colon  and  Rectum 

1811  E.  Speedway  5-2627  Tucson,  Arizona 

109  South  Elm  St.  3-2226  Albuquerque,  N.  M. 

HASKELL  D.  HATFIELD,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

TRUETT  L.  MADDOX,  D.  D.  S. 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY, 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHAG0SC0PY 

ORAL  SURGERY 

1201  First  National  Bldg.  2-3201  El  Paso,  Texas 

1031  First  National  Bldg  El  Paso,  Texas 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  COODLOE,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  3-3466  El  Paso,  Texas 

1.  J.  MARSHALL,  M.  D. 
STEVE  MARSHALL,  M.  D. 

EARL  LATIMER,  M.  D. 
H.  D.  JOHNSON,  D.  D.  S. 

ROSWELL,  NEW  MEXICO 

RALPH  H.  HOMAN,  M.D.,  F.A.C.P. 

CARDIOLOGY 

C.  H.  MASON,  M.D. 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.C.C.P. 

DISEASES  OF  THE  CHEST 
THORACIC  SURGERY 

M.  S.  HART,  M.D. 

913  First  National  Bldg.  3-1409  El  Paso,  Texas 

R.  F.  BOVERIE,  M.D. 

SAMUEL  J.  JELSO,  M.  D.  JOHN  J.  CORCORAN,  M.  D. 

G.  L.  BLACK,  M.D. 

DRS.  JELSO  & CORCORAN 

DISEASES  OF  THE  SKIN 

RADIOTHERAPY  — ROENTGENOLOGY  — PATHOLOGY 

Medical  Arts  Square 

801  Encino  Place,  Suite  19  2-9725  Albuquerque,  N.  M. 

310  Banner  Bldg.  3-4478 

106  South  Girard  5-2871  Albuquerque,  N.  M. 

105  Medical  Arts  Bldg.  3-7092  El  Paso,  Texas 

H.  C.  JERNIGAN,  M.  D. 

DISEASES  OF  THE  CHEST 

w.  rex  McWilliams,  m.d.,  f.a.c.s. 

(GENERAL  SURGERY) 

106  South  Girard  Ave.  5-3271  Albuquerque,  N.  M. 

R.  N.  GRAHAM,  M.D.,  A.A.G.P. 

(INTERNIST  AND  CONSULTATION) 

Diplomate  American  Board  of  Neurological  Surgery 

MEDICAL  & SURGICAL  CLINIC 
AND  HOSPITAL 

W.  A.  JONES,  M.  D. 

NEUROLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING— SUITE  300 
415  Yandell  Boulevard  3-5400  El  Paso,  Texas 

(GENERAL  SURGERY  — MEDICINE) 
(CONSULTATION  — RADIUM  THERAPY) 

PHONES 
633  — 460  — 201 

Del  Rio  National  Bank  Building  Del  Rio,  Texas 
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BERNARD  L.  MELTON,  M.  D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  3-8209  Phoenix,  Arizona 

ROY  R.  ROBERTSON,  M D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
Medical  Arts  Square 

801  Encino  Place,  Suite  .20  5-3222  Albuquerque,  N.  M 

THE  ORTHOPEDIC  CLINIC 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  JR.,  M.D.,  F.A.C.S. 
ALVIN  L.  SWENSON,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D. 

1313  North  Second  Street  — PHONE  8-1586  — Phoenix,  Ariz. 

GEORGE  K.  ROGERS,  M.  D. 

DISEASES  OF  THE  SKIN 

Diplomate  of  American  Board  of  Dermatology  and  Syphi lology 
105  W.  McDowell  Road  3-5264  Phoenix,  Arizona 

ALBERTO  RANSOM,  M.  D. 

Associate  Member  of  American  College  of  Chest  Physicians 
— INTERNAL  MEDICINE  — 

Centro  Medico  No.  31  22-51  Chihuahua,  Mexico 

S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

202  Banner  Building  3-3551  El  Paso,  Texas 

Vincent  M.  Ravel,  M.  D.  Marvin  N.  Golper,  M.  D. 

DRS.  RAVEL  AND  GOLPER 

RADIOLOGY 

Mills  Building  and  Phones  2-3459  - 3-5652 

800  Montana  Street  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 
PLASTIC  AND  MAXILL0-FAC1AL  SURGERY 
1415  FIRST  NATIONAL  BLDG.  EL  PASO,  TEXAS 

HERMAN  RICE,  M.  D. 

PRACTICE  LIMITED  TO  GENERAL  SURGERY 
624  Mills  Bldg.  2-7642  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F.  WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT— BRONCHOSCOPY 
FIRST  NATIONAL  BLDG.  2-1495  EL  PASO,  TEXAS 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

WILLIAM  1.  COLDWELL,  M.  D. 

INTERNAL  MEDICINE 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D. 

(Diplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Phone  3-6742 

1101  First  National  Bldg.  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.D.  H.  D.  GARRETT,  M.D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 
DISEASES  OF  THE  SKIN 

931  FIRST  NATIONAL  BLDG.  3-6172  EL  PASO,  TEXAS 

J.  B.  ROBBINS,  M.  D. 

— DISEASES  OF  THE  SKIN  — 

PHONE  2-2591 

502-503  Banner  Bldg.  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 
EYE  - EAR  - NOSE  - THROAT 
FIRST  NATIONAL  BLDG.  2-6011  EL  PASO,  TEXAS 
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C.  M.  STANFILL,  M.  D. 

(Diplomate  American  Board  of  Otolaryngology) 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 


W.  E.  VANDEVERE,  M.D.,  F.A.C.S. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 


W.  G.  MORROW,  JR.,  M.  D. 

OPHTHALMOLOGY 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 


C.  S.  STONE,  M.D.,  F.A.C.S. 

A.  J.  JENSON,  B.A.,  M.D. 

* * * * « 

FRED  H.  TEPLEY,  B.A.,  M.D. 

(PRACTICE  LIMITED  TO  INTERNAL  MEDICINE) 


301  East  Cain  St.  PHONE  462  Hobbs,  N.  M. 

JESSON  L.  STOWE,  M.  D. 
FRANCIS  A.  SNIDOW,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 

ROBERT  F.  THOMPSON,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  MILLS  BLDG.  2-4321  EL  PASO,  TEXAS 

A.  A.  DE  LA  TORRE,  JR.,  D.D.S. 
General  Dentistry 

CAPLES  BUILDING  2-2512  EL  PASO,  TEXAS 


H.  H.  VARNER,  M.  D. 

GENERAL  SURGERY 
213  El  Paso  National  Bank  Bldg. 

Phone  3-7362  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


L.  E.  WILCOX,  M.  D.  RUSSELL  L.  DETER,  M.  D. 

DRS.  WILCOX  AND  DETER 

GENERAL  AND  THORACIC  SURGERY 
1200  First  National  Bldg.  2-6529  El  Paso,  Texas 

WILLIAM  H.  WOOLSTON,  A.B.,  M.D., 
F.A.C.S. 

GENERAL  SURGERY 

706-7  First  National  Bank  Bldg.  8644  Albuquerque,  N.  M 

M.  K.  WYLDER,  M.  D. 

Diplomate  American  Board  of  Pediatrics 

PEDIATRICS  AND  OBSTETRICS 
Phone  6440 

625  First  National  Bank  Bldg.  Albuquerque,  N.  M. 


:L!NI€-HOSPITAL 


308  I\.  Colorado  Midland,  Texas 

STAFF 

H.  B.  Johnson,  M.  D Pediatrics 

D.  L.  Patton,  M.  D Obstetrics  and  Gynecology 

F.  W.  Gaarde,  M.  D Internal  Medicine 

T.  June  Melton,  Jr.  M.  D.,  F.  A.  C.  S General  Surgery 

Associate  Fellow  of  International  College  of  Surgeons 

F.  M.  Middlebrook,  M.  D General  Medicine 

W.  K.  Green,  M.  D Urology 

Roy  T.  Lester,  M.  D.  ( Abilene)-. .Consultant  in  Thoracic  Surgery 

L.  C.  Zee,  D.  D.  S Oral  Surgery 

Charles  A.  Hix Business  Manager 
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HOTEL  DIEU 

El  Paso’s  Oldest  Hospital 

Conducted  by  the  Sisters  of  Charity 
Hospital  and  School  of  Nursing 
FULLY  APPROVED 

1014  North  Stanton  Street  3-7521  El  Paso,  Texas 


fldVertiAe 

IN 

£cutku>eAterH  Pkif SiciatiS ' 
h'mctcHi 

Circulation  2300  Physicians  in 
Arizona,  New  Mexico,  West  Texas  and  Northern 
Mexico  including  all  Chihuahua  and  Sonora 

4 • 4*  4*  4* 

The  Southwest  Physicians’  Directory  calls  the 
attention  of  your  fellow  physician  to  your 
practice  and  your  facilities. 

^.cutkueAtern  tflecficine 

310  N.  Stanton  St.  El  Paso,  Texas 


Harold  Wood,  M,  D. 

Diplomate  American  Board  of  Pathology 

PATHOLOGY  LABORATORIES 

1021  Professional  Bldg.  2-1291  Phoenix,  Arizona 

1 130  North  Central  Ave.  4-8255  Phoenix,  Arizona 

In  addition  to  the  usual  pathology  laboratory 
services,  special  attention  is  given  to: 

Blood  Iodides 
17  Ketosteroids 
Pregnandioles 

Viral  and  Rickettsial  Complement  Fixation  Tests 
Fungus  Cultures 
Parasitology 
Toxicology 

Tumor  Cell  and  Tissue  Examinations 

Walter  E.  Lox,  Ph.  D.,  American  Association  of  Clinical 
Chemists,  Technical  Supervisor. 


TAN  NY  CLINIC 


AlbnqiLiierqiLie  Medical  Center 


Albuquerque,  New  Mexico 
109  S.  ELM  STREET 

3-2226 


STAFF 

A.  J.  TANNY,  M.  D., 
Surgery  and  Consultation 


M.  A.  TANNY,  M.  D„ 

General  Practice  and  Surgery 

F.  L.  MURPHY,  M.  D., 

Obstetrics  and  Gynecology 

E.  B.  FLANAGAN,  M.  D., 

Internal  Medicine  and  Cardiology 

A.  DeLaPena,  M.  D., 

Orthopedics  and  Industrial  Surgery 

C.  P.  ROSE,  M.  D., 

Pediatrics 

A.  G.  PRIETO,  M.  D., 

Radiology 

Complete  Laboratory  and  X-Ray 
Service  and  Prescription  Department. 
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For 

TleiOcus  anc>  iTlentai  Diseases 

Phone  Fairdale  2-3333  DALLAS  1,  TEXAS  P.  O.  Box  1769 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational 
therapy.  All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 
The  Staff 

Dr.  Guy  F.  Witt,  Medical  Director  Dr.  Howard  M.  Burkett,  Associate  Psychiatrist 

Dr.  Perry  C.  Talkington,  Medical  Director  Dr.  James  K.  Peden,  Resident  Psychiatrist 

Dr.  Chas.  L.  Bloss,  Associate  Psychiatrist  Dr.  James  C.  Folsom,  Resident  Psychiatrist 

Miss  Marguerite  Harmonson,  R.  N.,  Director  of  Nurses 

Henry  J.  Albach,  Business  Manager 

Miss  Patsy  Crowe,  Director  Occupational  Therapy 


Plainview  Hospital  and  Clinic  Foundation 

PLAINVIEW,  TEXAS 


Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep  narcosisj  in- 
sulin, shock  therapies,  and  electro-encephelograpy  for  diagnostic  purposes. 

Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department  of  Physical 
Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 


E.  O.  NICHOLS,  M.  D. 

Surgery  and  Consultation 

J.  H.  HANSEN,  M.  D. 

Radiology 

E.  O.  NICHOLS,  JR.,  M.  D. 

General  Surgery  and  Gynecology 

RANDALL  E.  COOPER,  M.  D. 

Neurology  and  Psychiatry 

e.  g.  McCarthy,  m.  d. 

Obstetrics  and  Gynecology 


STAFF 

EDWARD  T.  DRISCOLL,  M.  D. 
Orthopedics 

CARL  C.  JACKSON,  M.  D. 

Eye,  Ear,  Nose,  Throat 

MARVIN  C.  SCHLECTE,  M.  D. 

Gastroenterology  & Internal  Medicine 

CHESTER  E.  COOK,  M.  D. 
Diagnosis  and  Internal  Medicine 

JOHN  CHARLES  LONG,  JR.,  M.  D. 

General  Surgery,  Cancer,  Tumors 
(4 Yq  yrs.  training  in  New  York  Memorial  Hospital) 

W.  W.  KIRK,  Administrator 


DOROTHY  C.  LONG,  M.  D. 

Pediatrics 

L.  B.  SOUCY,  M.  T.  (ASCP) 

Chief  of  Laboratory 

HENRY  C.  KIRKEGARD,  R.  T. 

Chief  X-Ray  Technician 

RALPH  V.  WILLIAMS,  B.  S. 

Registered  Physical  Therapist 

LENORE  KRUSELL,  B.  S. 

Registered  Physical  Therapist 
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The  Lodge 

WATTS  CLINIC 

of  the 

Turquoise  Trail 

Complete  Medical 

and 

A modern  completely  equipped  samtarium  for 
the  care  of  the  nervous  and  mental  disorders 
and  the  addictions,  staffed  by  competent,  ex- 

Surgical  Service 

perienced,  and  understanding  personnel.  All 
modern  accepted  forms  of  treatment  are  util- 
ized. All  rooms  are  private  and  a homelike, 

• 

rather  than  an  institutional,  atmosphere  is  em- 
phasized. Competent  guidance  and  attention  to 

R.  E.  Watts,  M.  D.  S.  M.  Ranter,  M.  D. 

recreational  and  occupational  therapy  programs. 

For  further  information  address: 

G.  A.  Slusser,  M.  D.  S.  r.  Baker,  M.  D. 

THOMAS  L.  GORE,  M.  D„ 

• 

Psychiatrist  and  Medical  Director, 
Lodge  of  the  Turquoise  Trail 
P.  0.  Box  272,  Albuquerque,  New  Mexico 
— Phone  — 

Phone  567 

Town  office  6398  • Residence  3-3234  • Lodge  2-2773 

101  N.  Cooper  Silver  City,  N.  M. 

DUTTON’S 

TURNER’S 

LABORATORY 

CLINICAL  & X-RAY 

L.  0.  DUTTON,  M.  D.;  DIRECTOR 

LABORATORIES 

616  Mills  Bldg.,  El  Paso,  Texas 

First  National  Bank  Building 

Telephone  2-3671 

El  Paso,  Texas 

CLINICAL  PATHOLOGY 

Clinical  and  Pathological  Procedures: 

PATHOLOGY 

X-RAY  DIAGNOSIS 

SEROLOGY  CHEMISTRY 

X-RAY  THERAPY 

CLINICAL  MICROSCOPY 

RADIUM  THERAPY 

BACTERIOLOGY  HEMATOLOGY 

GEORGE  TURNER,  M.D. 

DELPHIN  VON  BRIESEN,  M.D. 

RH  TYPING  AND  ANTIBODY  TITRATIONS 

H.  F.  HESLINGTON,  M.D. 

PATHOLOGY  ENDOCRINE  STUDIES 

WILLIAM  D.  FLEMING,  M.D. 
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Open  Staff 


★ 


Cotton  Avenue  and  Erie  Street 
EL  PASO,  TEXAS 


The  New 

York  Academy  of  Medicine 

Due  in 

TWO  WEEKS  UNLESS  RENEWED. 

Not  renewable  after  6 weeks 


DATE  BORROWED 


BORROWER 


